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1.
There are several discussion topics included in this file.  Feel free to use as many as you want.  You can set up tables for 6-8 people and designate different topics for each table.

2.
Designate a topic for each table.  For each table, make 6-8 copies of the discussion questions pertaining to the topic to be discussed so that everyone at the table has a copy of the discussion questions.  On the back of one of the copies, place the answers (if there are any answers included for that topic).

3.
At the bottom of each page of discussion questions, there is a list of resources that are to be provided at the table.  Gather those resources together and make available at least one copy of each resource listed.  Many of the resources can be downloaded from the AHIMA Community of Practice site and Body of Knowledge sites.

4.
It is preferable to appoint a moderator for each topic if you can, but it is not necessary in these small groups.  Discussion will still occur without a designated moderator.

Present on Admission (POA)

1.  You have 15 minutes to discuss this topic before moving to a table with a different topic that interests you.

2. Go around the table and introduce yourself (name, occupation, what region of the state you are from, etc.)

3. Rules:  there are no rules.  This is your opportunity to seek input from your peers on the above topic and to network with your colleagues and meet new friends.  Your assistance in recording issues for further discussion is appreciated.  There is a form provided.  Have fun!

4. If you wish, you may utilize some or all of the questions below to generate discussion.  One person at your table has answers to questions on the back of this page.

POA - Discussion questions and topics
1. What is the definition of POA and how does it relates to inpatient and outpatient encounter? 

2. What are the different reporting options and definitions?

3. There are diagnoses that are “Exempt from reporting.” Discuss.   

4. Discuss documentation improvement process as it relates to POA. What are some of the issues encountered? For example; CHF, BMI etc. 
5. Coders require extensive in-depth clinical knowledge in order to assign the appropriate POA indicator(s)   Hospitals may face financial consequences if this is not addressed. Discuss how coders and physicians are educated and the monitoring mechanism used to combat these concerns at your facility. 
6. Discuss the provision made by (DRA) Deficit Reduction Act of 2005 to identify  conditions  present on admission that will impact reimbursement.   What are some of these hospital acquired conditions? What provisions are made at your facility to combat this problem?  

POA - Test your knowledge:   True or False

1. Assign Y for any condition the provider explicitly documents as being present on admission.  

2. Assign Y for any conditions that develops during an outpatient encounter prior to a written order for inpatient admission

3. Assign “ W” when the medical record documentation indicates that it cannot be clinically determined whether or not the condition was present on admission 

POA - Examples for discussion 
1. Patient is admitted for diagnostic work-up for cachexia. The final diagnosis is malignant neoplasm of lung with metastasis. 

Response:  Assign Y on the POA field for the malignant neoplasm. The malignant neoplasm was clearly present on admission, although it was not diagnosed until after the admission occurred. 

2. A patient undergoes outpatient surgery. During the recovery period, the patient develops atrial fibriallation and the patient is subsequently admitted to the hospital as inpatient. 

Response:  Assign Y on the POA field for the atrial fibrillation since it developed prior to a written order for inpatient admission. 

3. A patient is admitted for repair of an abdominal aneurysm. However, the aneurysm ruptures after hospital admission. 

Response:  Assign “N” for the ruptured abdominal aneurysm. Although the aneurysm was present on admission, the “ruptured “component of the code description did not occur until after admission. 

4. A patient with viral hepatitis B progresses to hepatic coma after admission. 

Response: Assign “N” for the viral hepatitis B with hepatic coma because part of the code description did not develop until after admission 

5.   A patient is admitted with high fever and pneumonia. The patient rapidly deteriorates and becomes septic.  The discharge diagnosis lists sepsis and pneumonia. The documentation is unclear as to whether the sepsis was present on admission or developed shortly after admission. 
Response:  Query the physician as to whether the sepsis was present on admission, developed shortly after admission , or it cannot be clinically determined as to whether it was present on admission or not. 

6. A newborn developed diarrhea which was believed to be due to the hospital baby formula. 

Response: Assign “N” because diarrhea developed after admission. 

7. A patient with diabetes mellitus developed uncontrolled diabetes on day 3 of the hospitalization

Response: Assign “N” to the diabetes code because the “uncontrolled” component of the code was not present on admission 

POA - Examples for discussion - continued

8. Patient admitted in active labor. After 12 hours of labor it is noted that the infant is in fetal distress and a Cesarean section is performed. 

Response:  Assign “N” for the fetal distress. 

9. Patient in late pregnancy due to excessive vomiting and dehydration. During admission patient goes into premature labor

Response:  Assign “Y” for the excessive vomiting and the dehydration. Assign “N” for the premature labor. 

10. Patient admitted in active labor. During the stay, a breast abscess is noted when mother attempted to breast feed. Provider is unable to determine whether the abscess was present on admission. 

Response:  Assign “W” for the breast abscess. 

POA - References 

1.AHA “Present On Admission Indicators & DRG Update Audio Conference”
2. ICD-9-CM Official Guidelines for Coding and Reporting  
Excisional Debridement

In the quarterly publication of the  Central Office on ICD-9 CM there are numerous questions received  about the information published in the Coding Clinic Second Quarter 2004, page 5 which states that excisional debridement involved cutting outside or beyond the wound margin. Healthcare facilities have stated that some local review organizations are interpreting this information literally. Coders are seeking clarification whether excisional debridement must involve cutting outside or beyond the wound margin and if the provider’s documentation need to specifically state this in order to assign code 86.22.

 The team should review the updated clarification on coding excisional debridement using AHA Coding Clinic 1qt. 2008 pg. 3 and 4.

Excisional Debridement (86.22) is one of many procedures on the Recovery Audit Contractior ( RAC)  focus review list. This is a government audit that is slowly moving towards being permanent in all the states.  Assigning the ICD-9 procedure code is the driver for assigning many DRG’s . Therefore clear and concise documentation is important for coding purposes. 

Some of the DRG’s impacted are:

DRG 131 Wt. 1.6300

DRG 040 Wt. 3.2550

DRG 041 Wt.  3.2550

DRG 115 Wt.  1.1185

NB: The coordinator/designee for the Coding roundtable should do a short presentation on the DRGs’ along with their individual weights impacted by the diagnosis excisional debridement code assigned 86.22. This will give the audience an overview as to the negative impact as it relates to revenue. 
Excisional Debridement - Discussion Points
1. Review clarification on coding excisional debridement in the most recent Coding Clinic 
2. Are there any negative impacts from RAC concerning this procedure at your facility? 
3. How does each facility address the problem? 

4. Are there any specific queries designed to address excisional debridement at your facility? Discuss. 
5. Are you getting positive responses from the physicians if not who does the follow-up? 

6.  Do you have a clinical documentation team to address this issue at your facility?  Discuss the approach used. 

7. Discuss different ways to address this procedure from a documentation standpoint.
8. Discuss verbiage that will help the coders to identify an excisional versus non-excisional debridement. 

Acute Respiratory Failure & Aspiration Pneumonia
In the quarterly publication of the AHA Coding Clinic 1st quarter 2008 pg. 18 and 19 provides information that supersedes previously published advice in Coding Clinic First Quarter  2005, pages 3-8.   This is the advice from Coding Clinic 1st quarter 2008 pg. 18 and 19.

Question:
When acute respiratory failure is present on admission along with aspiration or bacterial pneumonia and both conditions are equally treated can either condition be sequenced as the principal diagnosis. Updated coding guidelines for acute respiratory failure were published in Coding Clinic First Quarter 2005, pages 3-8 which superseded previously published advice. However, information published in Coding Clinic Second Quarter 2003, pages 21-22 stating respiratory failure and pneumonia are not co-equal was not rescinded. Since this has caused a great deal of confusion in the coding arena, please clarify. 

Discussion Points 

1. Discuss this current coding clinic with the group.

2. Discuss coding guidelines for coding and reporting two or more diagnoses that equally meets the definition of principal diagnoses. 
3. Discuss the approach used when signs, symptoms and treatment are documented without specific diagnoses. What process is in place at your facility to get the documentation? 

4. Discuss signs and symptoms for each diagnosis.

5. When used as secondary diagnoses how do they affect the DRG as it relates to CC or MCC? 
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