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I.
Introduction and Background


AdvanceMed Corporation, a CSC company, has previously provided support to the Office of the Assistant Secretary of Defense (Health Affairs)/TRICARE Management Activity (TMA) and its Health Program Analysis and Evaluation Directorate (HPA&E) in three coding audit activities.  The first two activities evaluated Region-specific coding accuracy in Regions 11 and 1.  The most recent Military Health System (MHS) Coding Audit expanded on these predecessor audits to provide a more complete picture of the Department of Defense’s (DoD’s) data coding across Regional boundaries.  The audit evaluated medical records from inpatient, outpatient, and ambulatory procedure visits occurring throughout the MHS
 between January and March 2003.  In addition, a survey of Military Treatment Facility (MTF) medical record personnel was conducted to gain a better understanding of coder qualifications, education, training, and available resources within the MHS.  

Results from the last coding audit showed that coding accuracy was greatest for inpatient records, with overall “pass” percentages for the three months studied averaging 85.2 percent (range: 81.9% - 90.9%), based on agreement at the DRG level.  For outpatient records reviewed during the same three-month period, “pass” percentages were considerably lower, averaging 16.4 percent (range: 15.5% - 23.2%), based on agreement of up to four ICD-9-CM diagnosis codes, at least one E&M code, and up to four CPT-4 procedure codes.  Ambulatory procedure visit results demonstrated the lowest “pass” percentages, averaging 2.8 percent (range: 0.9% - 5.2%).  

The data obtained from the survey of MTF medical record personnel were compiled into a qualitative report that yielded a wealth of anecdotal information to assist the MHS in furthering its support of coders and health information managers.  

Through the course of this work the audit methodology has been refined to a simple, systematized, repeatable and efficient process.  The current effort is a continuation of the DoD-wide audit activity, using largely identical methods for data collection and reporting, but covering a longer time frame and incorporating enhancements to the audit process.  In addition, instead of a coding process questionnaire, the Government has requested AdvanceMed conduct a focused study evaluating the impact of providing feedback to providers on coding accuracy.

II.
Audit Goals and Objectives

The primary goal of this audit is to examine the accuracy and precision of DoD’s medical record data coding.  A second goal of the audit is to conduct a focused study evaluating the impact of providing feedback to providers on coding accuracy.

III.
Methods

A. MHS Coding Audit

Audit Period 

The audit will be conducted September 27, 2003 – December 31, 2004.   

Data collection will occur monthly between December 22, 2003 and November 9, 2004 on inpatient and outpatient encounters occurring September 1, 2003 – June 30, 2004.

Audit Facilities 

Fifty-six MTFs with inpatient capabilities (and their associated clinics) within the continental United States (CONUS) and Hawaii will be identified by TMA for inclusion in the review.  
Data Sources and Sample Selection  

Inpatient and outpatient data for encounters occurring between September 1, 2003 and June 30, 2004 will be examined.  Inpatient data will come from the Standard Inpatient Data Record (SIDR), and outpatient data will come from the Standard Ambulatory Data Record (SADR).  Records coded using Industry Based Workload Alignment (IBWA) guidance will be excluded from the study, since this initiative has not yet been fully operationalized in the MHS.  

The randomized sampling methodology, designed and implemented by TMA, will ensure 30 records will be requested for review from each of 18 MTFs per month (N=540 monthly), with the selection of MTFs providing for equal representation from each service branch (Army, Navy, Air Force).  Additionally, the methodology will evenly stratify the requested records by 3 encounter types [inpatient, outpatient clinic (including emergency department), and ambulatory surgery], such that 6 MTFs will each provide 30 inpatient records, 6 MTFs will each provide 30 outpatient clinic records, and 6 MTFs will each provide 30 ambulatory surgery records per month.  Detail regarding the schedule of audit medical record requests is shown in Table 1.

Table 1.  Medical Record Request Schedule – MHS Coding Audit

	Audit Month
	Record Request Date
	Encounter Dates of Requested Records
	Number of Records Requested

	1
	January 5, 2004
	September 2003
	30 records x 18 MTFs=540

	2
	January 22, 2004
	October 2003
	30 records x 18 MTFs=540

	3
	February 20, 2004
	November 2003
	30 records x 18 MTFs=540

	4
	March 19, 2004
	December 2003
	30 records x 18 MTFs=540

	5
	April 21, 2004
	January 2004
	30 records x 18 MTFs=540

	6
	May 21, 2004
	February 2004
	30 records x 18 MTFs=540

	7
	June 21, 2004
	March 2004
	30 records x 18 MTFs=540

	8
	July 21, 2004
	April 2004
	30 records x 18 MTFs=540

	9
	August 20, 2004
	May 2004
	30 records x 18 MTFs=540

	10
	September 21, 2004
	June 2004
	30 records x 18 MTFs=540

	
	
	
	5,400 total records requested


TMA has indicated that no MTF will be asked to provide more than one type of record (i.e., inpatient, outpatient, or ambulatory procedure) in any given reporting period.

A Government-approved dataset with contact information for all MTFs will be used in requesting medical records, and all correspondence will be addressed to the MTF Commander, in accordance with Government direction.  Data elements of the dataset include:

· DMIS ID

· MTF name

· Address

· Telephone number

· Email address, if available

To ensure MTF medical records staffs are aware when a medical record request is forthcoming, HPA&E will provide the UBU Work Group with a list of MTFs to be audited each month, with the expectation that Service Branch representatives will share the information with their facilities.  The AdvanceMed project manager will keep a contact file of Service Branch and MTF medical record department contacts, as they have been or will be made available, to facilitate open communication regarding the audit.  

Coding Database
AdvanceMed will use a data collection tool in MS Access format that will serve as a repository for audit data and will populate the reporting database.  The data collection tool includes built-in editing capabilities to help to ensure quality in abstracted data.  The tool reflects the most recent updates to ICD-9-CM and CPT-4 codes and incorporates match and reason code tables designed to categorize coding differences between AdvanceMed and MTF coders.  Coders will use QuadraMed’s nCoder+ to assist in consistent application of coding guidelines when recoding MHS cases.

Data Collectors

AdvanceMed will use qualified coders supplied by Advanta Medical Solutions, LLC.  These coders are familiar with QuadraMed’s nCoder+ encoder software application and have at least 2 to 5 years’ active experience using ICD-9-CM coding in an acute care setting and/or CPT-4 coding in an outpatient setting.  All coders have at least one of the following American Health Information Management Association or American Academy of Professional Coders certifications:

· Registered Health Information Administrator (RHIA)

· Registered Health Information Technician (RHIT)

· Certified Coding Specialist (CCS)

· Certified Professional Coder (CPC) 

Advanta will ensure coders are familiar with applicable ICD-9-CM and CPT-4 codes and guidelines as well as relevant DoD
,
 and national coding guidelines, as appropriate.  No audit coder will be permitted to audit any facility for which he/she has provided coding services during the study period.

Data Collection Procedures

Data Receipt.  The Government will periodically provide AdvanceMed with an electronic dataset derived using the audit sampling methodology.  The dataset will contain patient and encounter data for up to 540 encounters, including:

· enrollee and encounter DMIS ID numbers

· date of birth

· gender

· discharge disposition

· admission and discharge dates

· third party insurance coverage (SADR only)

· encounter date/type

· ICD-9-CM diagnosis and procedure codes

· E&M and other CPT-4 procedure codes 

· assigned DRGs and APGs

After receipt of the dataset, AdvanceMed will request photocopied medical records from the associated MTFs using a standardized, trackable process.  The list of records being requested will be accompanied by a cover letter approved by the Government and signed by the Deputy Assistant Secretary of Defense, Health Budgets and Financial Policy, that provides clear instructions regarding the process for delivering the requested records.  MTFs will be given 21 calendar days to comply with the request for records.  Records not received will be reported as such; AdvanceMed will not pursue undelivered records.
Inpatient Record Coding.  For inpatient records, audit coders will use the data collection and nCoder+ tools to assign each sample record a principal and up to seven secondary ICD-9-CM diagnosis and procedure codes according to standard 2003 coding guidelines modified with applicable DoD coding standards.  Where differences are identified between original coding and recoding, audit coders will assign customized “match and reason codes” to categorize differences and explain recoding rationale.  After completing coding and assigning a DRG for each recoded record, audit coders will assign a grade reflecting the adequacy of the assigned codes, based on whether or not the MTF-derived DRG and auditor-derived DRG match.

Outpatient Record Coding.  For outpatient clinic and ambulatory surgery records, coders will use the data collection and nCoder+ tools to assign each sample record a primary and up to three secondary ICD-9-CM diagnosis codes, an Evaluation and Management (E&M) CPT-4 code, and CPT-4 procedure codes from the primary through the fourth-listed positions.  Where differences are identified between original coding and recoding, audit coders will assign customized “match and reason codes” to categorize differences and explain recoding rationale.
  

After completing coding for each recoded record, audit coders will assign a grade reflecting the overall adequacy of the codes assigned to the record.  This grade will be based on DoD coding guidelines and will reflect that the MTF- and auditor-assigned codes match as follows:

· Up to four ICD-9-CM diagnosis codes coded by the MTF match the auditor’s codes at the highest level of specificity.
  The primary diagnosis code is a function of the chief reason for the encounter, but sequencing of secondary ICD-9-CM diagnosis codes will not impact the determination of accuracy,

· At least one E&M code is coded by the MTF and matches an E&M code assigned by the auditor,
 AND
· Up to four CPT-4 procedure codes coded by the MTF match the auditor’s codes.  The procedure code(s) must relate to the diagnosis that caused the problem, but sequencing of CPT-4 codes will not impact the determination of accuracy.

All criteria must be met in order for the outpatient record to be assigned a grade reflective of overall coding accuracy.

Internal Quality Control (IQC).  Audit coders will conduct IQC on a 5 percent sample of all records reviewed each reporting period using standard industry methodologies.  A Process Improvement Plan will be implemented if at any time IQC reflects less than 95 percent audit coder accuracy in any month.

B. Focused Study
A separate focused study evaluating the impact of providing feedback to providers on coding accuracy will be conducted concurrent with the MHS Coding Audit.  Detail on the focused study is provided in the Appendix.

IV.
Reporting

Coding Database.  Each month AdvanceMed will deliver a password-protected database in MS Access format that provides individually identifiable data for each record reviewed that month including:

· The diagnosis and procedure codes assigned by the MTFs and recorded in the SIDR/SADR

· The diagnosis and procedure codes assigned by the audit coder 

· Match and reason codes for diagnosis and procedure codes

· For outpatient records, the E&M code(s) assigned by the MTFs

· For outpatient records, the E&M code(s) assigned by the audit coder

· For inpatient records, the DRGs recorded in the SIDR

· For inpatient records, the DRGs assigned by the audit coder

· For each record, a grade reflecting the adequacy of the assigned codes

Summary of Results.  A summary of audit findings in MS Excel workbook format will accompany the coding database and will include tables and graphs that present:

· Percent of records coded correctly – both by encounter type by MTF and by encounter type by Service Branch – for the period of review

· Percent of records coded correctly stratified by encounter type by patient age:  0-64 years versus 65 years and above.

· An overall picture of the financial impact of the coding results by encounter type and by encounter type by age category (0-64 years versus 65 years and above).  To determine the impact of inpatient coding errors, the original (SIDR) and revised (auditor-assigned) DRG weights will be compared.  For the entire record sample a net difference will be calculated overall and separately for patients age 0-64 versus those age 65 and over.  Similarly, the financial impact of outpatient and APV coding will be determined using the original (SADR) and revised RVUs and results will be reported overall and separately for patients age 0-64 versus those age 65 and over.  

· Time-trended data from prior reporting periods describing service level and overall results by encounter type for the length of the project.
IQC report.  A copy of the internal quality control report describing the coding accuracy of the audit coders will also be provided.

Briefing the Results.  AdvanceMed will brief the HPA&E Directorate staff, and others as required, on the results of this project.

� Fifty-six MTFs with inpatient capabilities (and their associated clinics) within the continental United States (CONUS) and Hawaii


� Data collection is timed to provide at least 45-60 days for coded and grouped data to be uploaded into the MDR.  AdvanceMed has assumed in selecting this data collection timeframe that a sufficient number of eligible records will be available in the MDR within 45 days from the date of encounter.


� See also Appendix: Impact of Provider Feedback on Coding Accuracy Focused Study


� Department of Defense.  Professional Services and Outpatient Coding Guidelines.  October 1, 2002


� Department of Defense, Tri-Service Disease and Procedure Coding Guidelines ICD-9-CM.  � HYPERLINK "http://www.pasba.amedd.army.mil/nosology/icdguide.html" ��http://www.pasba.amedd.army.mil/nosology/icdguide.html�.  Retrieved March 7, 2003.


� In accordance with TMA direction, if the only reason a code would be audited as incorrect is that the record is not signed by a preferred provider, audit coders will mark the code as a match and document a reason code that indicates the coder could not find evidence the record was signed by a preferred provider.  If there is no preferred provider signature and there is another reason why the code would be audited as incorrect, the reason code applied will reflect the other reason and the code will be marked as a mismatch.


� DoD Professional Services and Outpatient Coding Guidelines, October 1, 2002, 2.2.2 Specificity, page 2-3.


� Ibid, 2.2.1 Prioritized Diagnoses, page 2-2.


� Ibid, 3.1.2 Coding E&M in ADM, page 3-1.


� Ibid, 4.1 Procedures, page 4-1.





AdvanceMed/CSC

Page 6 of 6

