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Official Coding Guidelines

= ICD-9-CM Official Guidelines for Coding
& Reporting

= Developed by:
Centers for Medicare & Medicaid Services (CMS)
National Center for Health Statistics (NCHS)

= Approved by the Cooperating Parties

CMS
NCHS

American Health Information Management
Association (AHIMA)

American Hospital Association (AHA)
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Official Coding Guidelines

= Published on Center for Disease Control & Prevention (CDC)
web site

http://www.cdc.gov/nchs/datawh/ftpserv/ftpicd9/ftpicd9.htm#
qguidelines

= Must be followed per HIPAA Transaction &
Code Set (TCS) rule and per Section I
coding instructions in the RAI manual

= Developed to assist in coding and reporting
situations where the ICD-9-CM code book
does not provide direction

Instructions published in code book Volumes 1,

2, & 3 take precedence over any guidelines
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Official Coding Guidelines

= Organization:

= Section I - ICD-9-CM
A. Conventions
B. General Coding Guidelines
C. Chapter-specific Guidelines
Applies to all care settings
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Official Coding Guidelines

= (QOrganization cont.:

= Section II - Selection of Principal Diagnosis
Applies to all inpatient care settings including LTC.

= Principal diagnosis is defined in Uniform Hospital Discharge Data

Set $UHDDS? as the condition established after study to be

chiefly responsible for occasioning the admission of the patient
to the hospital for care.

= In LTC where claims are submitted for extended stays, the
principal diagnosis listed may change to the reason for which the
resident remains in the facility.

= Following transfer to the hospital with an anticipated return to
the facility, the principal dx will be:

The “primary” reason that the resident is returning or remaining in
the facility.

This may not be the reason for Medicare coverage.
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Official Coding Guidelines

= Organization cont.:

= Section III - Reporting Additional
Diagnoses

Applies to all inpatient care settings
including LTC.

The definition for “other diagnoses” is
interpreted as additional conditions that affect
patient care in terms of requiring: clinical
evaluation; or therapeutic treatment; or
diagnostic procedures; or extended length of
hospital stay; or increased nursing care.
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Official Coding Guidelines

= Organization cont.:

= Section IV - Diagnostic Coding and Reporting
Guidelines for Outpatient Services

These guidelines are for use by hospital-
based outpatient services and provider —
based office visits.

These guidelines are not used in LTC
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Official Coding Guidelines

= Section I, General Coding Guidelines
— Coding Signs & Symptoms
= Use signs & symptoms codes (780 —
799) when:

A related, definitive diagnosis has not been
established

Symptoms are not routinely associated with a
disease process

= Do not code signs and symptoms that
are part of the disease process
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Official Coding Guidelines

= Section I, General Coding Guidelines —
Multiple Codes for Single Condition

= Some diagnoses require more than one code
number to correctly identify the condition

Instructions in the Alphabetical Index or Tabular
List identify need for additional codes

Generally, the second code is listed in /talics.

Examples:
Alzheimer’s Dementia 331.0, /294.10]
Diabetic Neuropathy 250.60, /357.2]
UTI due to E. coli 599.0, 041.4

2009 ICD-9-CM Coding Fundamentals - © LTC 11
Consortium



Official Coding Guidelines

= Section I, General Coding Guidelines -
Combination Codes

= A single, combination code can identify:
Two diagnoses

A diagnosis with an associated secondary process
(manifestation)

A diagnosis with an associated complication

= If the code fully identifies the conditions
involved, assign only the combination code

Examples.
Asthma with COPD 493.20
Peptic ulcer with GI bleeding 533.40
Sleep apnea with Insomnia 7/80.51
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Official Coding Guidelines

= Section I, General Coding Guidelines
- Late effects

= Residual condition (late effect)

Condition that remains after acute phase of
an illness

Sequenced first unless otherwise instructed
Cause of late effect listed second

= Do not use code for the acute phase of
iliness

Example:
Quadriplegia following Cervical Fracture
344.00 and 907.2
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OFFICIAL CODING GUIDELINES

= Section I, General Coding Guidelines

-Reporting Same Diagnosis Code More Than Once
= Each unique ICD-9-CM diagnosis code may be
reported only once for an encounter.

= This applies to bilateral conditions or two different
conditions classified to the same ICD-9-CM diagnosis

code.
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Official Coding Guidelines

= Section I, General Coding Guidelines

- Admissions/Encounters for Rehab

When the purpose for the admission/encounter is
rehabilitation, sequence the appropriate V code from
category V57, Care involving use of rehabilitation procedures
as the principal/first-listed diagnosis.

The code for the condition for which the service is being
performed should be reported as an additional diagnosis.

Only one code from category V57 is required. Code V57.89,
Other specified rehabilitation procedures, should be assigned
if more than one type of rehabilitation is performed during a
single encounter.
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Official Coding Guidelines

= Section I, General Coding Guidelines
-Documentation for BMI and Pressure Ulcer Stages

= For the Body Mass Index (BMI) and pressure ulcer stage codes,
code assignment may be based on medical record
documentation from clinicians who are not the patient’s provider
(i.e., physician or other qualified healthcare practitioner legally
accountable for establishing patient’s diagnosis).

= BMI and pressure ulcer stages are typically documented by other
clinicians involved in the care of the patient (i.e., dietician,
nurse).

= Associated diagnosis, (obesity, pressure ulcer) must be
documented by the patient’s attending provider.

= BMI and pressure ulcer stage codes should only be reported as
secondary diagnoses.
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Official Coding Guidelines

= Section I, C. Chapter-Specific Coding
Guidelines - Septicemia, Systemic
Inflammatory Response Syndrome
(SIRS), Sepsis, Severe Sepsis and
Septic Shock
= Septicemia:
Pathogenic microorganisms or their toxins in
the blood
Code to category 038

Patient often transferred to hospital
(potentially life threatening)
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Official Coding Guidelines

= SIRS/Sepsis:
Clinical response to infection or trauma that

can trigger an acute inflammatory reaction
(usually in hospital)

Code to 995.9x
Code first underlying systemic infection

= Urosepsis: | 4
Non-specific term

Code to 599.0 if no other description
documented

Use additional code for causal organism if
documented by physician
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Official Coding Guidelines

*The terms septicemia and sepsis are often used
iInterchangeably, however, they are not synonymous
terms.

*Physician clarification may be merited if sepsis is the
diagnosis received on hospital documentation.

Examples: p
= Streptococcal sepsis 038.0, 995.91

= Streptococcal septicemia 038.0

= Urosepsis 599.0
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Official Coding Guidelines

= Section I, C. Chapter-Specific Coding Guidelines —
Methicillin Resistant Staphylococcus aureus (MRSA)
Conditions

= Combination codes for MRSA infection

When a patient is diagnosed with an infection that is due to
methicillin resistant Staphylococcus aureus (MRSA), and that
infection has a combination code that includes the causal
organism (e.g., septicemia, pneumonia) assign the appropriate
code for the condition.

Do not assign a code from subcategory V09.0, Infection with
microorganisms resistant to penicillins, as an additional diagnosis.

Examples:

= MRSA septicemia 038.12
= MRSA pneumonia 482.42
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Official Coding Guidelines

» Other codes for MRSA infection

= When there is documentation of a current infection
(e.g., wound infection, stitch abscess, urinary tract
infection) due to MRSA, and that infection does not
have a combination code that includes the causal
organism, select the appropriate code to identify the
condition along with code 041.12, Methicillin resistant
Staphylococcus aureus, for the MRSA infection.

= Do not assign a code from subcategory V09.0,
Infection with microorganisms resistant to penicillins.

Example:
UTI due to MRSA 599.0, 041.12
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Official Coding Guidelines

= Methicillin susceptible Staphylococcus aureus
(MSSA) and MRSA colonization

= The condition or state of being colonized or carrying
MSSA or MRSA is called colonization or carriage, while
an individual person is described as being colonized
or being a carrier.

= Colonization means that MSSA or MSRA is present on
or in the body without necessarily causing illness.

= A positive MRSA colonization test might be
documented by the provider as "MRSA screen
positive” or "MRSA nasal swab positive”.
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Official Coding Guidelines

Assign code V02.54, Carrier or suspected carrier, Methicillin
resistant Staphylococcus aureus, for patients documented as
having MRSA colonization.

Assign code V02.53, Carrier or suspected carrier, Methicillin
susceptible Staphylococcus aureus, for patient documented as
having MSSA colonization. Colonization is not necessarily
indicative of a disease process or as the cause of a specific
condition the patient may have unless documented as such by
the provider.

Code V02.59, Other specified bacterial diseases, should be
assigned for other types of staphylococcal colonization (e.g., S.
epidermidis, S. saprophyticus).

Code V02.59 should not be assigned for colonization with any
type of Staphylococcus aureus (MRSA, MSSA).
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Official Coding Guidelines

= MRSA colonization and infection

= If a patient is documented as having both MRSA
colonization and infection during an admission, code
V02.54, Carrier or suspected carrier, Methicillin
resistant Staphylococcus aureus, and a code for the
MRSA infection may both be assigned.

= History of MRSA — V12.04

Example:

Stitch abscess, postoperative — 998.59, V02.54
MRSA colonization
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Official Coding Guidelines

Section I, C. Chapter-Specific Coding Guidelines
Neoplasms

= Malignant neoplasm associated with
transplanted organ

= A malignant neoplasm of a transplanted organ should
be coded as a transplant complication.

= Assign first the appropriate code from subcategory
996.8, Complications of transplanted organ, followed
by code 199.2, Malignant neoplasm associated with
transplanted organ.

= Use an additional code for the specific malignancy.
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Official Coding Guidelines

= Section I, C. Chapter-Specific Coding Guidelines —
Pressure ulcer stage codes

= Pressure ulcer stage codes
Pressure ulcer stages

Two codes are needed to completely describe a pressure
ulcer:

A code from subcategory 707.0, Pressure ulcer, to identify the
site of the pressure ulcer and

A code from subcategory 707.2, Pressure ulcer stages.

= The codes in subcategory 707.2, Pressure ulcer stages, are to be
used as an additional diagnosis with a code(s) from subcategory
707.0, Pressure Ulcer.

= Codes from 707.2, Pressure ulcer stages, may not be assigned as a
principal or first-listed diagnosis. The pressure ulcer stage codes
should only be used with pressure ulcers and not with other types
of ulcers (e.g., stasis ulcer).

= The ICD-9-CM classifies pressure ulcer stages based on severity,
which is designated by stages I-IV and unstageable.
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Official Coding Guidelines

= Unstageable pressure ulcers

= Assignment of code 707.25, Pressure ulcer,
unstageable, should be based on the clinical
documentation.

= Code 707.25 is used for pressure ulcers whose stage
cannot be clinically determined (e.g., the ulcer is
covered by eschar or has been treated with a skin or
muscle graft) and pressure ulcers that are
documented as deep tissue injury but not
documented as due to trauma.

= This code should not be confused with code 707.20,
Pressure ulcer, stage unspecified. Code 707.20 should
be assigned when there is no documentation
regarding the stage of the pressure ulcer.
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Official Coding Guidelines

= Documented pressure ulcer stage

= Assignment of the pressure ulcer stage code should
be guided by clinical documentation of the stage or
documentation of the terms found in the index.

= For clinical terms describing the stage that are not
found in the index, and there is ho documentation of
the stage, the provider should be queried.

= Bilateral pressure ulcers with same stage

= When a patient has bilateral pressure ulcers (e.g.,
both buttocks) and both pressure ulcers are  documented as
being the same stage, only the code for the site and one code
for the stage should be reported.
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Official Coding Guidelines

= Bilateral pressure ulcers with different stages

= When a patient has bilateral pressure ulcers at the same site
(e.g., both buttocks) and each pressure ulcer is documented as
being at a different stage, assign one code for the site and the
appropriate codes for the pressure ulcer stage.

= Multiple pressure ulcers of different sites and stages

= When a patient has multiple pressure ulcers at different sites
(e.g., buttock, heel, shoulder) and each pressure ulcer is
documented as being at different stages (e.g., stage 3 and stage
4), assign the appropriate codes for each different site and a
code for each different pressure ulcer stage.
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Official Coding Guidelines

= Patients admitted with pressure ulcers
documented as healed

= No code is assigned if the documentation states that
the pressure ulcer is completely healed.

= Patients admitted with pressure ulcers
documented as healing

= Pressure ulcers described as healing should be
assigned the appropriate pressure ulcer stage code
based on the documentation in the medical record. If
the documentation does not provide information
about the stage of the healing pressure ulcer, assign
code 707.20, Pressure ulcer stage, unspecified.
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Official Coding Guidelines

= If the documentation is unclear as to whether
the patient has a current (new) pressure ulcer or
if the patient is being treated for a healing
pressure ulcer, query the provider.

= Patient admitted with pressure ulcer evolving
into another stage during the admission
= If a patient is admitted with a pressure ulcer at one

stage and it progresses to a higher stage, assign the
code for highest stage reported for that site.
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Official Coding Guidelines

= Section I, C. Chapter-Specific Coding Guidelines
— Nervous and Sense Organs

= Pain symptoms — General coding

Use codes from category 338 in conjunction with other codes
to provide more detail about pain.

If the pain is not specified as acute or chronic, do not use
this category except for specific conditions identified in the
Official Coding Guidelines (i.e. postoperative pain that is not
routine or expected, post-thoracotomy pain or neoplasm
related pain).

Codes from 338.1x and 338.2x should not be used if the
underl?/ing dx is known, unless the admission is for pain
contro

Refer to the Official Guidelines for Coding and Reporting for
additional guidance.
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Official Coding Guidelines

= Section I, C. Chapter-Specific Coding
Guidelines — Disease of Musculoskeletal
and Connective Tissue

= Coding of Pathologic Fractures

Use aftercare codes (category V54) for encounters
after active treatment has been received

Aftercare includes medication adjustment and
follow up treatment

Subcategory 733.1 is used when the pathologic
fracture is newly diagnosed only
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Official Coding Guidelines

Section I.C Chapter Specific Guidelines —V
codes

Aftercare

= Used when:

Initial treatment of disease or injury has been
performed, and

Continued care required during the healing or
recovery phase, or

Continued care required for the long-term
consequences of the disease
= DO NOT use if treatment is directed at a current,
acute disease or injury
Use diagnosis code for current disease/injury
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Official Coding Guidelines

= Unconfirmed Diagnoses

= Section II.H. and III.C. indicates that coding
unconfirmed diagnoses applies only to short-
term, acute, long-term, and psychiatric hospitals.
= Do not code diagnoses documented as:
“probable”,
“possible”
“suspected,”
“questionable,”
“rule out,” or
“working diagnosis”
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Official Coding Guidelines

Unconfirmed Diagnoses cont.

= Code condition(s) to the highest degree of
certainty, such as:
symptoms,
signs,
abnormal test results, or
other reason for the visit
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Coding Clinic

AHA Coding Clinic

= Published quarterly
= Provides guidance on use of ICD-9-CM codes

= Content approved by:
National Center for Health Statistics (NCHS)
Centers for Medicare & Medicaid Services (CMS)

American Health Information Management
Association (AHIMA)

American Hospital Association (AHA)
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Coding Clinic
= Coding Clinic, Fourth Quarter 1999

= Rules for using V codes published
= Addressed use of V-codes in LTC

= Coding Clinic, Fourth Quarter 2003:

= Further clarified coding fractures in the
healing phase:

Guidelines require use of aftercare (V) code
for all subsequent encounters after the initial
encounter for care of a fracture

For statistical purposes, a fracture should
only be coded once
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Coding Clinic

= Coding Clinic, future issues

= Article on V codes to be published
each fourth quarter to instruct
coders on:

New V codes that will become effective
each October 1

Any pertinent changes to V codes that
will be included in the Official Coding
Guidelines
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ICD-9-CM Coding
In Long-Term
Care
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Where To Find Diagnhoses

Review clinical record, including but not
limited to:
= Discharge Summary
= MD progress notes
Consultations
H&P
Orders
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Coding Process in LTC

= Create a listing of diagnoses and codes

= Select principal diagnosis and list first

The “first listed diagnoses” is the diagnoses that
is chiefly responsible for the admission to, or
continued residence in, the nursing facility and
should be sequenced first.
= List additional diagnoses that reflect services
provided or clinical conditions

= Do not list diagnoses that are not pertinent to
nursing facility stay

= Do not list diagnoses that have been resolved
or are historical unless clinically significant to
staff
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Coding Process in LTC

= Do not code conditions documented as
“suspected”, “rule out”, and/or
“probable”
Only established diagnoses are coded in LTC

= Consider LTC coding guidelines:
Use V57.xx for admission for therapy services

Aftercare fracture code vs. acute fracture
code

2009 ICD-9-CM Coding Fundamentals - © LTC 43
Consortium



Coding Process in LTC

Subsequent Admissions (Readmits)

FoIIovyIiIng transfer to the hospital with anticipated return to the facility, the principal dx
will be:

= The “primary” reason that the resident is returning or remaining in the facility.
= This may not be the reason for Medicare Coverage
Example:

A nursing home resident is transferred to the hospital for treatment of pneumonia.
She returns to the nursing home and is still receiving antibiotics for the pneumonia.
However, the main reason she is returning to the nursing home is because this has
been her residence since developing a CVA with residuals several years ago. Which
Eli\?gg\osis should be listed first at the nursing home, the pneumonia or late effects of

Assign the appropriate code from category 438, Late effect of cerebrovascular
disease, as the first listed diagnosis to identify the neurologic deficits, which resulted
from the acute CVA. Assign the appropriate code for the pneumonia. The
pneumonia may be reported as a secondary diagnosis for as long as the patient
receives treatment for the condition.

Coding Clinic, 4" quarter, 1999.
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Code Sequencing Definitions
in LTC

Secondary diagnoses for LTC:

Any and all conditions that co-exist when
resident is admitted to the facility, or

Develop subsequently during a resident’s stay,
or

Affect treatment the resident receives or the
resident’s length of stay

Diagnoses that relate to an earlier episode
which have no bearing on the current stay are
to be excluded.
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Coding Process in LTC

= Review diagnosis list with clinical
staff as applicable:

\@Q = Nursing representative (MDS or other)
\ = Therapy
Inclusion of therapy treatment and medical
diagnoses

May want to label treatment diagnoses/
codes from therapy
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Coding Process in LTC

= Best practices for when to assign
codes:

e
ke
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\
= ]
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b

= Long-term care residents
Upon admission & readmission
When new diagnoses arise
Quarterly (with MDS schedule)
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Coding Process in LTC

= High acuity residents (i.e. Medicare or
managed care)

Review codes monthly

Codes on MDS, billing claim forms (i.e.
UB04/837), and in medical record need to
support:

= Medical necessity

= Skilled services provided (may include
therapy treatment diagnosis)

= Resource Utilization Group (RUG) selection
as applicable
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Coding Process in LTC

= Triggers for concurrent coding:
= Change, addition or discontinuations of
0 therapy services
\ = Recent hospitalization

= New diagnoses documented by the
medical staff

= Significant changes in condition
= Resolved diagnoses

2009 ICD-9-CM Coding Fundamentals - © LTC 49
Consortium



SECTION |. DISEASE DIAGNOSES
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Use of Diagnoses on the MDS

= Diagnosis information captured on the
Minimum Data Set (MDS) in Section I

- Disease Diagnoses

= I1 (Diseases): check-off list of 33
common diagnoses

= I2 (Infections): check-off list of 12

common infections

= I3 (Other Current or More Detailed

Diagnoses and ICD-9 Codes) — text

area for listing diagnoses with ICD-9-CM
codes
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Use of Diagnoses on the MDS

= [nstructions for completing MDS
Section I are found in Chapter 3, Long
Term Care Resident Assessment
Instrument User’s Manual, Version 2.0

= Manual available for download from:
www.cms.hhs.gov/medicaid/mds20
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Use of Diagnoses on the MDS

= Diseases and conditions reported in I1, 12, and
I3 must be:

= Documented by the physician in the clinical record
= Consistent with definitions found in RAI Manual

n fFoll%/v “Official Guidelines for Coding and Reporting”
or

= Review clinical record for current, physician-
documented diagnoses

= Transfer documentation, including hospital progress
notes and discharge summary

= Physician medication and treatment orders

= Follow Official Guidelines for Coding and
Reporting
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Use of Diagnoses on the MDS

= CURRENT within the look back period

Have a CURRENT relationship to:
Activities of Daily Living (ADL) status
Cognitive status
Mood and Behavior status
Medical Treatments

Nursing Monitoring - includes clinical
monitoring by a licensed nurse (e.g., serial
blood pressure evaluations, medication
management, etc.)

Risk of Death
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Use of Diagnoses on the MDS

S Do NOT list
=== i Conditions that have RESOLVED or

S ;m INACTIVE diagnoses that no longer affect
e 2T the resident’s function or care plan
Examples:
o | = Resolved pneumonia
B — = History of appendectomy
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Use of Diagnoses on the MDS

- ® \When diagnosis is more specific than

= =~ item description in I1 or I2:
= 5= F = Check the more general diagnosis in I1 or

I:rw-ﬁn.
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WFTCT
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= gl CM code, in I3 /f space available

I
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Example:

=  Gouty Arthritis:
I1 - Check item I1l, arthritis
I3 - Enter “Gouty Arthritis 274.0"
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Use of Diagnoses on the MDS

= Process for Question I1 -
Diseases

= Using a 7-day look back period
Check all diseases/conditions that
apply in I1
If none of the conditions apply, check
item I1rr (NONE OF ABOVE)

Code more specific diagnoses in I3 if
space available
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Use of Diagnoses on the MDS

= Process for Question 12 -
Infections

= Using a 30-day look back for UTIs,
and a 7-day look back period for all
other items

Check all infections that apply in 12
Watch for very specific criteria for UTIs

If none of the conditions apply, check
item I2m (NONE OF ABOVE)

Code more specific diagnoses in I3 if
space available

2009 ICD-9-CM Coding Fundamentals - © LTC 58
Consortium



Use of Diagnoses on the MDS

= Process for Question I3 - Other
Current Diagnoses and ICD-9-CM
Codes

= Using a 7-day look back period,
record description and code nhumber
for:

Additional diseases/conditions not listed
in I1 and I2

More specific diagnoses checked under
I1 and I2
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Use of Diagnoses on the MDS

= \/-codes can be reported in I3
Do not report V57.xx codes for therapies
(captured elsewhere on the MDS)
DO NOT report procedure codes in I3
Procedure codes not used in LTC
Results in “fatal error” (record rejection) when
submitting an MDS
= DO NOT include code if already captured
in other sections of MDS (Therapies, g-
tube, etc.)
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Use of Diagnoses on the MDS

= Section I and RUGs Classification

= Diagnoses reported in Section I can affect
classification in Resource Utilization Groups (RUGS)
used to determine Medicare and/or Medicaid
payment rates

I1a — Diabetes mellitus

I1r — Aphasia

I1s - Cerebral palsy

I1v — Hemiplegia/hemiparesis
I1w - Multiple sclerosis

I1z — Quadriplegia

I2e — Pneumonia

I2g - Septicemia
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Use of Diagnoses on the MDS

= Section I and MDS Assessments
e Completed for Medicare PPS
T % : g
T | E - = = Diagnoses and conditions entered on the

Medicare PPS assessments should be
reflective of ICD-9 codes on the
UB04/837 for the same time period

= Medicare PPS Assessments:

5-day 14-day
30-day 60-day
90-day OMRA

Medicare Readmission/Return
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Use of Diagnoses on the MDS

= Section I and quarterly MDS

e Assessments
T” ETZ‘"} E = Each state determines which of the MDS

=N==a assessment forms are required for the
quarterly assessment

MDS Full Assessment Form

Medicare PPS Assessment Form (MPAF)

MDS Quarterly Assessment Form

MDS Quarterly Assessment Form (Optional
Version for RUG III)

MDS Quarterly Assessment Form (Optional
Version for RUG IIT — 1997 Update)
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Use of Diagnoses on the MDS

= Section I and the Quarterly MDS Assessment

= Report diagnoses based on instructions printed at
Section I

= Some quarterly MDS forms have the following
instruction for Section I3 "Include only those diseases
diagnosed in the last 90 days that have a relationship
to current ADL status, cognitive status, mood or
behavior status, medical treatments, nursing
monitoring, or risk of death".
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Use of Diagnoses on the MDS

= Section I and Quality Indicators

R = Diagnoses in Section I affect inclusion,
= B= o exclusion, and risk adjustment of

= o residents in Quality Indicators

- I11ff — Manic depressive (bipolar disease)
I1gg — Schizophrenia

- — I2j — UTI in last 30 days

...... " ] I3 — Psychotic disorders (295, 296, 297, 298)
B —— I3 — Dehydration (276.5)

. I3 — Malnutrition (260-263)

I3 — Pressure Ulcer (707.0x)

fCastrnaseiy wea
=

gési 'q
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Diagnosis Codes on the
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Diagnosis Codes on the UB-04/837

Support reimbursement of claims SsSrr—

Serve as a means of
communication between the
provider & payer

Describe the conditions that m

qualify for reimbursement
Support medical necessity
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Diagnosis Codes on the UB-04/837

= List diagnosis codes that support
services provided during claim
dates of service

= Jtems/services billed on the UB-
04/837 should be supported by a
diagnosis code

= Follow Official Guidelines for Coding LI

and Reporting and instructions
within the code book to sequence
and report diagnoses codes as
necessary.

ey

=

T
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Diagnosis Codes on the UB-04/837:
CMS Transmittal 437

= Chapter 6, Section 30 of the Medicare
Claims processing manual includes the
following:

= Principal Diagnosis Code- Code must be
reported according to Official ICD-9-CM
Guidelines, including proper use of V- codes

= Other Diagnosis Codes Required- Enter 8
additional diagnoses - CMS does not have
additional requirements regarding reporting
or sequencing of codes other than those in
the guidelines
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Diagnosis Codes on the UB-04/837

= Recommendations:

= Create a list of diagnoses and codes
upon admit, readmit and as needed
(condition change, MDS schedule,
billing cycle)

= HIM review diagnoses list with nursing
and therapy as applicable

= Discuss diagnoses in Medicare or other
appropriate meeting, finalize diagnosis
sequencing
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Diagnosis Codes on the UB-04/837

= Recommendations:

= Communicate diagnoses
selected/sequenced to:

Business office — for inclusion on billing
claim form (i.e. UB-04/837)

Medical record — for continuity of care
Others as appropriate for your facility
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Diagnosis Codes on the UB-04/837
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Accurately

Reporting

I1CD-9-CM
Codes
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Accurately Reporting ICD-9-CM
Codes

= Accurate reporting of ICD-9-CM
codes affects:

= Accurate claim submission (e.g.
Medicare)

= Quality Indicators

= Data collected for long term care
residents

= QOverall accuracy of your MDS/RUG
categories
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Accurately Reporting ICD-9-CM
Codes

= Report correct & complete
diagnosis code numbers

= Report correct number of digits
= Assign 4th & 5th digits as required

= Do NOT add zeros or nines as
“fillers” to an ICD-9-CM code

Changes the meaning of
diagnosis
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Accurately Reporting ICD-9-CM
Codes: MDS vs Billing Claim Forms

= Not all diagnoses reported on MDS
are appropriate for billing claim

forms (i.e. UB-04/837)

= Some diagnosis codes on MDS do
not relate to reasons for claim
coverage

= Keep in mind time frame of MDS
vs. billing claim form
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Accurately Reporting ICD-9-CM
Codes: Billing Claim Forms

= Inaccurate and/or incomplete codes can
prompt a suspension or rejection of a
claim

» Inaccurate codes can cause denials or
medical reviews

= Each FI determines diagnoses to be targeted

= Examples of diagnoses targeted for
medical review in the past:

Bowel Obstruction 560.9
Dementia 294.8
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Accurately Reporting ICD-9-CM
Codes: DAVE

CMS Data Assessment and
Verification (DAVE 2) project:

= Post payment review of accuracy
of MDS and Medicare claims

= Reports of monies taken back by
CMS as a result of inappropriate
reporting of diagnoses in Section I of

the MDS
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Accurately Reporting ICD-9-CM
Codes: DAVE

= Specific findings from DAVE 2
Project regarding Section I:

= Diseases or infections reported that
are not current or are not active

= Diagnoses reported without
physician documentation

= Diagnoses documented but not
reported
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