Do-it-yourself Coding Roundtable Kit

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 absolutely necessary in these small groups.  Discussion will still occur without a designated moderator.
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Sponsored by: <>
Sepsis
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.

Discussion questions and topics
1. What is Urosepsis and how does it differ from septicemia?

2. If a patient is diagnosed with Sepsis does it also mean that the patient has Septicemia?  Are the two diagnoses the same disease process?  If not, how are they different?

3. How have you educated physicians to document sepsis on admission versus sepsis that develops after admission?  What are key points to provide the physician with?  

4. Is there difference between SIRS and Sepsis?  What are some of the clinical signs of SIRS?  What documentation would a coder review the record for?

5. What is Severe Sepsis or Septic Shock?  What documentation within the medical record needs to be present to assign this code?

Resources:
For the Record, July 12,2004

Coding for SIRS, Sepsis, Septicemia

ICD-9-CM Official Guidelines for Coding and Reporting

November 15, 2006

Pages 14-19

Clinical and Physician Documentation

IPRO
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Coding Compliance
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.

Discussion questions and topics
1. Which government group provides oversight to investigate areas of fraud and abuse in the healthcare industry?  (Office of Inspector General)
2. The Officer of Inspector General publishes studies and recommendations for compliance programs including the following suggestions:
a. Establish written policies, procedures and standards of conduct

b. Designate a chief compliance office and committee

c. Provide effective training and education

d. Develop effective communication 

e. Develop a process for reporting compliance issues

f. Enforce the program

g. Audit and monitor the program

How does your facility meet these suggestions?
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Coding Quality
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.

Discussion questions and topics
1. How is quality coding monitored in your facility?

2. Who is responsible for performing the quality audits?

3. How often are the audits performed?  Are they performed prior to or retrospective of billing?

4. What is the process of orientation of new coders in your facility?  How long does the training last?  What does the training consist of?  Who is responsible for training?

5.   Does your organization support ongoing training and education of coders?  What types of training and education are provided?

6.  How important is accurate coding to your organization?  What are some examples of the expanded use of coded data in your organization?  For example, quality reporting measures?

7.   What are the top five DRG’s in your organization?  How do they differ from other organizations?  Are they consistent throughout the year?  Do they change with the seasons (i.e. pneumonia in the winter time, athletic injuries in the summer).

8.   How do physicians affect your top DRG’s?  Does your organization plan to add a new service in the future that will affect coding?  (i.e. Rehab Unit, Trauma Unit, expanded NICU).

9. What is the hardest diagnosis to code in your organization?  Why?  Is it lack of documentation, lack of coder education, length of stay, physician education??
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TEST YOUR KNOWLEDGE
1.
How many codes are needed to accurately code Septic Shock?

2.
True/False


The Office of Inspector General works in the Department of Health and Human 


Services?

3.
True/False


The average accuracy rate for diagnosis coding in the United States is 85%.

4.
True/False


The term Sepsis refers to systemic inflammatory response syndrome (SIRS) due 


to infection?
5.
True/False


Coding Compliance plans are required by the OIG.

6.
True/False


If a patient has sepsis and an acute organ dysfunction, but the medical record 


documentation indicates that the organ dysfunction is related to another medical 


condition a coder would not assign a code for severe sepsis.

7.
Where would a coder find information regarding code assignments for newborn sepsis?
8.
True/False


There is legislation that provides the framework for federal fraud and abuse penalties.

9.
True/False


In fraud and abuse cases, professionals and facilities are required to adhere to all published rules and guidance.  Whether the professional or facility actually knows about a certain rule, is irrelevant.

10.
What are the basic components of a good compliance plan?
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ANSWERS

1.
Septic Shock requires four codes.  First code is the initiating system infection or 
trauma, followed by 995.92 or 995.94, followed by the code that identifies the organ failure, followed by 785.52.
2.
True

3.
False


There is no statistical data that provide an overall coding accuracy rate for the 
United States.  The Center for Medicare and Medicaid Services does provide 
some data for diagnosis coding accuracy as a part of their payment error 
prevention program; but nothing to indicate an overall coding accuracy rate.

4.
True


According to the ICD-9-CM Official Guidelines for Coding and Reporting Sepsis 
is generally referred to as SIRS due to infection.

5.
False


The OIG does not require an organization to implement a coding compliance 
plan, unless the organization is under a corporate integrity agreement.

6.
True


According to official coding guidelines, the assignment of code 995.92, severe 
sepsis must be clearly documentation within the medical record as an acute organ 
dysfunction associated with sepsis.

7.
Newborn sepsis coding guidelines can be found in Section I.C.15.j of the 
November 15, 2006 ICD-9-CM Official Guidelines for Coding and Reporting.
8.
True


The Federal Civil False Claims Act (FCA) (31USC 3729-3733) is the legislation 
that provides the official framework.

9.
True


The phrase “knew or should have known” is frequently used in these cases.  If the 
rule was published, it should be followed.  Failure to know of a rule is not a 
defense.

10.
Designation of a compliance officer


Training and education


Communication strategies


Auditing and monitoring activities


Corrective action


Follow up measures
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