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Presentation Notes
Welcome
Overview of features for webinar (*6 to mute and unmute; raise hand feature; if you experience any problems hearing the speaker, please raise your hand)
If you have questions during the training, for those participating onsite, please come to front of the room and speak into the phone so everyone can hear the question.  For those participating via Webinar, please use the Raise Your Hand feature.


Training Objectives

Understand why performing a Clinical Documentation
Assessment is an essential part of the transition to ICD~10-
CM

Understand how each agency could conduct a Clinical
Documentation Assessment

Review findings from the DPH ICD-10 Implementation
Team Clinical Documentation Assessment Pilot

Understand the need for an ongoing Clinical
Documentation Improvement Program
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Now let’s switch gears to the Clinical Documentation Assessment.  For this session, I want you to understand why the CDI is important.  I will give you tools you may use to conduct the assessment and discuss the findings from several pilots conducted by the DPH ICD-10 Implementation Team.  You will also understand why an ongoing CDI Program is necessary.


Clinical Documentation Assessment

Objectives

« Ensure that clinical documentation is sufficient to assign ICD-
10~-CM codes at the highest level of specificity

— ICD-~10~CM includes a more robust definition of severity, comorbidities,
complications, sequelae, manifestations, causes and a variety of other
important parameters that characterize a client’s condition

— Diagnosis codes support medical necessity for billed services

« An ICD-10-CM Clinical Documentation Assessment will:

— Evaluate a healthcare provider’s current documentation in preparation
for ICD~10-CM

— Identify documentation deficiencies and develop documentation
improvement strategies (e.g., education) needed to improve
documentation

— Help avoid denied or un-billable claims and reduce the risk of
interruption in revenue
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Presentation Notes
Why does your agency need to conduct CD assessments?  Lets look at the objectives for the Clinical Doc Assessment.   One reason is to ensure that the clinical doc is sufficient to support the assignment of ICD-10-CM codes at the highest level of specificity. For example, laterality and anatomic specificity is included in ICD-10-CM such as right lower eyelid or left upper eyelid. To avoid using a non-specific code, the provider must document laterality such as Otitis Media, right ear.  Another example is Diabetes Mellitus wherein documentation needs to address the Type of diabetes, any Body systems affected, Complications or manifestations. Getting to the right codes starts with the right assessment and the right documentation to support that assessment. The diagnosis codes must support the medical necessity for billed services. 
The CD assessment will allow you to examine the way your clinicians currently document, identify documentation deficiencies and what is needed to improve the documentation.  Improved documentation is beneficial clinically and financially.  For example, some payers may deny claims where laterality should be specified but an unspecified code is submitted.


Clinical Documentation Assessment

Objectives (cont’d)

« Development of a priority list of diagnoses requiring more
granularity or other changes in data capture and recording

« Identification of changes/additions that may be needed in
electronic medical records to ensure that the information
captured will result in assignment of ICD~10~-CM codes to the
highest level of specificity and accuracy
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Another objective of the CDA is development of a priority list of diagnoses so you can determine if documentation enhancements are needed.  For example, an agency can pull a list of their top 25-30 diagnoses and do record reviews against those diagnoses to determine if the level of documentation is sufficient to assign the most ICD-10-CM specific codes – that is the objective you are trying to achieve.
Now that folks are moving to EMRs, it is essential that the EMRs be evaluated to ensure that information is captured that will ensure documentation is available to justify the specificity of ICD-10-CM diagnoses.  For example, pull down lists in the EMR need to be evaluated to ensure that documentation captured in the EMR can justify the diagnosis coded to the highest level of specificity.  Is laterality captured when appropriate? 


Clinical Documentation Assessment

Process

All DPH stakeholders (DPH, CDSAs, rural health clinics, local
health departments) must be ready to transition to ICD~10~-CM on
10/1/2014

To ensure agencies are prepared for the transition, an assessment
of current documentation practices need to be conducted now in
order to implement and monitor document improvement strategies

DPH ICD-10 Implementation Team conducted Clinical
Documentation Assessment pilots in the following agencies:
— Raleigh CDSA
— Johnston County Health Dept (EMR)
— Franklin County Health Dept (Primary Care)
— Macon County Health Dept (no Primary Care)
— Office of Chief Medical Examiner
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Oct 1, 2014 seems far away but in order to be prepared for the transition, local agencies must start now.  One of the steps is looking at your current documentation practices so you can evaluate improvements needed to accurately code in ICD-10-CM.  The DPH ICD-10 Implementation Team conducted clinical doc assessments in 5 pilot sites.  The tools and process were modified based on the pilot experiences.


Clinical Documentation Assessment

Process

« Before conducting a Clinical Documentation Assessment,
persons conducting the assessment must first be trained in
ICD~-10-CM

« Determine the type of records to be randomly selected for

review

— Refer to WBS 3.3, Clinical Documentation Assessment posted at
http://publichealth.nc.gov/1hd/icd10/deliverables.htm

« Each agency should determine the content within each
record that will be reviewed
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Bullet 1 – this is necessary since part of the assessment process is assignment of ICD-10-CM codes
Bullet 2 – Go to DPH website and pull up CDA deliverable. For CDSAs, a random sample of clients served during a particular month were selected as well as records based on most frequent diagnoses.  WBS 3.3 provides much more detail on the process so please refer to that document.  However, each agency should select records for the most frequently used diagnoese at their agency.  HIS report GC202C can be used to capture this information.
Bullet 3: For example, decide if you are going to start at the first visit and review all subsequent visits, just pull new cases only, etc. Are you going to include medical records from other agencies in the review?  Remember, the purpose is to review the quality of your agency’s documentation – not other providers.  However, you may need to refer to information from outside the agency to ensure relevant information has been captured


Clinical Documentation Assessment

Process

« Collaborative review process works well

— For example, team of 3 individuals (with at least one clinician)
review assigned records

— Review team ascertains if documentation improvements are
needed in order to code to the highest level of specificity

« ICD-10-CM Clinical Documentation Worksheet
— http://publichealth.nc.gov/lhd/icd10/deliverables.htm

« Compile analysis of findings and strategies needed in
order to improve documentation before 10/1/14
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Bullet 1 – Sub Bullet 1: 1 person is the Chart reviewer; 1 person looks up the ICD-9-CM codes or descriptions (During the pilot, in some records the code was in the record but not the description); 1 person looks up the ICD-10-CM codes based on documentation in the record; Rotate responsibilities so each team member has opportunity to code in ICD-10-CM
Bullet 1 – Sub Bullet 2: Does the assessment and plan give a clear picture of the patient’s condition and management options considered. Does the current documentation support a specific ICD-10-CM code rather than an unspecified code? Think back to those 25-30 most common diagnoses.  You need to review a good sample of client records with those diagnoses and code the record using ICD-10-CM.  What documentation is missing that is preventing you from coding to the highest level of specificity?
Bullet 2 – Pull up CDSA worksheet from website and review each field
Bullet 3 – The sooner you can start this process, the better.  Assessments should be done periodically to determine if the strategies are working.


Example

Client presents with severe ear pain. Physician performs and
documents an assessment including a history pertinent to the
reason for the visit, examination findings and provides diagnosis
of Acute Otitis Media
— In ICD-9-CM, code 381.00, Unspecified Acute Nonsuppurative Otitis
Media, is assigned

— In ICD-~10~-CM, the diagnosis of Acute Nonsuppurative Otitis Media would
be H65.19~ which is an incomplete diagnosis and further documentation
(e.g., which ear(s) are affected; is the problem initial or recurrent) is
needed in order to assign a correct code

— Documentation such as “Client has an acute onset of nonsuppurative otitis
media of the left ear, which is recurrent” is needed to assign an accurate
code

« H65.195 — Other acute nonsuppurative otitis media, recurrent, left ear


Presenter
Presentation Notes
I am going to go through an example that is not a good CDSA example but I think it helps you understand what you need to be looking for as you do your clinical documentation assessment.
Other Examples: Diabetes documentation and coding will need to include the type or cause of diabetes: Type I ; Type II ; Due to drugs and chemicals ; Due to underlying condition ; Other specified diabetes.  Clarify the relationship between chronic obstructive pulmonary disease, bronchitis, and asthma. ICD-10-CM distinguishes between uncomplicated cases and those in exacerbation. For some conditions, clinicians will need to document side of dominance: left, right, or ambidextrous. For some conditions, the clinician must identify the substance related to an adverse effect, poisoning, or toxic effect.


ICD-10-CM Myths

« The increase in documentation required by ICD~10-CM

will demand a huge amount of content added to the
medical record

« ICD-~10-CM requires knowledge of unnecessary and
unknown details of a client’s illness or condition
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Bullet 1: Think back to the Otitis Media example - In most cases, just a few more words need to be documented in order to code to the highest level of specificity.  Clinicians will usually know the information needed but do not currently document to the necessary level of specificity.  Another good example is ‘Developmental Delay’ – we have seen through the coding training that more specificity is needed – are you talking about language delays, physical delays, etc.
Bullet 2:  This usually refers to all of the codes for External Causes for Morbidity; Example – V86.53, Driver of dune buggy injured in nontraffic accident; More than likely, DPH providers will rarely use these codes





Pilot Findings

There was information in the medical record that would

permit more specific code assignment and/or additional
code assignment

Laterality, infectious agents, type of diabetes, etc. were not
always documented so unable to code to highest level of
specificity

Diagnostic code in the record was not supported by the
documentation

— The diagnosis codes that were billed were identified but
in the client record, the diagnosis was difficult to find
Or missing
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Bullet 1: Recommendation:  Each local agency needs to follow the coding guidelines and code to the highest level of specificity.  For codes that are not required for billing purposes (e.g., family history, personal history, allergies), each agency needs to develop policies on information that needs to be coded.  Local agencies need to consider if the information may be pertinent to a client’s continued care – within the local agency as well as by other community health care providers.  For example, if personal and/or family history information is captured in a different database, may not make sense to code these.
Bullet 2:  Compare the common ICD-9 codes you use today with the codes that will be applicable when ICD-10-CM is implemented, identifying what needs to be documented for each condition. Begin training clinicians on what they need to document for the common conditions they treat. Follow up periodically with a documentation review for ICD-10-CM readiness. You may also want to develop some ‘cheat sheets’ for the most common diagnoses and the corresponding documentation requirements.  Perhaps each CDSA could take 1 or 2 of the most common diagnoses and develop recommendations for documentation requirements.  Then these could be sent out for review and approval and a final listing published for all to use.  Can you see why we wanted to train the local agency ICD-10 Implementation Teams sooner rather than later?
Bullet 3:  Lets look at an example: 18 month old boy is referred to the CDSA by his family with concerns about overall development. He was reportedly not showing an interest in toys typical for his age. He is eating well, but is a messy eater with a tendency to play in his food. He uses a few words for items he likes “ball” and “juice”. He was described as clumsy and “heavy handed” as he likes to hit toys and objects. The family’s primary concern is with his overall development. ICD-9-CM codes assigned for this encounter were 315.9–Unspecified delay in development; V79.3 -Developmental handicaps in early childhood; V71.9 -Observation for unspecified suspected condition.  From the documentation, can you support the assignment of these diagnoses?  The scenario is a history. There are no descriptions of clinician observations or testing. For V71.9, the paragraph does not say that anyone observed the child. Should an observation code be used?  The scenario does not state that a screening tool was used or that the child was actually evaluated by a clinician. Just the family’s history. At a minimum, the diagnosis (es) should always be readily identifiable in the client record.  In addition, documentation in the client record must support the assigned diagnosis (es). Recommendation:  Each agency is encouraged to implement an ongoing Clinical Documentation Improvement Program as addressed in WBS 3.3, Clinical Documentation Assessment.  I will cover this is just a moment


Possible Strategies

« Review client record forms or EMR pull down screens to
determine if any of the following should be added or
terminology needs to be revised

Side of dominance (Left, Right, Ambidextrous)
Laterality (Left, Right, Bilateral — for all paired organs or structures)

Ordinality (Initial or Subsequent encounter; Are symptoms the
sequelae [previously known as late effect] of initial event?)

Asthma Severity Classification Scale (Intermittent, Mild persistent,
Moderate persistent, Severe persistent)

Differentiation between general and focal seizures

Identification of the substance related to adverse effect, poisoning or
toxic effect

« FEducate clinical staff about documentation deficiencies
identified during the Clinical Documentation Assessment
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Possible Strategies

Simulate typical client encounters to ascertain that data is
being documented thoroughly and consistently

Form coalitions with other CDSAs

Implement a Clinical Documentation Improvement program

— Purpose: To initiate concurrent and, as appropriate, retrospective
reviews of client records for conflicting, incomplete, or nonspecific
provider documentation
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Bullet 1 – Recently, I have been reading information from a variety of sources and they all are recommending dual coding.  Maybe your local agency Implementation Team sets aside one hour each week to pull a sample of current records and code the records in both ICD-10-CM and ICD-9-CM, using all of the associated coding conventions and guidelines. It does not mean using GEMs.  It will not only sharpen coding skills but you can address documentation issues with staff on an ongoing basis.  In addition, you can build a resource of records that can be used for testing with payers and clearinghouses once they are ready to begin testing. Another advantage is you can identify areas where more training may be required.
Bullet 2 – I think you can see from what has been discussed thus far, there is quite a bit of work ahead for folks to be ready for ICD-10-CM.  Why not join forces to work on certain deliverables such as documentation reference sheets for clinicians, etc.
Bullet 3 – I will discuss this in the following slides


Clinical Documentation Improvement

(CDI) Program Goals

Identify and clarify missing, conflicting, or nonspecific clinician
documentation related to diagnoses and services provided

Support accurate ICD~10~-CM diagnostic and CPT/HCPCS
procedural coding leading to appropriate reimbursement

— The diagnosis codes support medical necessity and are used for medical
review, auditing and coverage

Promote health record completion during the client‘s course of
care

Improve communication between clinicians and other members
of the healthcare team

Provide education
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CDI Program Policy Content

General policy declaring the agency’s commitment to correctly
assign and report ICD~10~-CM and CPT codes

Source(s) used as the basis for code selection (e.g., 2014 ICD-
10-CM Coding Guidelines available on the CDC website)

Designate staff responsible for code assignment

Procedure to follow when staft assigned responsibility for code
assignment are unsure or unable to identify the correct code

Identification of any payer-specific requirements related to code
assignments

Appropriate methods for resolving coding or documentation
disputes with clinicians
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The next few slides provide information related to some of the content you may want to address in a Clinical Documentation Improvement Program policy.  For example, designating staff that are responsible for code assignment.  Currently at the CDSAs, who is authorized to assign diagnostic codes?  Is it always a clinician?  If a person authorized to do code assignments is unsure of a code, who do they turn to?  Who is your ‘go to’ person within the agency or perhaps a resource in the EI Branch?
I am not going to cover all of the policy content items – they are here for reference.


CDI Program Policy Content

Procedure to follow when documentation in the client record is
not clear or complete to assign the correct code (e.g., send
query to clinician)

— Sample CDI Clarification Form is in WBS 3.3 (Appendix D)

— Queries to a clinician should be:

Clearly and concisely written, contain precise language, present the facts and why
clarification is needed, present the scenario

Individualized to each client and contain clinical evidence specific to the case
Non-leading

Used to clarify the intent of the clinician

Include the option that no additional documentation or clarification can be provided

— Queries should not:

Result in a yes/no answer

Be used as a substitute for appropriate clinician documentation in the record
Indicate to the provider an increase/decrease in payment

Introduce information not otherwise contained in the medical record
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CDI Program Policy Content

Procedures for correction of inaccurate code assignments in the
client record, health information system or to agencies where the
codes have been reported

Defined audit plan for code accuracy and consistency review and
corrective action plan for identified problems

Identification of coding resources available to staff responsible for
code assignment

Identification of optional codes an agency captures for statistical
and/or clinical purposes. For Example:

— Personal history codes

— Family history codes

— Clarity the use of External Causes of Morbidity (Chapter 20)
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CDI Program Policy Content

« Procedures for processing claim rejections that are due to code
assignment

— Clarify that codes will not be assigned, modified or excluded for the
purpose of maximizing reimbursement or avoiding reduced payment

— Specify that codes will not be changed or amended for the sole purpose
of having the service covered by Medicaid or other insurance

— If the initial code assignment did not reflect the client’s condition or
services provided, codes may be revised as long as there is
documentation in the client record to support the change

 Policy statement that code assignments must be supported by

— Complete and appropriate client record documentation including the
specific reason for an encounter (e.g., specific diagnoses as well as

symptoms or problems that clarify the reason for the encounter)
— any conditions treated (e.g, physician order for services)
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End of slide:  Please refer to WBS 3.3, Clinical Documentation Assessment for sample forms 
Please be aware, conducting Clinical Documentation Assessments and /or development of a CDI program is a local agency decision.  None of the information covered here today needs to be sent to my office.  My purpose is to educate you about activities occurring in the healthcare industry related to ICD-10-CM implementation.


Questions

Submit Questions to:

Sarah.Brooks(@dhhs.nc.gov
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30 minutes for questions.  Please use raise hand feature.  Evaluation form
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