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Current Procedural Terminology (CPT)

International Classification of Diseases
(ICD-9 Clinical Modification - CM)

Diagnostic and Statistical Manual of Mentall
Disorders (DSM IV-TR)



Procedure codes indicate what was
done. (e.g. CPT; HCPCS)

Diagnosis codes justify why it was
done. (e.g. ICD-9-CM)



CPT and ICD-9 codes must always
relate

The first ICD-9 code you use drives the
relationship to the CPT code



There Is no difference between coding
In a SHC and any other setting — the
coding assumptions are the same.

You provide the same level of care
regardless of the location.



Tell your story

Documentation
Reimbursement

Medical Liability

Risk of Medicaid Review/Audit
Provider Profiling

Patient Labeling
Epidemiological Tracking
Internal Tracking




The wrong story iIs:

SHC providers are seeing very few patients with
multiple problems.

SHC providers should see more patients since they
are not seeing complicated patients.

The SHC should decrease the number of
physicians and add more mid-level providers.



Intentional deception or
misrepresentation

Deliberately billing for services not
performed

Unbundling of services

Intentionally submitting duplicate claims



Improper billing practices

Billing for non-covered services

Misusing codes on a claim form




'

Accept it; you will make them. _\\

?j

Your best defense is having a
plan for your coding and
being able to explain it.










Coding gets you paid for your services

Coding can be used to justify the need for
services to your funders
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Used by all insurers

Codes are made up
of 3, 4, or 5 digits
(numeric or
alphanumeric)

Codes are updated
annually

Source documents
should support the
diagnosis code(s)
selected

Failure to code
properly can result in
fines, sanctions or
decreased revenue



Volume 1: Disease Tabular Index
Notes all exclusive terms and 5™"-digit instructions

Volume 2: Alphabetic Index of Diseases
Does not contain detail: do not code from this volume

Volume 3: ICD-9-CM Procedure Codes
Only used by hospitals to report inpatient procedures



Range from 001.0 to V89.09
They identify:

Diagnoses
Symptoms
Conditions
Problems
Complaints

Other reason for the procedure, service,
or supply provided

0



Streptococcal Pharyngitis 034.0

Tobacco Abuse 305.1
Acute Bacterial Pneumonia 482.9
Dysmenorrhea 625.3
Asthma 493.90

Dermatitis due to sunburn 692.71
Obesity 278.00




Generalized Abd. Pain789.07

Heart Murmur 785.2

Nausea & Vomiting 787.01

Positive TB Skin Test 795.5

Headache 784.0




Used when patient is not currently sick

To classify factors influencing health status.

(e.g. Pregnancy; Family/Personal Health History)
To classify type of contact with health services.

(e.g. Well Child Check-up; Sports Physical)

Alphanumeric Code

V-Codes can be problem-oriented, service oriented
or factual



Can be used as a:

Solo Code
Principal Code

Secondary Code



When locating a V-Code Iin the Alphabetic Index,
use the reason for the visit as the main term.

Common terms in alphabetic index where V-codes
are found include:

Aftercare History (of)
Checking Observation (for)
Checkup Problem (with)
Examination Screening (for)

Follow-up Vaccination



V-Codes are used for:

Routine examinations
Aftercare

Follow-up examinations
Pre-op examinations
Counseling

Screening



MMR Vaccination V06.4
Well Child Checkup V20.2

Sports Physical Exam V70.3

Suspected Pregnancy V72.40




E Codes
(External Causes of Injury or Poisoning)

Always a 2ndary diagnosis.
Optional Codes-Use with caution.

How an accident occurred

What caused an injury
Whether a drug overdose was accidental

An adverse drug reaction
Location of occurrence



Whenever possible, avoid ICD-9-CM
Codes that are labeled:

NEC - not elsewhere classified OR
NOS - not otherwise specified

Always code to the highest level of
specificity (5th digit) if possible.



Do not code diagnoses documented as
“probable”, “suspected” or “rule out” as If
the diagnosis Is established.

In these instances code the symptoms, signs,
abnormal test results or other reason for the visit.

If no condition or problem is documented at the end
of the visit, code the documented chief complaint or

symptom.



First diagnosis code should describe
the chief reason for the service.

Link procedures with justifying
diagnosis.
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Student comes in for a
acute care walk-in visit

Do we have
triage form
for concern?

Is it a nurse
Visit?

Yes No

Complete
per standing
order and if
minor, do
not bill

Nursing Billable Visits Flow

\& Secretary gives triage

form to student to
complete first section

Secretary puts triage form,
I senvice slip and chart in
nurses door

Billable?

Nurse completes triage visit

|
Must meet all 3 criteria:

1. Less than 15 minutes
2. Triage form used with
minimal additional data
collection

3. Self limiting condition

Not billable

Use nonbillable visit

Schedule with
NP

procedure code to
document (LU241)

Keep documentation
limited to triage form
only.

1
Must meet at least two criteria:
1. More than 15 minutes
2. Additional data documented on
triage form
3. Requires consultation
4. Additional procedures performed

Billable

Contact the parent
by telephone to
discuss billable visit
and document

Code as a 99211
with the ICD-9 that
addresses the
symptoms
associated with the
visit

If initial visit for
student, must refer
to NP. Nurse
cannot bill 99211 for
new patients.
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When doing a preventive health visit (V20.2) and there is a separate acute
health problem Dyou can list both the preventive health visit code (first) and
the acute visit code (second).

The provider must list ICD-9 codes that justify both.

The billing department must add a modifier (-25) —

For NC Medicaid, the policy is as follows:
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Both 1995 and 1997 guidelines are approved for
use by CMS.

Agencies should specify use of 1995 or 1997
guidelines in their administrative policies.

This lecture is based on the 1995 guidelines
because they are 15 pages long vs. 57 pages of
the 1997 version.

www.cms.hhs.gov/IMLNProducts/Downloads/1995dqg.pdf
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* Requires 3_ components in one column be met or exceeded
to select that CPT code level.
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to select that CPT code level.

* Requires 2_components in one column be met or exceeded
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* Each element counts as one. Maximum score 8.




% 2< % "
2 ~H
~H

! - )

M .
5 — - <
5 + -9

% _

> - -<l -

* Each system counts as one. Maximum score is 14.
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PROBLEM- EXPANDED DETAIL COMPREHENSIVE
FOCUSED PROBLEM-
FOCUS
CC Required Required Required Required
HPI Brief Brief Extended Extended
(1-3 elements) | (1-3 elements) | (>4 elements) (>4 elements)
ROS None Pertinent to Extended Complete
Problem (2-9 systems) (> 10 systems)
(1 system) Can count Aall others
negativeB
PESH None None Pertinent Complete

(New=2 hx areas)
(Est. = 1 hx area)

(New = 3 hx areas)
(Est. = 2 hx areas)

* Overall history level is determined by the column m

arked furthest to the left.
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Body Areas:
*Chest/breasts/axillae :
. *Back/spine
Head/tace *Abdomen *Each eitremity
*Neck Genitalia/groin/buttocks

Organ Systems:

«Constitutional *Musculoskeletal

(Vital Signs; Wgt Loss; Gen Appearance) -Integumentary (Skin)
*Eyes *Neurological
sEars/Nose/Mouth/Throat *Psychiatric
«Cardiovascular *Hematologic/Lymphatic
*Respiratory *Endocrine
*Gastrointestinal Allergic/Immunologic

*Genitourinary

* Each body area / organ system counts as one.
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PROBLEM- EXPANDED DETAILED COMPREHENSIVE

FOCUSED PROBLEM-
FOCUSED

1 body area/ | 2-7 body areas/ | 2-7 body areas/ | 8 or more body areas/

Examination | 4rgan system | organ systems | organ systems organ systems

84
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Presenting Diagnostic Management
Problem(s) Procedure(s) Options Selected
Ordered
*One self-limited or eLaboratory tests *Rest
minor problem, e.g. requiring venipuncture “Gargles

cold, insect bite, tinea
corporis.

*Chest x-rays
*EKG/EEG

*Urinalysis
*Ultrasound, e.g. echo

*KOH prep

*Elastic bandages

*Superficial dressings
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Presenting
Problem(s)

Diagnostic
Procedure(s)
Ordered

Management
Options Selected

*Two or more self-
limited or minor
problems

*One stable chronic
iliness, e.g. well
controlled
hypertension, non-
insulin dependent
diabetes, cataract,
benign prostatic
hyperplasia

*Acute uncomplicated
illness or injury, e.g.
cystitis, allergic
rhinitis, simple sprain

*Physiologic tests not
under stress, e.g.
pulmonary function tests

*Non-cardiovascular
imaging studies with
contrast, e.g. barium
enema

*Superficial needle biopsies

Clinical laboratory tests
requiring arterial puncture

*Skin biopsies

*Over the counter drugs

*Minor surgery with no
identified risk factors

*Physical therapy
*Occupational therapy

|V fluids without additives
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Presenting
Problem(s)

Diagnostic
Procedure(s)
Ordered

Management
Options Selected

*One or more chronic
illnesses with mild
exacerbation, progress,
or side effects of
treatment

*Two or more stable
chronic illnesses

*Undiagnosed new
problem with uncertain
prognosis, e.g. lump in
breast

*Acute illness with
systemic symptoms,
e.g. pyelonephritis,
pneumonitis, colitis

*Acute complicated
injury, e.g. head injury
with brief loss of
consciousness

*Physiologic tests under
stress, e.g. cardiac stress
test, fetal contraction stress
test

*Diagnostic endoscopies
with no identified risk
factors

*Deep needle or incisional
biopsy

*Minor surgery with
identified risk factors

*Elective major surgery
(open, percutaneous or
endoscopic) with no
identified risk factors

*Prescription drug
management

|V fluids with additives

*Closed treatment of
fracture or dislocation
without manipulation
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Presenting
Problem(s)

Diagnostic
Procedure(s)
Ordered

Management
Options Selected

*One or more chronic
illnesses with severe
exacerbation,
progression, or side
effects of tx

*Acute or chronic
illnesses or injuries
that may pose a threat
to life or bodily
function

(e.g. multiple trauma, acute MI,
pulmonary embolus, severe
respiratory distress, progressive
severe rheumatoid arthritis,
psychiatric illness with potential
threat to self or others, peritonitis,
acute renal failure, sent to ER,
eminent delivery)

*Cardiovascular imaging
studies with contrast with
identified risk factors

*Diagnostic endoscopies
with identified risk factors

*Discography

*Elective major surgery
(open, percutaneous or
endoscopic) with identified
risk factors

*Emergency major surgery

*Parenteral controlled
substances

*Drug therapy requiring
intensive monitoring for
toxicity

Final score is the highest component marked
Bring the Risk Level from “B - Risk of Complications +/or Morbidity or Mortality”
into final scoring for Medical Decision Making (see PPT slide 75).
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*To score medical decision making, two of the three elements
in the table above must be met or exceeded.
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* Requires 3_ components in one column be met or exceeded
to select that CPT code level.
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to select that CPT code level.

* Requires 2_components in one column be met or exceeded
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