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Disclaimer

• This material is designed and provided to communicate information 
about clinical documentation, coding, and compliance in an 
educational format and manner. 

• The author is not providing or offering legal advice but, rather, 
practical and useful information and tools to achieve compliant 
results in the area of clinical documentation, data quality, and 
coding.

• Every reasonable effort has been taken to ensure that the 
educational information provided is accurate and useful.

• Applying best practice solutions and achieving results will vary in 
each hospital/facility and clinical situation.  Please consult with your 
legal counsel prior to submitting HIPAA transaction set codes 
influencing reimbursement
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Goals/Objectives

At the conclusion of this program, participants will 
understand:
• The ICD‐10‐based severity/risk‐adjustments 
affecting physician/facility quality and revenue 
cycles

• System changes compliantly implemented in 
Arizona that ease the burden of provider 
documentation

• What business plan the participant can begin 
developing and implementing the next Monday 
morning

What’s a Physician’s 
Favorite Radio Station
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ICD‐10‐CM/PCS
Implemented on October 1, 2015

Code Type ICD‐9‐CM
ICD‐10‐CM
ICD‐10 PCS

Diagnosis 14,567 codes 69,832 codes

Procedure 3,878 codes 71,920 codes

Source:  AHIMA Foundation.  Perceived Effects of ICD‐10 Coding Productivity and Accuracy Among Coding Professionals.  
Available at: http://www.ahimafoundation.org/downloads/pdfs/CodingProductivity_Final‐6‐10‐16.pdf, accessed June 18, 2016

ICD‐10‐CM/PCS 
Challenges for Physicians

• ICD‐10‐CM/PCS (and ICD‐9‐CM) are NOT clinical 
languages (like SNOMED‐CT)
– ICD‐9‐CM and ICD‐10‐CM/PCS are useful for classifying 
healthcare data for administrative purposes, including 
reimbursement claims, health statistics, and other uses 
where data aggregation is advantageous1

• ICD‐10‐CM/PCS is based ONLY on provider 
documentation of ICD‐10‐CM/PCS’s language, not a 
data abstraction of the patient’s clinical conditions
– The provider must use the magic words driving ICD‐10‐
CM/PCS code assignment, not necessarily the clinical 
terms he or she reads in their literature

1Sue Bowman of AHIMA. SNOMED, ICD‐11 Not Feasible Alternatives to ICD‐10‐CM/PCS 
Implementation.  Available at:  http://tinyurl.com/moawtvq

6
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ICD‐10‐CM/PCS
Clinical vs. Administrative Disconnect

• Question:  If a physician documents heart failure with 
preserved ejection fraction (HFpEF), or heart failure with 
preserved systolic function, or alternatively heart failure 
with reduced ejection fraction (HFrEF), heart failure with 
low ejection fraction, heart failure with reduced systolic 
function, or other similar terms, can the coder assume the 
physician means “diastolic heart failure” or “systolic heart 
failure,” respectively, and apply the proper ICD‐9‐CM code 
based on the documented clinical circumstances?

• Answer:  No, the coder cannot assume either diastolic or 
systolic failure or a combination of both, based on these 
newer terms. Therefore, query the provider to clarify 
whether the patient has diastolic or systolic heart failure

Coding Clinic, ICD‐10, 1st Q, 2014, page 25
7

Heart Failure w/Preserved EF (HFpEF)
Heart Failure w/Reduced EF (HFrEF)

• Based on additional information received from the 
American College of Cardiology (ACC), the Editorial 
Advisory Board for Coding Clinic for ICD‐ 10‐CM/PCS has 
reconsidered previously published advice about coding 
heart failure with preserved ejection fraction (HFpEF), and 
heart failure with reduced ejection fraction (HFrEF). 
– HFpEF may also be referred to as heart failure with preserved 

systolic function, and this condition may also be referred to as 
diastolic heart failure. 

– HFrEF may also be called heart failure with low ejection fraction, 
or heart failure with reduced systolic function, or other similar 
terms meaning systolic heart failure.

Coding Clinic, ICD‐10, 1st Q, 2016, page 25
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Heart Failure w/Preserved EF (HFpEF)
Heart Failure w/Reduced EF (HFrEF)

• These terms HFpEF and HFrEF are more contemporary terms that 
are being more frequently used, and can be further described as 
acute or chronic. 

• Therefore, when the provider has documented HFpEF, HFrEF, or 
other similar terms noted above, the coder may interpret these as 
“diastolic heart failure” or “systolic heart failure,” respectively, or 
a combination of both if indicated, and assign the appropriate 
ICD‐10‐CM codes. 

Coding Clinic, ICD‐10, 1st Q, 2016, page 25

Notes
• The coder cannot interpret a documented ejection fraction (e.g. 30%, 50%) to be reduced or 

preserved without explicit provider documentation that it is reduced or preserved
• The coder may not take this information from an echocardiography report for inpatient 

admissions
• The provider must still state “acute”, “decompensated”, or “acute on chronic” along with 

these terms to obtain their corresponding (and higher weighted) codes

ICD‐10‐CM and PCS Guidelines
The Cooperating Parties

• CDC NCHS
• Responsible for ICD‐10‐CM

• CMS
• Responsible for ICD‐10‐PCS

• American Hospital Assn.
• Responsible for interpreting 
ICD‐10‐CM/PCS (Coding Clinic)

• American HIM Association
• Provides input from coding 
community
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News Flash from the AMA
House of Delegates – 6/8/2015

• WHEREAS, a physician group invested in the quality and effectiveness of 
health care by fostering excellence and professionalism in the practice of 
medicine should have equal power and position as payers (e.g. CMS), 
health departments or epidemiology agents (e.g. the CDC), facilities (e.g. 
the AHA), and coders (e.g. AHIMA) in defining and deploying the HIPAA 
transaction sets inherent to severity and risk adjustment as to promote 
their reliability and reduce the burden of reporting; therefore be it

• RESOLVED, that our American Medical Association advocate for a group 
with strong physician participation to be the 5th Cooperating Party for 
ICD‐9‐CM and ICD‐10‐CM with equal power of the current four 
Cooperating Parties in the planning, interpretation and deployment of 
ICD‐9‐CM, ICD‐10‐CM and future ICD systems; and be it further 

• RESOLVED, that our AMA seek to be invited by the United States 
Department of Health and Human Services to submit nominee[s] for 
physician group[s] or a group with strong physician participation to be 
designated as the 5th Cooperating Party for ICD‐9‐CM, ICD‐10‐CM and 
future ICD systems (e.g. ICD‐11).  

11

AMA’s Action Based on This Resolution

• Our AMA sent a letter recommending that the 
American Academy of Professional Coders 
(AAPC), an organization with physician 
representation and expertise in coding issues, be 
added as an additional Cooperating Party for 
theICD‐10 Coordination and Maintenance 
Committee.

• Our AMA urged that AAPC have the same 
authority as the existing four Cooperating parties 
and serve as the voice of physicians during coding 
discussions

12

Source:  American Medical Association.  Implementation of Resolutions and Report Recommendations 
AMA House of Delegates Interim Meeting ‐ November 14‐17, 2015
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CMS said “No”

13

Fee For Service – Under Attack

14
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CMS’s Game Plan

What 
Physicians 
Understand 

Now

What’s 
Relatively 

New to Docs

What’s Hitting
Us Now

Medicare’s 
Ultimate Goal

15

Bundled Payments
Impact on Physicians

• Medicare determines a set price for hospital, physician, and 
postacute services, including readmissions. Everyone bills 
their usual bills.
̶ If there is money left over, it is distributed to all the providers
̶ If there is a deficit, the funds are recovered by Medicare
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17

BPCI MS‐DRGs

Acute myocardial infarction Major bowel procedures
Amputation Major cardiovascular procedure 
Atherosclerosis Major joint replacement of the lower extremity 
Automatic implantable cardiac defibrillator generator or lead Major joint upper extremity 
Back and neck except spinal fusion Medical noninfectious orthopedic 
Cardiac arrhythmia Medical peripheral vascular disorders 
Cardiac defibrillator Nutritional and metabolic disorders 
Cardiac valve Other knee procedures 
Cellulitis Other respiratory procedures
Cervical spinal fusion Other vascular surgery procedures
Chest pain Pacemaker device replacement or revision 
Chronic obstructive pulmonary disease, bronchitis/asthma Pacemaker 
Combined anterior posterior spinal fusion Percutaneous coronary intervention 
Complex non-cervical spinal fusion Red blood cell disorders 
Congestive heart failure Removal of orthopedic devices 
Coronary artery bypass graft surgery Renal failure 
Diabetes Revision of the hip or knee 
Double joint replacement of the lower extremity Sepsis 
Esophagitis, gastroenteritis, and other digestive disorders Simple pneumonia and respiratory infections 
Fractures femur and hip/pelvis Spinal fusion (non-cervical) 
Gastrointestinal hemorrhage Stroke 
Gastrointestinal obstruction Syncope and collapse 
Hip and femur procedures except major joint Transient ischemia 
Lower extremity and humerus procedure except hip, foot, 

femur Urinary tract infection 
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Arizona MCC‐CC Capture Rates
FY2015 Traditional Medicare

Name City SMCC% SCC% SWO% Volume
BANNER ‐ UNIVERSITY MEDICAL CENTER PHOENIX PHOENIX 38.81% 32.43% 28.76% 2177
BANNER THUNDERBIRD MEDICAL CENTER GLENDALE 39.59% 29.86% 30.55% 1306

BANNER‐UNIVERSITY MEDICAL CENTER TUCSON CAMPUS TUCSON 32.48% 36.84% 30.68% 1493
BANNER DESERT MEDICAL CENTER MESA 31.85% 34.56% 33.59% 1441
BANNER BAYWOOD MEDICAL CENTER MESA 29.65% 34.42% 35.94% 1447
JOHN C. LINCOLN MEDICAL CENTER PHOENIX 33.95% 29.78% 36.28% 1031

ST JOSEPH'S HOSPITAL AND MEDICAL CENTER PHOENIX 29.64% 32.96% 37.41% 1866
CHANDLER REGIONAL MEDICAL CENTER CHANDLER 30.48% 31.53% 37.99% 1532
MAYO CLINIC HOSPITAL PHOENIX 21.52% 39.22% 39.26% 2481
YUMA REGIONAL MEDICAL CENTER YUMA 29.99% 27.55% 42.45% 1557

ST JOSEPH'S HOSPITAL TUCSON 24.00% 30.52% 45.48% 1150
SCOTTSDALE OSBORN MEDICAL CENTER SCOTTSDALE 22.13% 32.32% 45.55% 1315
FLAGSTAFF MEDICAL CENTER FLAGSTAFF 30.15% 23.06% 46.79% 1466
BANNER BOSWELL MEDICAL CENTER SUN CITY 22.50% 29.61% 47.89% 1800

BANNER DEL E WEBB MEDICAL CENTER SUN CITY WEST 27.58% 23.88% 48.54% 1269
SCOTTSDALE SHEA MEDICAL CENTER SCOTTSDALE 17.52% 31.20% 51.28% 2106
TUCSON MEDICAL CENTER TUCSON 19.88% 26.61% 53.51% 2349
NORTHWEST MEDICAL CENTER TUCSON 15.01% 21.03% 63.96% 1579

O.A.S.I.S. HOSPITAL PHOENIX 1.30% 9.55% 89.15% 1152

19

General Surgery MCC/CC
FY2015 Traditional Medicare

Name City
Gen Surg 

Vol MCC% CC%
WO 

CC/MCC%

BANNER THUNDERBIRD MEDICAL CENTER GLENDALE 395 57.22% 33.92% 8.86%
YUMA REGIONAL MEDICAL CENTER YUMA 346 42.49% 45.95% 11.56%
CHANDLER REGIONAL MEDICAL CENTER CHANDLER 362 42.27% 43.37% 14.36%
FLAGSTAFF MEDICAL CENTER FLAGSTAFF 307 51.47% 33.88% 14.66%

BANNER BAYWOOD MEDICAL CENTER MESA 563 43.34% 41.56% 15.10%
BANNER DESERT MEDICAL CENTER MESA 426 35.92% 47.89% 16.20%
MAYO CLINIC HOSPITAL PHOENIX 642 29.28% 54.52% 16.20%
BANNER‐UNIVERSITY MEDICAL CENTER TUCSON 
CAMPUS TUCSON 412 34.22% 47.82% 17.96%

BANNER ‐ UNIVERSITY MEDICAL CENTER PHOENIX PHOENIX 644 41.30% 38.82% 19.88%
BANNER BOSWELL MEDICAL CENTER SUN CITY 380 38.16% 40.79% 21.05%
TUCSON MEDICAL CENTER TUCSON 424 33.96% 43.87% 22.17%
ST JOSEPH'S HOSPITAL AND MEDICAL CENTER PHOENIX 442 26.92% 43.89% 29.19%

SCOTTSDALE SHEA MEDICAL CENTER SCOTTSDALE 567 25.04% 42.50% 32.45%
NORTHWEST MEDICAL CENTER TUCSON 355 23.94% 35.49% 40.56%

20
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CCJR Fundamentals
MS‐DRG 469 (w/MCC) and 470 (w/o MCC)

Region

Regional historical 
average CCJR payments 

for MS‐DRG 469 
anchored CCJR 

episodes

Regional historical 
average CCJR payments 

for MS‐DRG 470 
anchored CCJR 

episodes

Regional high payment 
ceiling for MS‐DRG 469 

anchored CCJR 
episodes

Regional high payment 
ceiling for MS‐DRG 470 

anchored CCJR 
episodes

New England $47,928 $24,858 $93,682 $48,433
Middle 
Atlantic

$52,028 $27,406 $102,359 $55,615

East North 
Central

$50,954 $25,480 $102,222 $53,548

West North 
Central

$46,189 $23,800 $100,992 $51,357

South 
Atlantic

$51,239 $25,989 $106,332 $53,516

East South 
Central

$50,328 $26,345 $101,762 $55,965

West South 
Central

$55,448 $27,464 $113,995 $61,418

Mountain $47,925 $23,734 $99,425 $50,841
Pacific $48,874 $23,425 $110,168 $50,527

Note the difference between MS‐DRG 469 (w/MCC) and 470 (w/o MCC)
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Ratios of MS‐DRG
469 (w/MCC) to 470 (w/o MCC)

Hospital Name CBSA Name Volume MCC% WOMCC%

MERCY MEDICAL CENTER REDDING Redding, CA 495 6.67% 93.33%

LOS ROBLES HOSPITAL & MEDICAL CENTER Oxnard‐Thousand Oaks‐Ventura, CA 470 5.96% 94.04%

BANNER BOSWELL MEDICAL CENTER Phoenix‐Mesa‐Glendale, AZ 442 5.66% 94.34%
STANFORD HEALTH CARE San Jose‐Sunnyvale‐Santa Clara, CA 575 5.39% 94.61%

EISENHOWER MEDICAL CENTER Riverside‐San Bernardino‐Ontario, CA 650 5.38% 94.62%

FLAGSTAFF MEDICAL CENTER Flagstaff, AZ 447 5.15% 94.85%

PRESBYTERIAN HOSPITAL Albuquerque, NM 662 5.14% 94.86%

JOHN MUIR MEDICAL CENTER ‐ WALNUT CREEK CAMPUS Oakland‐Fremont‐Hayward, CA 520 4.81% 95.19%

MAYO CLINIC HOSPITAL Phoenix‐Mesa‐Glendale, AZ 550 4.73% 95.27%

SANTA ROSA MEMORIAL HOSPITAL Santa Rosa‐Petaluma, CA 403 4.47% 95.53%

CEDARS‐SINAI MEDICAL CENTER Los Angeles‐Long Beach‐Santa Ana, CA 919 4.24% 95.76%

CALIFORNIA PACIFIC MEDICAL CTR‐PACIFIC CAMPUS HOSP San Francisco‐San Mateo‐Redwood City,CA 411 4.14% 95.86%

EL CAMINO HOSPITAL San Jose‐Sunnyvale‐Santa Clara, CA 511 3.33% 96.67%

SCOTTSDALE SHEA MEDICAL CENTER Phoenix‐Mesa‐Glendale, AZ 482 3.32% 96.68%
HOAG ORTHOPEDIC INSTITUTE Santa Ana‐Anaheim‐Irvine, CA 1231 3.01% 96.99%

SCRIPPS GREEN HOSPITAL San Diego‐Carlsbad‐San Marcos, CA 441 2.95% 97.05%
HUNTINGTON MEMORIAL HOSPITAL Los Angeles‐Long Beach‐Santa Ana, CA 454 2.64% 97.36%
TUCSON MEDICAL CENTER Tucson, AZ 729 2.47% 97.53%
SUTTER MEDICAL CENTER, SACRAMENTO Sacramento‐‐Arden‐Arcade‐‐Roseville, CA 510 2.16% 97.84%
PROVIDENCE SAINT JOHN'S HEALTH CENTER Los Angeles‐Long Beach‐Santa Ana, CA 961 2.08% 97.92%
ORO VALLEY HOSPITAL Tucson, AZ 424 1.89% 98.11%
ST HELENA HOSPITAL Napa, CA 573 1.57% 98.43%
SCOTTSDALE THOMPSON PEAK MEDICAL CENTER Phoenix‐Mesa‐Glendale, AZ 482 1.45% 98.55%
NORTHWEST MEDICAL CENTER Tucson, AZ 527 1.33% 98.67%
WASHINGTON HOSPITAL Oakland‐Fremont‐Hayward, CA 777 0.77% 99.23%
O.A.S.I.S. HOSPITAL Phoenix‐Mesa‐Glendale, AZ 881 0.68% 99.32%
FRESNO SURGICAL HOSPITAL Fresno, CA 659 0.00% 100.00% 23

Preoperative Risk Assessment

http://jbjs.org/content/95/4/e19
Requires subscription to JBJS
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MS‐DRG CC/MCC Table

Not a MCC MCC

+ HIV
HIV disease

HIV w/Hx of HIV-symptoms

Bedridden state
Quadriparesis (due to neuro dz)

“Functional quadriplegia”

Cerebral Palsy
Spastic Quadriplegic 

Cerebral Palsy

Postoperative decompensated 
heart failure

Decompensated systolic or 
diastolic heart failure

Past History of MI
Recent MI within 4 weeks of 

admission

Underweight with anorexia Severe malnutrition

Resource Availability

• Note that I50.9, Heart Failure, Unspecified, is a 
HCC but not a MS‐DRG MCC or CC

http://tinyurl.com/ICD10HCCs2015

26
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Physician Value‐Based Payment Modifier
Quality and Resource Utilization Reports

https://portal.cms.gov

QRUR Reports

CMS Medicare Value Based Modifier
2017 Implementation (2015 Data)

Medicare Physician 
Value Based Modifier

Quality Composite Score

Low Average High

C
o
st

Low +0.0% +2.0%* +4.0%*

Average ‐2.0% +0.0% +2.0%*

High ‐4.0% ‐2.0% +0.0%

*Groups of physicians eligible for an additional +1.0x if reporting Physician Quality Reporting System quality 
measures and average beneficiary risk score is in the top 25% of all beneficiary risk scores.

• Cost calculation
• Total per capita costs for all attributed beneficiaries and those with

̶ Diabetes
̶ Coronary artery disease
̶ Chronic obstructive pulmonary disease
̶ Heart failure

̶ Medicare Spending Per Beneficiary
28
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Physician Quality and Cost Efficiency
Distributions

• Low cost – 4.5%

• Average cost – 89.4%

• High cost – 6.2%

Source:  2015 CMS Proposed Physician Rule

Merit-Based Incentive Program
Provisions

• In MIPS, during the period 
2018 to 2023 providers will 
– Be scored in 4 areas:

• Quality measures; 
• Efficiency measures; 
• Meaningful use of electronic 

health records; and 
• Clinical practice 

improvement activities.

– Receive a composite 
performance score of 1‐100 
based on their performance 
on the to‐be‐specifically‐
defined measures.

• Each year, CMS will establish a 
threshold score based on the 
provider’s median or mean 
composite performance 
measured during the previous 
performance period.

• Providers scoring below the 
threshold will be subject to 
payment reductions, capped 
at: 
– 4% in 2018
– 5% in 2019
– 7% in 2020 and 
– 9% in 2021 to 2023.
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The 4 Components of the Composite Performance Score of 
the Merit‐Based Incentive Payment System

• Quality (50% in 2018 Decreasing to 30% in 2021)
• Physicians must report on at least 6 quality measures, including 1 outcome measure if 

available, from an annually updated inventory (example outcome measures include 
functional improvement following surgery and depression remission).

• Resource Use (10% in 2018 Increasing to 30% in 2021)
• These measures will be calculated by CMS using claims, including 2 general measures 

that assess the total cost of care for beneficiaries during a year or surrounding a 
hospitalization, as well as 40 clinical episode measures, as a basis for rewarding 
efficient physicians.

• Advancing Care Information (25%)
• This category replaces meaningful use measures on health information technology 

with fewer and more flexible reporting requirements intended to promote 
interoperability and data flow relevant to a physician’s practice, rather than 
electronic health record capabilities per se.

• Clinical Practice Improvement Activity (15%) 
• Clinicians must attest to several of a wide range of practice‐level activities, such as 

delivery of telehealth services, participation in registries, and provision of 24/7 access.

Physician Risk‐Adjustment
Observed vs. Expected Costs

Determine by Patient’s Characteristics
and Provider Care Quality    

Observed Costs
Risk Adjusted Costs  = ‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐

Expected Costs
Determined by Documentation 

ICD‐10‐CCM/PCS code 
Assignment    
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2010 Cardiology Mortality
Observed (Actual) vs. Expected

Source: Comparion Medical Analytics – 1-800-711-8363

A        B        C        D       E        F        G       H       I         J        K        L        M
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Denominator Management
Hierarchical Condition Categories

Influencing Factors

• Institutional or Community‐based

• Age and Gender

• Medicaid Status

• Current Medicare eligibility due to:
– Aged

– Disabled

• Originally Medicare Eligibility due to disability

• Previous year’s ICD‐10‐CM diagnoses codes
– Modifications based upon various diagnosis interactions

34
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Data Source:  Provider Claims
within Previous Calendar Year

UB 04 ‐ Inpatient
25 Diagnoses in 5010

CMS 1500 ‐ Outpatient
12 Diagnoses in 5010

Patients must 
be seen once 
a year as to 
capture their 
diagnoses.

Otherwise, 
only age, 
gender, 
institutional 
status and 
Medicaid 
criteria will 
be assigned

35

ICD‐10‐CM Coding Rules
Outpatient

• Code all documented conditions that coexist 
at the time of the encounter/visit, and require 
or affect patient care treatment or 
management. 
– Do not code conditions that were previously 
treated and no longer exist. 

– However, history codes (categories Z80‐Z87) may 
be used as secondary codes if the historical 
condition or family history has an impact on 
current care or influences treatment. 

36



ICD‐10’s Impact on Healthcare Reform
Arizona HIM Association Meeting

6/24/2016

James S. Kennedy, MD, CCS, CDIP, CCDS
jkennedy@cdimd.com  19

Criteria for Outpatient Coding
MEAT Criteria

• Monitor the condition

– Functioning colostomy

• Evaluate the condition

– Uncontrolled DM due to noncompliance

• Assess or Address the condition

– COPD is stable 

• Treat the condition

– Initiate oral nystatin for esophageal candidiasis

HCC Methodology
Based on Previous Calendar Year’s Codes

Risk factor 
No chronic 
conditions

Cancer of 
Breast

Metastatic 
bone cancer

Malnutrition
Pressure 
ulcer
Stage 3

Pressure 
ulcer
Stage 4

65 y/o female
Community‐based

0.299 0.299 0.299 0.299 0.299 0.299

Hx of Breast CA 0.000

Cancer breast 
present or Rx’d

0.158

Metastasis to bone  2.546 2.546 2.546 2.546

Malnutrition 0.731 0.731 0.731

Pressure ulcer, 
Stage 1 or 2

0.000

Stage 3 1.371

Stage 4 2.551

Total RAF score 0.299 0.457 2.845 3.576 4.947 6.127

Predicted  
Annual Cost

$2,990 $4,570 $28,450 $35,760 $49,470 $61,270
38
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ICD‐10‐CM ‐ Current malignancy vs. 
personal history of malignancy 

• When a primary malignancy has been excised but further 
treatment, such as an additional surgery for the malignancy, 
radiation therapy or chemotherapy is directed to that site, the 
primary malignancy code should be used until treatment is 
completed
– For liquid cancers, indicate whether the malignancy is active, in 

remission, or in relapse
– For solid cancers, any patient receiving adjuvant treatment should be 

documented as being active, not a “history of malignancy”

• When a primary malignancy has been previously excised or 
eradicated from its site, there is no further treatment (of the 
malignancy) directed to that site, and there is no evidence of any 
existing primary malignancy, a code from category Z85, Personal 
history of malignant neoplasm, should be used to indicate the 
former site of the malignancy. 

Source:  ICD‐10 Official Guidelines for Coding and Reporting
39

Malnutrition
2012 Definition

http://www.tinyurl.com/2012Malnutrition

40
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Malnutrition Diagnosis
2 out of 6 Clinical Criteria
• Insufficient energy intake

• Weight loss

• Loss of muscle mass

• Loss of subcutaneous fat

• Localized or generalized 
fluid accumulation that 
may sometimes mask 
weight loss 

• Diminished functional 
status as measured by 
handgrip strength

• If 2 out of these 6 criteria 
are met, then a 
malnutrition diagnosis is 
substantiated

• Prealbumin and albumin 
are no longer criteria for 
malnutrition

41

Malnutrition Criteria

• Acute vs. chronic illness

• Severe vs. non‐severe malnutrition

• Albumin/prealbumin don’t matter

http://tinyurl.com/2012malnutrition
42
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Resource Availability
http://tinyurl.com/ICD10HCCs2015

Note how pneumonia without 
specified bacteria is not a HCC

Note how pneumonia without 
specified bacteria is not a HCC

43

CDI Foundations
What Is CDI?

• Clinical documentation (and coding) integrity (CDI) is the process 
and effort promoting legible, clear, consistent, complete, precise, 
non‐conflicting, and reliable provider documentation essential to 
the final assignment of accurate and clinically congruent HIPAA‐
associated transaction set codes (e.g., CPT, ICD‐10‐CM, ICD‐10‐PCS) 
and their submission to intermediaries for adjudication

• CDI is emphasized in the ICD‐10‐CM Official Guidelines for Coding 
and Reporting, which states:
– A joint effort between the healthcare provider and the coder is 

essential to achieve complete and accurate documentation, code 
assignment, and reporting of diagnoses and procedures

– The importance of consistent, complete documentation in the medical 
record cannot be overemphasized. Without such documentation 
accurate coding cannot be achieved
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CDI Foundations
Servant Leadership

Physician

CDI team

Coding 
Professional

CDI Foundations
Team Composition

• Providers
– Primary agents for condition or 

treatment definition, diagnosis, 
description and documentation

• Coders
– Content experts and final authorities 

on what codes are submitted

– Usually tasked with post‐discharge 
(retrospective) query

• Concurrent (pre‐discharge) 
reviewers

– Nurses or coders who negotiate CDI 
principles with physicians prior to 
patient discharge 

• Compliance officer
– Ensures that the process withstands 

retrospective scrutiny

• Service line directors (e.g., CV, 
orthopedic, trauma, obstetrics)

– Negotiates terminology and 
documentation structure that systemizes 
clinical information capture with 
providers, coders, and CDI team

• Medical informatics
– Incorporates ICD‐10‐CM/PCS or CPT 

terminology into paper or electronic 
health record (EHR)

• Ancillaries, such as
– Dietitians

– Wound care

– Respiratory therapy

– Physical therapy

• Others

Physician advisors and C-suite are active supporters and champions
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CDI Foundations 
Responsibilities

• Physician/provider

– Definition of diagnostic or 
therapeutic terminology

– Diagnosis or description of patient 
conditions or treatments

– Documentation in the 
medical record

• Everyone

– Defense when held 
accountable by outside entities

• Clinical documentation, ancillary, 
and coding staff (facility)
– Deciphering unclear, 

inconsistent, incomplete, 
imprecise, unreliable, 
conflicting, or illegible 
documentation in light of the 
clinical circumstances 

– Delineation of documented 
diagnoses or treatments in the 
context of their actual 
occurrence and within the 
limitations of HIPAA‐associated 
transaction sets

– Deployment of ICD‐10 and 
CPT/HCPCS codes based upon 
the actual and vetted provider 
documentation

Solution #1
Preoperative Assessment

48
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“Just Document Better”
Foundations

• Coders can code ONLY from provider 
documentation

– Nurses and ancillary notes do not count for most 
conditions 

• Coders may not ASSUME what a patient has

– If it is not explicitly documented, it is not there

Coding Clinic, ICD‐10, 1st Q, 2014,  pp. 15‐16

50

“Just Document Better”
Foundations

• Abnormal findings (laboratory, X‐ray, pathologic, and 
other diagnostic results) are not coded and reported 
unless the provider indicates their clinical 
significance. 

• If the findings are outside the normal range and the 
attending provider has ordered other tests to 
evaluate the condition or prescribed treatment, it is 
appropriate to ask the provider whether the 
abnormal finding should be added.

ICD‐10‐CM Official Guidelines For Coding and Reporting
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“Just Document Better”
Challenges

• Surgeons think clinically, not administratively
• H&Ps not often provided promptly upon patient referral

• Sometimes not completed until the day of surgery

• H&Ps often focused on the reason for surgery, the planned 
operation, and an estimation of risk and benefits
• While comorbidities are mentioned, they are often not described 
in the detail or language required by ICD‐10‐CM

• While laboratory, radiology, and other ancillary results may be 
mentioned, coding may not code from these unless their clinical 
significance is documented by the physician

• While physician education of the need for a complete list of 
comorbidities is emphasized by hospital’s CDCI team,  
improvement was slow and inconsistent

51

Solution
Redesign of the Preoperative Approach

Note:  “Memorial” refers to a hospital outside California
52
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Solution Foundation
Coding Clinic, ICD‐10, 1st Q, 2014,  pp. 15‐16

• Code assignment may be based on other physician 
(i.e., consultants, residents, anesthesiologist, etc.) 
documentation as long as there is no conflicting 
information from the attending physician. 

– If documentation from different physicians conflicts, seek 
clarification from the attending physician, as he or she is 
ultimately responsible for the final diagnosis

• If the anesthesiologist determines that the 
preoperative diagnosis factors into the patient’s risk 
for surgery, it becomes codeable

53

Solution
Redesign of the Preoperative Approach

Note:  “Memorial” refers to a hospital outside California

Implementation – Had to work backwards

54
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NoteWriter SmartForm can be incorporated into provider documentation workflows

Pre‐Anesthesia Assessment SmartForm
Capturing pre‐operative comorbidities in Notewriter during the pre‐anesthesia assessment

‐ 55 ‐

New pre‐operative comorbidity documentation SmartForm
Leverages advanced scripting and integrates directly with the problem list,
allowing for more streamlined and efficient documentation at the point of care

Nursing Preoperative Assessment Form
Challenges

Much of the language in preoperative nursing assessments 
is not ICD‐10‐CM specific or DRG sensitive

56

“History of”
Clinically – currently present
ICD‐10 ‐ resolved
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Challenge #1
The Hospital’s EHR

EHR Clinical Item

Neurological Disorders

Alzheimer's Disease

Aphasia/Dysphasia

Autism

CVA

TIA

Cerebral Palsy

Dementia

Developmental Delay

Headaches

Head Trauma

Hydrocephalus

Microcephaly

Migraines

Multiple Sclerosis

Neuropathy

Parkinson's Disease

Seizures

Spina Bifida

Spinal Cord Injury

Syncope

Vertigo

Neurologic Surgery

Other Neurological Disorders

• The hospital had generic terms for 
which a preoperative nurse assessor 
clicks “yes” or “no” and then free‐
texts additional history

– The EHR does not have a “click and 
explode” option that asks for specific 
ICD‐10 language or specificity affecting 
risk adjustment

– The nurse must know exactly what to 
free text that can then be caught later 
by another documenting provider as to 
be coded (or queried upon)

An Anesthesia Information Management 
System Overlay

58
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Nursing Prompts
Header Message Prompts in order
Surgical CDI 
Diabetes Mellitus

Please note if it is Type 1, Type 2, or secondary to 
another disease or drug. Review hemoglobin A1C 
and random blood sugar. Note if controlled (HgbA1C 
< 7) or uncontrolled (HgbA1C > 7 or blood sugar > 
300). Note any known consequences (e.g. autonomic 
or peripheral neuropathy, nephropathy, or 
vasculopathy).

• Controlled
• Uncontrolled
• Neuropathy Peripheral 
• Neuropathy Autonomic
• Retinopathy
• Vasculopathy
• Nephropathy

Surgical CDI Drug 
Abuse

Please note whether drugs are obtained with legal 
prescriptions and identify the type of drug 
use  (“use” is obtained with a legal prescription; 
“abuse” is obtained illegally or excessive use causes 
adverse consequences; “dependency” is defined by 
2 out of the following list: persistent desire or 
unsuccessful efforts to control, great deal of time 
spent to obtain, continued use despite adverse 
consequences, etc…)

• Use: __________
• Abuse: __________
• Dependency: __________

59

Justification for Nursing’s Role
Direct Patient Care

• 2016 AHIMA Query Practice Brief

– The intent of this practice brief is not to limit 
clinical communication for purposes of patient 
care

• Preoperative assessment is direct patient care

60
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Solution
Anesthesia CDI Training

• Anesthesiologists took an active interest in ICD‐10 
completeness and specificity
– Learned the lingo of “coder speak” vs. “MD speak”

– Critically assessed patient conditions in more specific 
terms required by ICD‐10‐CM

– Emphasized underlying causes of patient manifestations

– Factored these into their ASA assessments

• Facility’s CDI teams and physician advisors supported 
their ongoing education of ICD‐10‐CM principles and 
partnered with them to clarify documentation when 
indicated

61

MS‐DRG Impact
Surgery

All Payer
Count of 
MCC

Count of 
CC

Count of w/o 
CC/MCC MCC% CC%

w/o 
MCC/CC%

1st Third 2014 245 476 771 16% 32% 52%
2nd Third 2014 294 574 875 17% 33% 50%
3rd Third 2014 313 525 793 19% 32% 49%

Medicare
Count of 
MCC

Count of 
CC

Count of w/o 
CC/MCC MCC% CC%

w/o 
MCC/CC%

1st Third 2014 102 120 197 24% 29% 47%

2nd Third 2014 125 139 211 26% 29% 44%
3rd Third 2014 117 118 157 30% 30% 40%

62



ICD‐10’s Impact on Healthcare Reform
Arizona HIM Association Meeting

6/24/2016

James S. Kennedy, MD, CCS, CDIP, CCDS
jkennedy@cdimd.com  32

Solution #2
Malnutrition Capture

63

Malnutrition Criteria

• Acute vs. chronic illness

• Severe vs. non‐severe malnutrition

• Albumin/prealbumin don’t matter

http://tinyurl.com/2012malnutrition
64
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Workflow
• Pioneered by Jane 

White, lead author 
of the malnutrition 
criteria, and the 
University of 
Tennessee Medical 
Center CDI and 
coding team
– The speaker is an 

alumnus of UTMC 

Implementation Refinement
EHR Integration

Fall 2013

Adopt malnutrition 
identification 
criteria and 
introduce to RDs

Determine Players

Jan‐Apr 2014

Build new EHR tool

Problem List 

Approvals

Apr‐Dec 2014

RD training

Education and 
communication

Implementation

Tracking

66
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Team 
Building

Medical 
Records, CDI, 
HIM physician 

leaders

RDs, 
Physicians, 
Coders

IS and EHR 
build team

Policy 
approval 

committees, 
Administration

Education 
Council, 
Physician 
meetings

67
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Electronic Health Record Malnutrition Assessment Workflow

Incorporate malnutrition guidelines into dietitian screening
Enhancements to assessment flowsheets will help dietitians identify over‐nutrition and under‐nutrition 
based on nationally recognized standards

Adult Nutrition Care Flowsheet

Height

Weight

BMI

Weight 6 Months Ago

% Weight Change in 6 
Months

Nutrition Physical 
Findings

177.8 cm

72.8 kg

23.03

90.719 kg

‐19.8%

Poor appetite, muscle 
mass depletion

In the context of 
Chronic Illness 
one criteria used 
to identify 
possible 

malnutrition is:

Non‐severe 
malnutrition: if 
weight loss of 
10% in 6 months

Severe 
malnutrition: if 
weight loss >10% 
in 6 months

DOCUMENTATION FLOWSHEETS

Documentation 
Flowsheets

Problem List Provider Notes Coding Reports

Leverage the integrated and powerful EHR
Use advanced tools such as scripting, automatic 
calculations, and other nursing documentation to create 
an efficient nutrition screening workflow

‐ 68 ‐
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Electronic Health Record Malnutrition Assessment Workflow

Hospital Problems

•Cerebellar Mass

•Other Severe protein‐calorie 
malnutrition

Non‐Hospital Problems

•Fall risk

•Neutropenia

PROBLEM LIST

Add

Documentation 
Flowsheets

Problem List Provider Notes Coding Reports

• Advocated that dieticians have access 
to the problem list

• An underutilized tool for diagnosis aggregation

• Developed policies and procedures 
whereby dieticians could add 
diagnoses limited to their scope of 
practice based on their professional 
assessment

• Morbid obesity
• Obesity
• Overweight
• Underweight
• Mild malnutrition (pediatrics)
• Moderate (nonsevere) malnutrition 
• Severe malnutrition
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Electronic Health Record Malnutrition Assessment Workflow

Using the Problem List as a Communication Tool

• Adult 
Assessments

• Pediatric 
Assessments

Dietitian 
Flowsheets

• Problem 
Description

• Supporting 
Documentation

Problem List

• Note Templates

• Problem List Link

Provider 
Documentation

• Reduced 
Queries

• Appropriately 
weighted DRGs

Coders

Documentation 
Flowsheets

Problem List Provider Notes Coding Reports
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Dieticians Impact on
Malnutrition Capture
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Solution #3
Other Problem List Management
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Problem List Maintenance
Horrible

73

Challenges with
EHR Problem Lists

• Built using SNOMED, not 
ICD‐10‐CM
– Remember Sue Bowman’s 

earlier comment of the 
differences between the 
two

• IMO helps with the search 
function; however does not 
link individual diagnoses 
with their underlying 
causes

• No allowance for uncertain 
diagnoses on inpatient 
admissions
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Solution ‐ Nested Smart Phrase

75

Solution
Problem List Nested Smart Phrases

• General problem 
searched for with IMO 
or other search engine, 
such as:

– CHF

– Pneumonia

– Syncope

• Physician works through 
diagnosis 
interrelationships

• Upon completion, this 
becomes part of the 
problem list

• Upon exportation to a 
progress note and upon 
authentication, it may 
be coded
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Sample Build
Pneumonia
AXIS 1 ‐ MS (Pneumonia Classification)
Bronchiectasis or COPD associated
Community‐acquired
Cystic fibrosis‐associated
Healthcare‐acquired/nosocomial
Influenza‐related
Neoplasm‐associated
Ventilator‐associated
NONE
The first thing is to orient the physician’s clinical thinking with ICD‐10‐
CM in mind
• Ventilator, COPD, bronchiectasis, and CF‐associated pneumonia 

have ICD‐10‐CM related sequencing rules

Sample Build
Pneumonia

AXIS 2 ‐ (SS) (Underlying Cause) AXIS 3 ‐ MS
pneumonia shown due to Bacteria, (MS)
pneumonia probably due to Fungus, (MS)
pneumonia suspected due to Mycobacterium, (MS)
pneumonia, empiric cause(s) treated 
during workup are Protozoan, (MS)

Undetermined Organism
Virus, (MS)
***

Physicians can declare uncertainty at this point 
and emphasize the infectious etiology associated 
with ICD‐10‐CM
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Sample Build
Pneumonia

Bacteria, (MS)

A

Anaerobes (MS)

A

due to aspiration of food or 
vomitus
due to aspiration of oils
due to ****
NONE

Gram‐negative organism, (MS)

B

Klebsiella
Legionella pneumophilia
Hemophilus parainfluenza
Hemophilus influenza
Pseudomonas aeriginosa
***
NONE

Streptococcus pneumonia
S. aureus‐meth sensitive
S. aureus‐meth resistant
Mycoplasma pneumonia
***
NONE
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Sample Build
Pneumonia

AXIS 6 ‐ SS (Immunocompetency) AXIS 7 AXIS 8 
in a immunocompetent host
in a immunocompromised host (MS) due to positive HIV (SS)

A

w/o AIDS
NONE w/AIDS

w/Prev Hx of AIDS
due to immunodeficiency (MS)

B

antibody
cell‐mediated

The goal was is to 
encourage specificity 
regarding what the nature 
of the 
immunocompromised state 
is

combined
***
NONE

due to neutropenia
due to asplenia (SS)

C

due to surgery
congenital
***
NONE

due to complement defect
due to PMN functional disorder
NONE
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Sample Build
Pneumonia

AXIS 9 (MS) (resulting in) Axis 10
no acute consequences
sepsis w/o organ dysfunction, evidenced by (MS)

A

fever (>101˚F or 38.3˚C)
leukocytosis (>12K)
bandemia (>10% bands)
leukopenia (<4K)
tachycardia (>90)
tachypnea (>28)
excessive lacticemia
altered mental status
elevated procalcitonin
hypothermia (< 96˚F or 36˚C)
hyperglycemia w/o diabetes
***

severe sepsis w/acute organ dysfunction,

B

acute kidney injury
acute respiratory failure
ARDS
septic encephalopathy
septic shock 
liver necrosis (shock liver)

***
bacteremia without sepsis
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Diagnosis SmartPhrases
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Smart Phrase Acceptance

• Challenging

– Initial use with CDI physician advisor was good 
since the phrases were vetted with his support

– CDI had to be part of “the sell”

• Monitoring

– EPIC allows monitoring of the use of tools

– Ongoing encouragement by coding and CDI teams

83

Summary

• ICD‐10‐CM/PCS is crucial to success in 
healthcare reform

• Physicians are now incentivized to use ICD‐10‐
CM/PCS language

• Leveraging other providers is needed

• Team sport – not playing golf

• EHR redesign requires HIM and coding 
support
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Question/Answer

Thank you so much for your participation in 
today’s event

Further questions not answered today may be 
directed to the speaker at jkennedy@cdimd.com
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