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DDEAMC Mission

To ensure constant readiness in support of the nation's military forces worldwide by:

· Providing and managing quality health care to our beneficiaries in the Southeast Region. 

· Promoting health and wellness of the military family. 

· Providing highly trained health care professionals.

DDEAMC Compliance Mission

To adopt and implement a compliance program that advances the prevention of fraud, while furthering the mission of providing quality care to patients, by ensuring that:

· DDEAMC staff are committed to ethical and legal business practices.

· DDEAMC professional staff are dedicated to making every effort to comply with federal and state statutes and regulations, private payer policies, official coding rules and guidelines, and the accepted standards governing the practices of coding and billing.

· DDEAMC professionals and staff are committed to developing internal policies and procedures that are consistent with reimbursement regulations and policies and official coding rules and guidelines.

· DDEAMC professionals and staff value health information of the highest quality, as evidenced by its integrity, accuracy, consistency, reliability, and validity.

· DDEAMC professionals and staff demonstrate behavior that reflects integrity, supports objectivity, and fosters trust in professional activities.

· DDEAMC professionals and staff refuse to participate in illegal or unethical acts and to conceal the illegal, incompetent, or unethical acts of others.

· DDEAMC professionals and staff believe that collaboration and cooperation among health care practitioners and those processing and using health information are essential to ensure high quality health information and accurate claims submission.

· DDEAMC professionals and staff respect the confidentiality of individually identifiable health information.

Code of Conduct

     The Official Coding Guidelines and AHIMA’s Standards of Ethical Coding will be used as DDEAMC’s code of conduct. Appendix A contains the standards. Every employee involved in the coding and billing process, to include contracted consultants, independent contractors, professional staff and outsourced coding staff involved in the coding process will read and understand the Standards of Ethical Coding. They will also sign and date the following statement, initially at the time of employment and annually thereafter, which will be affixed to a copy of the Standards of Ethical Coding and placed in the individual’s unit level performance file.


                                           DDEAMC  Compliance Program

                                                    for Coding and billing

                                                Statement of Understanding

I have read and understand the Standards of Ethical Coding and agree to abide by them

at all times. If at any time I have reason to believe that one or more of these standards

have been violated, either by an internal or external entity, I will report this incident

according to this organization’s internal reporting policy.

______________________________   ___________   ____________   _________         

               Employee Signature                     Job Title              Unit                 Date

Oversight
     The AHIMA recommends that a Health Information Management professional with demonstrated honesty and integrity and a strong background in coding be charged with responsibility for overseeing the compliance program. DDEAMC will appoint the Internal Review and Compliance Officer for oversight. Appendix B contains the job description for the Compliance Officer. The Compliance Officer reports directly to the Deputy Commander for Administration, rather than to the Patient Administration Division, which assists to avoid any potential conflicts of interest. A multidisciplinary compliance committee will also be established to oversee and guide the compliance program. Membership of the compliance committee is found in Appendix G.

Policies and Procedures
     Compliance related policies and procedures followed by DDEAMC address the following areas:

· Risk Assessment

· Internal Coding Practices

· Documentation requirements

· Payment Policies

· Medical Necessity

· Arrangements with Consultants

· Retention of Records

· Confidentiality

· Compliance as an Element of Performance Review

     These nine areas represent the core elements of the compliance plan. Implementation of each element is discussed its respective section. Functional areas within DDEAMC PAD will incorporate these elements of compliance into their respective regularly scheduled staff meetings. The compliance committee will use these elements as a template to ensure that the DDEAMC compliance plan is effective and meets the intent of regulatory agencies.

Risk Assessment

     Areas of risk unique to DDEAMC will be identified by auditing, monitoring, and trend analysis. Risk assessment will address weak areas identified through a process that begins with weekly audits conducted by coders and billers. Coding and billing supervisors will monitor these audits by conducting monthly summary assessments of the weekly audits, by observing the summaries for identifiable trends and by documenting trends with a summary report. Monthly summaries will be forwarded to the compliance officer for review. The compliance officer will report these summaries monthly to the compliance committee. The compliance committee will develop appropriate measures to resolve problems and improve system weaknesses. The compliance committee chairperson will report these findings to the Executive Committee. The Executive Committee will ensure that appropriate corrective measures are implemented (see the section on Auditing and Monitoring for use of the auditing tools for this processes).

     External data sources for benchmark comparison purposes will be maintained by the functional area supervisors. Supervisors will compare results from audit summaries to the benchmarks and document significant variances. This process serves to identify potential risk areas associated with current DDEAMC coding practices. Supervisors will maintain at least two external data sources for benchmarking; risk areas targeted and published by the OIG and HCFA MEDPAR data. The value of using these external benchmarking data allows DDEAMC to compare its diagnostic and procedural coding practices to both nationally identified trends and to organizations that provide similar services to those at DDEAMC. Other sources of comparative data may also be used and are provided by numerous sources. Appendix C provides a list of some of these data sources.

     One example of a high risk area identification is if a clinic discovers that a certain procedure is being reported incorrectly because separate codes are being assigned for its individual components, indicating that a procedure has been “unbundled”.  Another example is when risk assessment procedures discover that certain diagnoses are being reported as complications or co-morbidities with unusually high frequencies. Risk assessment can also assist to determine where training efforts should focus, for example, if monitoring determines a high accuracy rate for outpatient claims but problems exist with inpatient claims. The risk assessment process will help determine root causes of identified problems. Once a problem area is identified, further analysis may determine if a problem is due to missing physician orders, outdated codes, poor documentation, lack of understanding of medical procedures performed, or lack of understanding of the appropriate application of a given code to a procedure.

Internal Coding Practices

     Written policies and procedures related to coding health data will be maintained by functional areas. Policy followed in the coding process reflects current regulatory requirements. Policy includes: The Official Coding Guidelines published by The Cooperating Parties (Health Care Financing Administration, National Center for Health Statistics, American Hospital Association, and AHIMA); CPT rules published by the American Medical Association; individual payer policies; The Uniform Business Office Manual (provided by TMA); and The Dwight D. Eisenhower Compliance Plan for Coding and Billing.

     Specific coding resources will be made available to the coding staff. The basic and essential resources will include:

· Up-to-date ICD-9-CM and CPT codebooks

· Medical Dictionary

· Anatomy and physiology textbook

· Physician’s Desk Reference
· Current subscription to AHA’s Coding Clinic for ICD-9-CM
· Current subscription to AMA’s CPT Assistant
· Current version of the National Correct Coding Initiative manual

· The UBO Manual

· The Compliance Plan

     DDEAMC recognizes that these publications represent the minimum required resources that all coding staff should have ready access to. The DDEAMC compliance officer, supervisors and coding staff will identify additional coding resources to be made available. All resources will be maintained in a location that is close to the coding staff’s work station and not in a private office that is not readily accessible. The compliance officer will conduct periodic inspections (at least annually) to ensure that these resources are available and up-to-date.

     DDEAMC recognizes that the official sources for coding advice and guidelines are the AHA (for ICD-9-CM) and the AMA (for CPT).  DDEAMC may, at times, subscribe to other vendors’ coding publications for educational purposes, but these other vendors will not be considered official sources of coding advice for verification of coding accuracy. The Tricare Management Activity will serve as the official source for all advice and guidelines that directly relate to military treatment facilities.

     DDEAMC recognizes that there will be times when the official sources do not provide adequate guidelines. For example, none of the resources provide direction on the most appropriate code for an unusual diagnosis or a new procedure. The UBO  and coding supervisors will contact official sources for clarification. Additionally, there may be times when ambiguity or conflicting advice is obtained from official sources regarding a coding or reimbursement issue. For these occurrences, all responses from official sources will be documented. A summary document will be generated by the supervisor and will include all sources contacted, responses, and clarification and instructions obtained. Summary documentation related to these occurrences will be reported to the compliance officer on a monthly basis. The compliance officer will report these occurrences to the compliance committee on a monthly basis..  

     The DDEAMC Compliance Committee will establish acceptable coding accuracy standards, which will be based on the organization’s unique characteristics and realistic expectations. These accuracy standards will be included in initial coder training and reviewed annually. Consideration will be given to standards that are reasonable yet minimize the risk of erroneous claims. The compliance committee is responsible for guiding the development of these standards.

     The coding and billing supervisors are responsible for collecting data to establish acceptable coding accuracy standards. Data will be collected using the three weekly audit tools that are completed by coders and billers, and with the summary tools that are completed by the supervisors. These tools are discussed later in the Auditing and Monitoring Section.

     The UBO supervisor is responsible for monitoring all rejected claims pertaining to diagnosis and procedure codes. The billing office will submit a Rebilling Summary Coding Change form (see Appendix F) to the coding office for completion. The coding office will provide these cases to the coding staff for review and coding correction if appropriate, and return the form to the billing office within four working days. The ancillary department will also be consulted for review of rejected claims when their input is required. The billing office will process rejected claims according to guidance in the UBO Manual. The billing supervisor will maintain a Rebilling Log form to document the process. The rebilling Log form will distinguish between inpatient and outpatient rebilling activity. This distinction provides a method to identify trends at their source of origin. Rebilling logs will be maintained by the billing supervisor and reported to the compliance officer on a quarterly basis. The report will identify trends and actions taken to correct identified problems. Appendix F provides rebilling log forms that are suitable for documenting this process.

     DDEAMC recognizes that diagnosis and procedural codes will not be changed without the consensus of the department that assigned the original codes. If there is disagreement between the coding and billing staff, the issue will be forwarded to the appropriate supervisor for resolution. When necessary, the appropriate supervisor will forward the issue to the compliance officer for resolution by the compliance committee.

     Appendix D provides a list of Guidelines for Policy and Procedure Development. The DDEAMC Compliance Committee will utilize these guidelines as an agenda to establish internal controls, to evaluate future compliance activities, and to include as part of a continuous process improvement program. For example, a policy may be established by the committee to address situations where a patient or physician requests to change codes inappropriately to ones that the patient’s insurance will accept.  

Documentation Requirements

     Claims will be submitted only when the appropriate documentation supporting them is present in the health record. The UBO Manual will be followed for claims documentation. Documentation of all physician and professional services will be monitored to asses if it is made according to regulatory standards and generally accepted documentation practices. The Coding Services Review Tool, completed weekly by coders and billers, addresses the necessary elements to evaluate compliance with the appropriateness of documentation.

     The health record must be made available for audit and review. An evaluation of appropriate documentation will include the following:

· Is the chief complaint and/or reason for the patient encounter documented?

· Is there a history and physical examination?

· Are all provided services documented?

· Does the documentation clearly explain why specific services, procedures, and supplies were provided?

· Does documentation clearly describe an assessment of the patient’s condition?

· Is there adequate information documented on the patient’s progress and treatment outcomes?

· Is the treatment plan documented?

· Does the plan for care include: treatments, medications, frequencies, dosages; referrals and consultations; patient and family education; and follow-up instructions?

· Are changes to the original treatment plan, including a rationale for changes, included in the documentation?

· Is there evidence of a medical rationale for services rendered?

· Does the health record support standards for medical necessity?

· Does the physician address abnormal test results?

· Are relevant health risk factors identified?

· Does the documentation support intensity of patient evaluation and treatment? Are the thought processes and complexity of this decision making documented?

· Is planned follow-up care documented?

· Is the level of care supported by documentation?

· Does documentation meet the criteria for the evaluation and management code billed?

· Is there a clearly evident assessment, clinical impression, or diagnosis?

· Do clinical reports include all relevant elements required by regulatory and accreditation agencies?

· Are health record entities dated and authenticated?

     The OIG’s Compliance Program Guidance for Hospitals states that “the documentation necessary for accurate code assignment should be available to coding staff.” However, there is as yet no federal requirement that states what health records must be present when the record is coded. DDEAMC recognizes that, if a particular record contains pertinent information related to the coding process, but is not made available to the coder, that this situation may be viewed as evidence of noncompliance. Every effort will be made to supply all of the documentation required to accurately code the patient encounter.

     DDEAMC strives to ensure timely completion of health records as stipulated by the Joint Commission on Accreditation of Healthcare Organizations. This organization’s standards for health records completion will include consideration for documentation needed for coding purposes. In general, DDEAMC strives to document provided services at the time the service is provided or as soon afterwards as is possible.

     Codes will be based on physician documentation contained in the body of the actual health record. Any notes, physician query forms, or other documents that are not a part of the patient’s permanent health record will not be used for coding purposes. Physician clarification will be sought whenever documentation is unclear or conflicting. Coding staff will be authorized to contact a physician directly regarding a record that he or she is coding.

     Physician query forms may be developed and used by coding staff to contact physicians for clarification. Contact information for the coding professional will be provided in the event that the physician requires further discussion with the coder. Instructions to document the necessary information in the health record will be included on the query form to assist the physician in the documentation process. DDEAMC coding professionals will take special care to clearly and concisely write their queries to avoid “leading” the physician to provide a particular response. This aspect of using query forms will be included in coder training and emphasized by the coding supervisor on a regular basis. Query forms may also be used as a valuable tool to improve the quality of documentation, to ensure complete and accurate documentation, and to enhance the continuous quality improvement and data quality processes. 

     When communication between a physician and a coder results in identification of a documentation deficiency, the deficiency will be corrected. When documentation deficiencies are determined before a patient health record is completed (i.e. while the patient is still in-house or the discharge summary is not completed), the physician should provide the necessary documentation to support the coding assignment in the active patient record. When physician clarification of a coding issue is obtained after the health record is completed, he or she will document the necessary information in an addendum to the health record and sign and date the addendum. Any addendums will be maintained as a part of the permanent health record.

     DDEAMC will designate a physician to provide guidance to the coding staff on clinical issues and to serve as a liaison with the medical staff for compliance issues. This physician will also serve on the compliance committee.

Payment Policies

     DDEAMC will document all efforts to comply with applicable payment statutes, regulations, and federal healthcare requirements. The UBO Manual is the primary resource for guidance regarding payments. When advice is requested from an agency charged with administering a healthcare program, the billing office (or other requester) will document and retain a record of the request and any written or oral response. A log of oral inquiries between DDEAMC and third party payers (government and private payers) will be maintained by the appropriate supervisor to demonstrate this organization’s compliance efforts. DDEAMC understands that these records could become relevant in subsequent investigations that evaluate whether the organization was reasonable in its reliance on advice. These records will also demonstrate if DDEAMC exercises diligence in developing policies and procedures to implement the advice. A summary of requests for advice will be compiled by the supervisor and reported to the compliance officer when necessary.

     When submitting a claim for reimbursement, payment policies take precedence. If a payer has a policy that clearly conflicts with official coding rules or guidelines, the billing office will make every effort resolve the issue with the payer. The first step will be to determine if the problem relates to coding or coverage. If it is determined that the problem is not related to coverage and does involve a conflict between a payer requirement and the official rules/guidelines, the billing office will contact the payer and attempt to explain the problem. It is preferable to make contact by written correspondence, which generates a document to demonstrate compliance efforts, and to include the applicable coding rule/guideline in the correspondence. If the payer changes its policy, then the problem is resolved. If the payer refuses to change its policy, attempts should be made to obtain a written copy of the policy. If the payer refuses to provide a written copy, all contacts with the payer should be documented, to include names, dates, times, and content of discussions. The occurrence will be added to the Billing Log and the issue will then be forwarded to the DDEAMC CJAG representative in a summary format. A file of all contacts with insurance providers will be maintained by the billing office.

Medical Necessity

     DDEAMC recognizes that some third party payers will not pay for any items or services it does not consider to be reasonable and necessary for the diagnosis or treatment of illness or injury that was coded for a patient encounter. This organization will determine medical necessity, for billing purposes, first by determining if services provided are covered or non-covered by the payer. Services that are non-covered are never covered by that payer, regardless of the diagnosis code. The UBO supervisor is responsible for ensuring that the billing office has necessary and updated information regarding health plan policies and coverage provided by the payers that DDEAMC bills.

     Covered services can be judged as either medically necessary or unnecessary, but the definition of medical necessity differs across payers. DDEAMC coding and billing staff will review and understand the definitions of medical necessity as set forth by each of the payers it conducts billing with. DDEAMC will submit claims for reimbursement only when they meet the medical necessity standard of the applicable payer and are for services that were ordered by a physician or other appropriately licensed individual.

     The physician ordering a service or diagnostic test is responsible for providing diagnostic information to justify the order. The physician liaison to the compliance committee will provide physicians with education on the reasons why they are required to provide diagnostic information when ordering. Emphasis will be made during education that the diagnostic information provided must accurately reflect the patient’s condition and be supported by documentation in the health record. It is this organization’s policy that it is never appropriate to simply select a payable diagnosis in order to ensure that the test or service will be reimbursed.

Arrangements with Consultants

     DDEAMC does not, at this time, utilize a coding consultant. However, the future possibility of arrangements with consultants does exist. Should DDEAMC seek a coding and/or billing consultant service, the requesting functional area will prepare an evaluation of the consultant service. The requestor will carefully evaluate the following elements:

· The background of the firm’s management staff

· Experience and qualifications of its personnel

· The continuing education requirements for its staff

· Mechanisms in place that the firm uses to monitor the quality of its work, how quality is measured, and what are its accuracy standards

· Determine if the firm has a corporate compliance plan and evaluate it for consistency with the DDEAMC compliance plan

· How the firm is reimbursed for services

     References and specific qualifications of the individual(s) responsible for conducting the work will also be checked thoroughly. At least three consultant services (if available) will be evaluated. The requesting area will document these elements and forward the report and a recommendation to the compliance officer, who will report the findings to the compliance committee. The executive committee will have final authority to approve or disapprove a request for a consultant service.

     The firm providing service should have its own compliance program. If it does, the program will be evaluated for consistency with the DDEAMC compliance program. If the firm does not have a compliance program, the firm’s representative will be required to sign an agreement attesting that any personnel assigned to DDEAMC for the purpose of coding or billing activities will abide by the elements of the DDEAMC compliance plan. Additionally, the consulting firm will be required to report all identified errors to the organization, not just those resulting in increased reimbursement. The JAG office, therefore, will be consulted by the compliance officer to ensure that contractual agreements are legitimate and meet the requirements of the DDEAMC compliance plan. 

     The consultant must provide appropriate official references for all recommendations to change codes or DRG assignments. If the consultant cannot provide a reference to support the recommended change, or if ambiguity exists if the cited reference supports the recommendation, an official source (as described previously) will be consulted. DDEAMC policy and procedure will stipulate that it has the right to refuse to implement a consultant’s recommendation when it can demonstrate that the consultant’s advice conflicts with official coding and billing guidelines or regulatory requirements.

Retention of Records

     MEDCOM regulations regarding procedures to address the creation, distribution, retention, storage, retrieval, and destruction of all types of documents that are generated as a result of compliance activities will be followed as part of this compliance plan.. Types of documents include health records, claims documents, and compliance documents. Health records and claims documentation will be retained according to applicable federal and state law and regulations that directly apply to DDEAMC. The compliance committee, the compliance officer, the functional departments and supervisors, and all staff members associated with this compliance plan will adhere to MEDCOM regulations pertaining to retention of records.

     The system for maintaining all records necessary to demonstrate the integrity of DDEAMC’s compliance process, and confirm the effectiveness of the program, will be evaluated by the compliance committee on a quarterly basis. Documents that the compliance committee will consider include: employee certifications of training; copies of compliance training materials; reports of investigations; disciplinary actions taken; relevant correspondence with insurance carriers, HCFA, private health insurers, and any other official or business related sources of correspondence; and documentation of any other compliance initiatives that are developed.

     DDEAMC has established policies and procedures designed to ensure that the integrity of the information generated by the organization is maintained and will ensure that records can be easily located and accessed. A back-up system of information storage will be considered to prevent the loss of information.

Confidentiality

     Policies and procedures to ensure the confidentiality and privacy of financial, medical, personnel and other sensitive information that currently exist at DDEAMC will be adapted to ensure that confidentiality of information pertaining to this compliance program is maintained. DDEAMC currently strives toward HIPPA compliance regarding confidentiality, for both electronic and hard copy records. IMD will be consulted by the compliance committee to ensure that confidentiality of patient and administrative information is maintained.

Compliance as an Element of Performance Review

     DDEAMC managers and supervisors will inform coding and billing staff that strict compliance with all policies and requirements is a condition of employment. Supervisors are responsible for developing performance standards that accurately evaluate coders and billers and identify areas for improvement. The tools provided by this compliance plan (discussed in their appropriate sections) will be used to identify areas for improvement. In the case of outsourced staff, the company employing the staff will also be informed about this condition of employment, and this condition will become a part of the service contract. Managers and supervisors will be expected to clearly explain to their staff the consequences of violating policies and regulatory requirements. Fulfillment of these managerial responsibilities will be included in manager’s and supervisors’ performance evaluations.

Training and Education

     DDEAMC recognizes that proper training and education of managers, supervisors, employees, physicians, and independent contractors, and the continuous retraining of current personnel at every level, are important elements of an effective compliance program. DDEAMC PAD and DDEAMC Hospital Education and Training are responsible for planning, coordinating and providing compliance related education and training. Participation in stipulated training programs provided by DDEAMC is a condition of continued employment. Education and training for specific functional areas will be provided upon initial employment and annually as outlined in Appendix H. Failure to comply will result in disciplinary action or possible termination of employment. Participation in training will also be a factor in performance evaluation.

     All employees associated with DDEAMC’s compliance program will receive initial training on the features of the compliance program that pertain to their functional area so that they understand what compliance is, its importance, their role in maintaining compliance through application of standards, and their obligation to report potential violations according to this compliance plan. Employees will also be educated on the mechanisms available to them for reporting potential violations. 

     All newly employed coding and billing employees will receive extensive training on the DDEAMC compliance program. Key components of the program will be communicated prior to beginning their job responsibilities. At the discretion of the DDEAMC compliance officer, random reviews of coding and billing practices may be conducted to ensure comprehension of, and adherence to, the DDEAMC compliance program. Experienced coding staff will be encouraged to mentor less experienced staff. Structured coding and billing seminars, self-study programs, or computer-based training programs will be identified and provided by DDEAMC leadership. DDEAMC will ensure every effort to provide training opportunities to the coding staff, physicians, other health care professionals, and appropriate billing and ancillary department staff.

     Training will address (as appropriate for the target audience) acceptable documentation practices, accurate coding practices, and regulatory requirements pertaining to coding, billing, and documentation. DDEAMC will stress the fact that it is a compliance violation to manipulate, fabricate, or omit information to falsely support medical necessity. Staff and clinicians will be encouraged to suggest methods to improve coding accuracy and documentation. DDEAMC will also emphasize to healthcare professionals the impact that their documentation has on clinical, operational, and financial aspects of healthcare delivery at DDEAMC.

Qualifications for Coding Positions

     DDEAMC maintains job descriptions that outline the necessary qualifications and responsibilities for each coding position that relates to this compliance plan. Health care providers (i.e. physicians, licensed practitioners, etc.) will be provided training, references and resources pertaining to current classification systems. Other positions with responsibility for coding, even when coding is only a small portion of the individual’s responsibilities, will include formal training in the following areas:

· Anatomy and physiology

· Medical terminology

· Pathology and disease processes

· Pharmacology

· Health record format and content

· Reimbursement methodologies

· Conventions, rules, and guidelines for current classification systems (ICD-9CH, CPT)

     Coding staff must also be able to apply the competencies AHIMA has identified for inpatient and ambulatory coding. These competencies will be incorporated into coding education and training.

     DDEAMC recognizes that successful completion of an educational or coding certificate program does not, in itself, establish the level of coding competency necessary for many coding positions at this facility. This organization’s goal is to establish and maintain a coding staff that meets the competencies based on educational programs that are accredited by AHIMA, which are required to adhere to established curriculum standards.

Human Resources

     An effective compliance program requires adequate resources to ensure requirements are met. Personnel requirements and productivity are important to monitor in order to ensure accurate coding. Insufficient personnel may result in lowered productivity, poor data quality, decreased claims processed, and increased exposure to fraud, abuse and waste. An organization needs a method to determine personnel requirements in order to accomplish the expected workload and to provide a means to monitor productivity over time. The compliance plan for DDEAMC includes a method for determining and monitoring personnel requirements that is compatible with methods currently used by TMA and MEDCOM. The tool incorporates actual workload accomplished at DDEAMC, which makes it more appropriate for this particular facility and reduces some of the variables that might otherwise affect results. Two formulas to evaluate coding and billing personnel requirements are part of this compliance plan. Coding and billing supervisors will evaluate their human resource requirements annually and determine if actual human resources available have a relationship (positive or negative) to effective compliance.

     The coder requirement formula starts with the previous year DDEAMC SADR encounters divided by 200, which is the TMA recommended number of records an outpatient coder can process per day. This calculation provides the number of required man days needed to process the annual encounters. The man days are then divided by 217.5, which represents the number of days available that one person can work in one year. This second calculation gives the coder requirement based on facility workload. The formula looks like this:

# DDEAMC SADR Encounters FY01 / 200 / 217.5

The formula is simplified by recognizing that the records processed per day (200) multiplied by the number of days available that one person can work in one year (217.5) is equal to the number of annual encounters per FTE. The simplified formula looks like this:

SADR Encounters FY01/43,500

Another way to express 43,500 is the number of annual encounters per FTE.

     The biller requirement formula is similar, except that it starts with the previous year number of claims processed divided by the MEDCOM UBO standard for annual encounters per FTE.

     The MEDCOM standard for annual encounters per FTE is 1,727 claims per year per FTE. The formula looks like this:

DDEAMC annual claims processed FY 01 / 1,727

This calculation provides the number of billers required by the organization.

     These coding and billing requirements formulas are valuable tools to monitor the effects of changing workload on compliance. For example, compliance plan audits may indicate an increased incidence of poor data quality, coding errors or inaccurate claims submitted. Assuming an experienced and stable coding and billing staff, a recalculation of coder and biller requirements may indicate that requirements are insufficient compared to workload, resulting in decreased compliance. Because there are separate formulas for coders and billers, the analysis has potential to indicate where the deficiency originated. This type of analysis may provide management an element of justification to acquire more coders or billers, depending on where the need is identified.

Communication
     DDEAMC supervisors will encourage and support employees to report perceived compliance violations. All reports of perceived violations will be documented by the appropriate supervisor and forwarded to the compliance officer so that this organization can demonstrate that reports are promptly investigated and appropriate corrective action is taken. Employees will be encouraged to report violations to their supervisor in an environment that does not cause the employee to become less likely to report issues. Employee training will include the established mechanism for employees, physicians, and contractors to report issues and to receive clarification on policy, procedure, elements of the compliance program, or answers to billing or coding questions. The process will identify a designated resource person to contact. Depending on the nature of the inquiry, clarification may be shared will other staff members and incorporated into on-going training, particularly if several employees require clarification on similar issues.

     The compliance officer will complete an initial Compliance Audit Checklist, and thereafter complete an annual checklist, to determine if mechanisms of this compliance plan are in place and to that ensure all affected staff are informed of payment policies, regulatory changes, new guidelines, and other important information. Criteria for compliance will demonstrate that affected staff are made aware of any policy or regulatory changes before the effective date of the change. The compliance officer will also evaluate the quarterly Compliance Audit Checklists completed by the functional area supervisors. 

     All documents containing regulatory information affecting coding will be maintained with the coding resources at the functional area and will be presented at regularly scheduled staff meetings. Additionally, all policy and regulatory changes will be presented at the monthly compliance committee meetings.

Auditing and Monitoring

     DDEAMC will conduct appropriate auditing and monitoring to ensure compliance and adherence to the organization’s policies and procedures. This organization understands that auditing and monitoring are necessary to identify areas of potential risk and areas to focus additional education. Operations will be examined with respect to both potential areas of risk and to those identified by the OIG as target areas.

     Coding and billing supervisors will ensure that risk assessment is accomplished on an on-going basis by implementing a process where each coder evaluates another coder for compliance. Each coder will be responsible for evaluating one other coder on a weekly basis. Supervisors will ensure that all coders are audited each week. Coders will be provided all necessary documentation, and adequate scheduled time, to accomplish at least one weekly compliance audit for another coder. The supervisors will collect these audits, evaluate them, and identify areas for improvement. The supervisor will submit findings to the compliance officer for review by the compliance committee.

     Three tools are provided to conduct weekly audits (see Appendix F):

· Coding Services Review Tool

· Compliance Audit Form

· Ambulatory Coding Review Worksheet

The billing supervisor and billers will also follow this weekly audit plan, but will include the Uniform Billing Form 92 (UB 92) as additional documentation to be audited weekly.

     DDEAMC will use the Compliance Audit Checklist Template (see Appendix E) as its primary tool to monitor that audit processes are in place. The Compliance Audit Checklist Template is one of the elements of the Internal Control Review for this compliance plan. This checklist covers the main points of TPC, MSA, and MAC programs. DDEAMC recognizes the importance of objectivity when conducting audits for compliance purposes. To establish objectivity, the coding supervisor will conduct quarterly checklist audits for the billing office. The billing supervisor will conduct quarterly checklist audits for the coding functionality.  The compliance officer will conduct checklist audits at least annually for both functionalities. Non-compliant areas will be identified and reported to the appropriate supervisor. The supervisor will prepare an explanation, with a plan for correction of any problems, to the compliance officer for review.

     The Compliance Audit Checklist is meant to be an internal tool and can be used to identify high-risk areas for process improvement. The audit checklist can also be utilized in business case analysis and reengineering initiatives for the Uniform Business Office. This checklist may be found on the UBO website at: http://www.tricare.osd.mil.

     DDEAMC expects that all DoD personnel and agents mirror the high standards set forth in these guidelines and that coding and billing actions consistently reflect the intent of the ethical guidelines contained in the checklist. The goal is to consistently demonstrate that personnel act with integrity in the way work is accomplished and that functional areas establish and maintain appropriate business practices to prevent fraud, abuse and waste.

     Compliance will also be monitored through periodic audits and regular monitoring, using other tools as frequently as determined necessary by the compliance officer and compliance committee. Through evaluation of risk assessment, weekly and monthly audits and other reporting mechanisms, the compliance committee will determine the need to incorporate more extensive auditing and monitoring processes by employing more sophisticated tools. The appropriate tool will be selected based on the identified process that requires improvement. The following is a complete list of auditing and monitoring tools that this compliance plan provides to the organization (see Appendix F):

· Ambulatory Coding Review Worksheet

· Coding Audit Review Sheet

· Coding Audit Summary

· Coding Services Review Tool

· Compliance Audit

· Compliance Coding Review Daily Worksheet

· Rebilling Log Inpatient Services

· Coding Compliance Review - Inpatient Summary

· Rebilling Log Outpatient Services: Non-Medicare

· Coding Compliance Review - Outpatient Summary

· Compliance Coding Review Pre-bill Review Form

· Rebilling Log

· Rebilling Summary Coding Change

· Statistics for Coding Quality Monitoring

· Rebilling Log Inpatient Services

     These forms are designed to assist with analyzing compliance, coding accuracy, trends, deviations, risk assessment, billing activity, and overall analysis of the compliance program. They are also valuable tools to provide the necessary documentation that will demonstrate DDEAMC’s efforts to comply. Suggestions and recommendations regarding the use of these tools may be found in AHIMA’s Health Information Management Compliance: A model program for healthcare organizations.
     DDEAMC recognizes that the use of these tools may become very resource intensive. One intent of this compliance plan is that the compliance committee closely evaluates the necessity to commit scarce resources for evaluation purposes, based upon a systematic review of pertinent non-compliance findings. The tools and processes discussed in previous sections of this plan are sufficient to identify significant compliance issues. Additional tools should be selected based upon their ability to provide information that allows for a focused analysis of identified compliance issues, but does not interfere with the compliance mission.

     Statistical analysis may be applied to the data generated by some of these compliance tools. The use of statistical sampling will help provide an early detection system of risks and vulnerabilities and ultimately improve the effectiveness of this compliance program. The tools designed for evaluating coding accuracy will assist to achieve the four factors that contribute to data quality; reliability, validity, completeness and timeliness. The summary forms are excellent tools for review by supervisors, the compliance officer and the compliance committee.

Enforcement

     The compliance committee is responsible for analysis of all issues presented at monthly meetings, developing recommendations for improvement, documenting conclusions in the compliance committee minutes, and forwarding issues to the executive committee when appropriate. Recommendations will be disseminated to the appropriate area for implementation of process improvement activities. Each functional area that receives these recommendations will incorporate them into their policies, training and monitoring processes.

     The DDEAMC compliance committee will develop and institute appropriate and consistent disciplinary mechanisms for employees or physicians who violate the standards of conduct, policies and procedures, or federal or state laws, or have otherwise engaged in wrongdoing. Any noncompliant behavior that is attributable to an employee’s negligence or reckless conduct will result in disciplinary action. After a violation is detected, DDEAMC will take all reasonable steps to respond appropriately and take action to prevent similar offenses in the future. Responses to violations will be consistent, that is, all levels of employees will be subject to the same disciplinary action for the commission of similar offenses. Adherence to the provisions of the compliance program will also be a factor in the employee’s annual performance evaluation.

Problem Solution and Corrective Action

     When a potential problem or unusual trend is identified, the compliance officer will initiate an internal investigation to determine the cause, scope, and severity. A statistically valid random sample of cases will be reviewed to determine if the problem is isolated, widespread, or ongoing. When a trend or problem is evident, analysis will determine if the cause is related to clinical factors, coding practices, regulatory changes, change in patient mix, or any other factors that may have an influence on the finding. Records of the investigation will include:

· Documentation of the alleged violation

· A description of the investigative process

· Copies of notes from interviews with staff, physicians, or external entities.

· Copies of key documents (e.g. pertinent coding guidelines).

· A log of the people interviewed and the documents reviewed

· The results of the investigation (e.g. disciplinary or corrective action taken)

Records of the investigation will be maintained by the compliance officer and reviewed monthly by the compliance committee.

     If a reasonable explanation for the problem is found, the reason will be documented by the originating office, along with any evidence and official resources to support the reason. This documentation will be readily producible in the event of a fraud or other investigation.

     If the problem is determined to be related to improper coding, the compliance officer, in conjunction with the UBO supervisor, will determine if overpayments resulted. Staff will be interviewed to determine how the pattern or problem started. Whenever an overpayment results, it will be reported to the compliance officer for further action according to policy. The compliance committee will evaluate overpayment resolution to determine if corrective actions are appropriate.

     Corrective actions will be promptly initiated and supervisors will ensure that the identified problem does not recur. Corrective action policy will consider new or revised policies and procedures, additional education, disciplinary action, or additional audits of identified risk areas. Follow-up audits will be conducted to evaluate the effectiveness of the selected corrective action. Corrective actions will be documented in the compliance committee minutes and an appropriate follow-up time to review the outcome will be established and documented.

Appendix A

     The Official Coding Guidelines, published by the Cooperating Parties  (American Hospital Association, American Health Information Management Association, Health Care Financing Administration and National Center for Health Statistics), should be followed in all facilities regardless of  payment source in conjunction with DoD guidelines. The standards below were developed by American Health Information Management Association (AHIMA) Council on Coding and Classification, and approved by the AHIMA Board of Directors, to give medical coders ethical guidelines for performing their tasks. They have been adopted by DoD and will be incorporated into the DDEAMC Compliance Plan. 

Official Coding Guidelines

1. Diagnoses that are present on admission or diagnoses and procedures 

            that occur during the current encounter are to be abstracted after a 

            thorough review of the entire medical record.  Those diagnoses not 

            applicable to the current encounter should not be abstracted.

2. Selection of the principal diagnosis and principal procedure, along 

            with other diagnoses and procedures must meet the definitions of the 

            Uniform Hospital Discharge Data Set (UHDDS). 

3. Assessment must be made of the documentation in the chart to ensure 

            that it is adequate and appropriate to support the diagnoses and 

            procedures selected to be abstracted. 

      4.   Medical record coders should use their skills, their knowledge of 

            ICD-9-CM and CPT, and any available resources to select diagnostic and 

            procedural codes. 

      5.   Medical record coders should not change codes or narratives of codes so 

            that the meanings are misrepresented. Nor should diagnoses or procedures 

            be included or excluded because the payment will be affected.  Statistical 

            clinical data is an important result of coding, and maintaining a quality 

            database should be a conscientious goal. 

      6.   Physicians should be consulted for clarification when they enter 

            conflicting or ambiguous documentation in the chart. 

      7.   The medical record coder is a member of the healthcare team and, as 

            such, should assist physicians who are unfamiliar with ICD-9-CM, CPT or 

            DRG methodology by suggesting resequencing or inclusion of diagnoses or 

            procedures when needed to more accurately reflect the occurrence of events 

            during the encounter. 

      8.   The medical record coder is expected to strive for the optimal payment 

            to which the facility is legally entitled, but it is unethical and illegal 

            to maximize payment by means that contradicts regulatory guidelines. 

      *The above was excerpted from AHIMA Handout #24 Quality Healthcare through 

      Quality Information. 
 AHIMA Standards of Ethical Coding

     In this era of payment based on diagnosis and procedural coding, the professional ethics of health information coding professionals continue to be challenged. A conscientious goal for coding and maintaining a quality data base is accurate clinical and statistical data. The following standards of ethical coding, developed by the AHIMA Coding Policy and Strategy Committee and approved by the AHIMA Board of Directors, are provided to guide all professionals involved in the coding process.

1. Coding professionals are expected to support the importance of accurate, complete, and

      consistent coding practices for the production of quality healthcare data.

2. Coding professionals in all healthcare settings should adhere to the ICD-9-CM (International Classification of Diseases, 9th revision, Clinical Modification) coding conventions, official coding guidelines approved by the Cooperating Parties*, the CPT (Current Procedural Terminology) rules established by the American Medical Association, and any other official coding rules and guidelines established for use with mandated standard code sets. Selection and sequencing of diagnoses and procedures must meet the definitions of required data sets for applicable healthcare settings.

3. Coding professionals should use their skills, their knowledge of the currently mandated coding and classification systems, and official resources to select the appropriate diagnosis and procedural codes.

4. Coding professionals should only assign and report codes that are clearly and consistently supported by physician documentation in the health record.

5. Coding professionals should consult physicians for clarification and additional documentation prior to code assignment when there is conflicting or ambiguous data in the health care record.

6. Coding professionals should not change codes or the narratives of codes on the billing abstract so that the meanings are misrepresented. Diagnoses or procedures should not be inappropriately included or excluded because the payment or insurance policy coverage requirements will be affected. When individual payer policies conflict with official coding rules and guidelines, these policies should be obtained in writing whenever possible. Reasonable efforts should be made to educate the payer on proper coding practices in order to influence a change in the payer’s policy.

7. Coding professionals, as members of the health care team, should assist and educate physicians and other clinicians by advocating proper documentation practices, further specificity, resequencing or inclusion of diagnoses or procedures when needed to more accurately reflect the acuity, severity and the occurrence of events.

8. Coding professionals should participate in the development of institutional coding policies and should ensure that coding policies complement, not conflict with, official coding rules and guidelines.

Appendix B

Job Description for Compliance Officer

Title: Compliance Officer

Reports to: Deputy Commander for Administration

Minimum Qualifications: 

· Broad knowledge of ICD-9-CM and CPT coding principles and guidelines

· Broad knowledge of reimbursement systems

· Broad knowledge of federal, state, and payer-specific regulations and policies pertaining to documentation, coding, and billing

· Strong managerial, leadership, and interpersonal skills

· Excellent written and oral communications skills

· Broad knowledge of medical diagnostic terminology

· Excellent analytical skills

· Excellent statistical analysis skills

Preferred Qualifications:

· RHIA or RHIT

· CCS preferred (CCS-P for ambulatory services)
· Two to four years of hospital coding experience (ambulatory coding experience for ambulatory services)
Responsibilities:
· Oversees and monitors implementation of the compliance program

· Develops and coordinates educational and training programs regarding required elements of the compliance program, such as appropriate documentation and accurate coding, to all appropriate personnel, including coding staff, physicians, billing personnel, and ancillary departments

· Maintains attendance rosters and documentation (agenda, handouts, plans) for compliance training programs

· Ensures that coding consultants and other contracted entities (e.g. outsourced coding personnel) understand and agree to adhere to the organization’s compliance program

· Conducts regular audits and coordinates ongoing monitoring of coding accuracy and documentation adequacy

· Provides feedback and focused educational programs on the results of auditing and monitoring activities to affected staff and physicians

· Conducts trend analysis to identify patterns and variations in coding practices and case-mix index

· Compares coding and reimbursement profile with national and regional norms to identify variations requiring further investigation

· Reviews claim denials and rejections pertaining to coding and medical necessity issues and, when necessary, implements a corrective action plan, such as educational programs, to prevent similar denials and rejections from occurring in the future

· Conducts internal investigations of changes in coding practices or reports of other potential problems related to coding

· Initiates corrective action to ensure resolution of problem areas identified during an internal investigation or auditing/monitoring activity

· Reports noncompliance issues detected through auditing and monitoring, nature of corrective action plans implemented in response to identifies problems, and results of follow-up audits to the Deputy Commander for Administration

· Receives and investigates reports of compliance violations and communicates this information to the Deputy Commander for Administration

· Recommends disciplinary action for violation of the compliance program, the organization’s standards of conduct, or coding policies and procedures to the Deputy Commander for Administration

· Ensures the appropriate dissemination and communication of all regulation, policy, and guideline changes to affected personnel

· Serves as a resource for department managers, staff, physicians, and administration to obtain information or clarification on accurate and ethical coding and documentation standards, guidelines, and regulatory requirements

· Monitors adherence to the compliance program

· Serves on the compliance committee

· Recommends revisions to the compliance program to improve its effectiveness

Appendix C

Sources of Benchmarking Data

Health Care Financing Administration (HCFA) Public Use Files

http://www.hcfa.gov/stats/stats.htm
HCFA CPT Procedure Code Utilization by Specialty

http://www.hcfa.gov/stats/resource.htm
American Hospital Directory Analysis of facility- specific financial and DRG data
http://www.ahd.com
The Center for Healthcare Industry performance Studies

Hospital benchmarking and profiling products

Telephone: 800-859-2447

National Center for Health Statistics

Data Warehouse

http://www.cdc.gov/nchswww/nchshome.htm
National Health Information Resource Center

Links to 60 health data sites

http://www.nhirc.org
The National Association of Health Data Organizations

Two books with information on health data sources: State Health Data Resource Manual: Hospital Discharge Data Systems and A Guide to State-level Ambulatory Care Data Collection Activity
http://www.nahdo.org
Appendix D

Guidelines for Policy and Procedure Development

     The DDEAMC compliance program will utilize the compliance committee to monitor and evaluate policies and procedures that promote continuous process improvements. The following questions will serve as a guide to the compliance committee in order to ensure that policies and procedures contribute to an effective level of compliance. DDEAMC recognizes that this list is not all inclusive and will develop over time.

· What is the organization’s process for coding a health record?

· What is the appropriate course of action to take when a coding situation is not explicitly addressed in official coding guidelines?

· What is the appropriate course of action observes abnormal test results or other findings on a report that have not been addressed in the physician documentation?

· What action should be taken when inconsistent or conflicting documentation appears in the health record?

· What is the best process to query a physician for clarification of a diagnosis or procedure and ensuring that the physician adds any necessary information to the health record?

· What is the proper method to amend health record documentation or adding information to the health record after conclusion of the patient encounter?

· How are disputes resolved with providers? Should we have a physician advisor who can provide guidance to coders on clinical issues and serve as a liaison between coders and physicians?

· What is the process for resolving coding questions or disagreements with other coders, supervisors, payers, consultants, and others?

· What is the best course of action when the coded service involves a new devise or technology that is not addressed in the classification system?

· What is the appropriate action if a code cannot be assigned for any reason?

· How effective are the auditing and monitoring tools in their ability to identify trends and develop appropriate process improvements?

· Is there a procedure in place to allow for coding of incomplete health records?

Appendix E

Compliance Audit Checklist

Note: If the answer is indicated in the shaded area, please explain in the space provided at the end of the Audit Checklist. The checklist should be maintained in the compliance binder along with any implementation plan for process improvements to correct discrepancies or improve business operations.

	No.
	Question
	Yes
	No

	1.
	Does the Military Treatment Facility (MTF) have written standards for employees to address fraud and abuse violations for federal, state, and third party health care programs?
	
	

	2.
	Does the MTF have written standards for claims documentation and fraud prevention for the UBO staff?
	
	

	3.
	Does the MTF provide annual job-related education and training for all UBO personnel?
	
	

	4.
	Does the MTF have written standards specifying clinical documentation requirements for the assignment of a code (e.g., CPTs, ICD-9-CM, etc.)?
	
	

	5.
	Do audits and monitoring of the UBO occur on a scheduled recurring (at least quarterly) basis?
	
	

	6.
	Are the outcomes of audits and monitoring used as the primary criteria for evaluating the work performance of the UBO staff?
	
	


Internal Management Control

	No.
	Question
	Yes
	No

	1.
	Do any coders also perform billing functions simultaneously?
	
	

	2.
	Do any billers also perform coding functions simultaneously?
	
	

	3. 
	Are procedures in place to assure separation of coding and billing functions?

(only need to address if answer to either of first 2 questions was “yes”)
	
	

	4.
	Are the applicable current OASD (Comptroller) published medical and dental rates used for billing eligible beneficiaries and third party payers?
	
	

	5.
	Are there policies and procedures in place regarding the creation, distribution, retention, storage, retrieval and destruction of documents related to the billing and coding process?
	
	


Third Party Collection Program (TPCP)

	No.
	Question
	Yes 
	No

	1. 
	Are all potentially billable beneficiaries interviewed to obtain employment and insurance information?
	
	

	2. 
	Are UBO personnel and other staff collecting insurance information receiving ongoing training in interviewing techniques?
	
	

	3. 
	Are interviews documented on DD Form 2569, Third Party Collection Program – Insurance Information, and kept current in the patient record?
	
	

	4. 
	Are all DD Forms 2569 indicating billable insurance reviewed and benefits/amount of coverage verified with the payers and the results documented in both automated systems (CHCS & TPOCS)?
	
	

	5. 
	
	
	

	6. 
	Are procedures in place to ensure pre-certification/pre-authorization actions occur and are documented?
	
	

	7. 
	Are all valid denials and refunds approved by the TPCP/Uniform Business Office (UBO) Manager or designated authority and appropriately and timely made?
	
	

	8. 
	Are appropriate insurance files maintained after discharge or ambulatory treatment to include DD Form 2569, copy of bill, copy of checks received, copy of correspondence and/or phone conversations, a copy of the concurrent review and continued stay review documentation, and a copy of the Explanation of Benefits (EOB)?,
	
	

	9. 
	Are claim files maintained for the time period, and in the manner required by DoD 6010.15-M, the UBO Manual?
	
	

	10. 
	Are all claims for which payment is delinquent documented with actions taken and entered into a suspense file for follow-up actions?
	
	

	11. 
	Are clear and complete audit trails maintained on all claims forwarded to the appropriate RJA office for pursuit of invalid denials and medical affirmative claims?
	
	

	12. 
	Is there a master file maintained on major employers, payers

,and HMOs in the area, and the specific benefits of such plans?
	
	

	13. 
	What are the 3 most common reasons for denial of claims since the last audit? 


	
	

	14. 
	When is follow-up of partially paid or denied claims begun for inpatient _______________ and outpatient ____________?
	
	


Medical Services Account (MSA)

	No.
	Question
	Yes
	No

	1. 
	Is the Medical Services Account Officer  (MSAO) appointed by written order of the MTF Commander?
	
	

	2. 
	Are Deputy MSAOs/-Assistant MSAOs, if required, appointed in writing by the MTF Commander?
	
	

	3. 
	Are procedures established for transfer of MSA accountability?
	
	

	4. 
	Is the MSAO accountable for any other appropriated fund or other Government property?
	
	

	5. 
	Are standard operating procedures established in writing for daily operation of the MSA office?
	
	

	6. 
	Is the organizational arrangement (separation of duties of biller, cashier, etc.) adequate to protect cash receipts?
	
	

	7. 
	Are DD Forms 7 and 7A prepared monthly and reflect TPC balance billing?
	
	

	8. 
	OCONUS (may apply to some CONUS locations):  Are outpatient charges for civilians collected in advance of treatment except in case of emergency?  (note that this item can be deleted under itemization and DoD 6010.15-M update)
	
	

	9. 
	When outpatient charge is not collected in advance, does the MSAO approve extension of payment period?
	
	

	10. 
	Does the MSAO have established follow-up procedures for collecting delinquent accounts?
	
	

	11. 
	Does the MSAO maintain a control register of assigned serial numbers of forms stored, issued to, and returned by the dining facility cashier?
	
	

	12. 
	Are adequate security containers available to safeguard Medical Services Account (MSA) funds and documents?
	
	

	13. 
	Are MSA cash collections deposited with the designated depository within 24 hours or the next business day?
	
	

	14. 
	Is cashing checks in excess of the person’s debt prohibited?
	
	

	15. 
	Are current procedures established to ensure collections are distributed to the appropriate account and reconciled regularly with DFAS or MTF financial office?
	
	


Medical Affirmative Claim (MAC)

	No.
	Question
	Yes
	No

	1. 
	Is there a system in place to identify and report to the appropriate Recovery Judge Advocate (RJA)/Staff Judge Advocate (SJA): 
	
	

	2. 
	(1) inpatient treatment;
	
	

	3. 
	(2) outpatient treatment; 
	
	

	4. 
	(3) supplemental care payments or other payments for care provided by a civilian source; and/or
	
	

	5. 
	(4) ancillary services ordered by an external provider, that are associated with an accident/trauma-related injury or illness (including active duty beneficiaries) for pursuing potential or ongoing Medical Affirmative Claims?
	                  
	

	6. 
	Are procedures in place to ensure the appropriate RJA/SJA is notified of (1) above?  Note that this can be performed using a variety of sources including, but not limited to:  DD Form 2569, list of admissions, copy of admission record, ADM form, clinic log, or other Service-specific Form/Log.
	
	

	7. 
	(1) 
	
	

	8. 
	(2) 
	
	

	9. 
	
	
	

	10. 
	
	
	

	11. 
	Is there a procedure in place to identify and report health care services for a non-federal employment related injury or illness (commonly referred to as workers’ compensation) to the appropriate RJA/SJA?
	
	

	12. 
	Are procedures in place to:
	
	

	13. 
	(1) identify patients with concurrent TPCP and MAC claims, 
	
	

	14. 
	(2) to pursue them simultaneously, and 
	
	

	15. 
	(3) to notify the appropriate RJA/SJA in a timely manner
	
	

	16. 
	(4) that a TPCP health insurance payment or denial is received on a concurrent MAC claim?
	
	

	17. 
	Is there ongoing documented training for the administration of the MAC program?
	
	

	18. 
	Does the MTF receive a periodic report from the appropriate RJA/SJA listing MAC claims closed without recovery and claims transferred to another RJA/SJA jurisdiction? 
	
	

	19. 
	Does the MTF receive and maintain a monthly report listing the patient’s name, sponsor’s SSN, and amount(s) deposited into the appropriate specified account? 
	
	

	20. 
	Are procedures in place to ensure MAC related claim forms are accurately completed by the MTF and provided to the RJA/SJA, with copies of pertinent medical records, in a timely manner?
	
	

	21. 
	Does the MTF maintain documentation supporting MAC claims after treatment or discharge as addressed in DoD 6010.15-M, the UBO Manual, Chapter 5, Paragraph C, “MTF Responsibilities,” regarding Internal Controls?, including, but not limited to:, 
	
	

	22. 
	(1)  UB92s
	
	

	23. 
	(2)  encounter forms
	
	

	24. 
	(3)  DD Forms 2569
	
	

	25. 
	Are procedures in place to ensure all requests from attorneys, insurance companies, and patients are screened for potential or ongoing Medical Affirmative Claims and these requests are forwarded to the RJA/SJA for release or approval for release?
	
	

	26. 
	Are procedures in place to ensure separation of duties, i.e., that MTF personnel performing MAC related billing functions are not also performing MAC related collection/deposit functions as addressed in DoD 6010.15-M, the UBO Manual, Chapter 5, Paragraph C, “MTF Responsibilities,” regarding Internal Controls?
	
	


Staff Performance and Training

	No.
	Question
	Yes
	No

	1. 
	How many coders does the facility employ? inpatient _____________

Outpatient________________
	
	

	2. 
	Of these coders, what is the level of credentialing? Write the number of those with this credentialing next to each block.

(  RHIA  (Registered Health Information Administrator)

(  RHIT  (Registered Health Information Technician) 

(  CCS-P  (Certified Coding Specialist—Physician-based)

(  CCS  (Certified Coding Specialist)

(  CPC   (Certified Professional Coder)

(  CPC-H  (Certified Professional Coder--Hospital)

(  Eligible for Credential

(  Limited or no training (mostly self-taught/on-the-job experience) 
	
	

	3. 
	Do all UBO personnel receive compliance training on at least an annual basis?
	
	

	4. 
	Is the training documented in each Staff Development Folder?
	
	

	5. 
	Do the job descriptions appropriately describe/define specific duties of UBO personnel?
	
	


Medical Records Documentation

	No.
	Question
	Yes
	No

	1. 
	Are medical records closed within 30 days?
	
	

	2. 
	Is the DD Form 2569 filed in the record?
	
	

	3. 
	Is the DD Form 2569 completed appropriately?
	
	

	4. 
	Is there a process in place to verify provider coding accuracy?
	
	

	5. 
	Is there coordination with the Data Quality Manager (or equivalent) when coding problems are identified?
	
	


Health Information Management

	No.
	Question
	Yes
	No

	1. 
	Is there an internal audit for data quality with the Information System (IS) data?
	
	

	2. 
	Does the bill accurately reflect the care documented in the IS?
	
	

	3. 
	Does the IS contain the current rates information?
	
	

	4. 
	Is there a mechanism for security to maintain the confidentiality of patient information/records?
	
	

	5. 
	Are the appropriate back-ups (i.e. monthly, weekly, daily) being performed in a regularly scheduled manner to ensure data integrity?
	
	

	6. 
	Can records be easily located and accessed within a well-organized filing or alternative retrieval system?
	
	


Billing

	No.
	Question
	Yes
	No

	1. 
	Does the bill accurately reflect the care documented in the medical record?  (Upcoding is the practice of using a billing code that provides a higher reimbursement rate than the code that actually reflects the service furnished to the patient)
	
	

	2. 
	If unbundling occurs (Occurs when a billing entity uses separate billing codes for services that have an aggregate billing code) is it appropriate to meet DoD billing guidelines?
	
	

	3. 
	Is there inappropriate upcoding?
	
	

	4. 
	Is there appropriate resolution of overpayment?
	
	

	5. 
	Are provider identification numbers used appropriately to prevent improper billing?
	
	

	6. 
	Are billing procedures appropriate to prevent duplicate billing?
	
	

	7. 
	Are there written policies or Standard Operating Procedures (SOPs) in place for handling billing errors and denials?
	
	

	8. 
	Is all billing current, to include a regular and frequent processing of bills to prevent backlogs (i.e. Daily or every other day)?
	
	

	9. 
	Is the HCFA 24-Hour Rule/1 Day Payment Window Rule followed?
	
	

	10. 
	When inpatients are transferred are the bills appropriately adjusted to reflect transfer in lieu of discharge?  Transferring MTF bills and collects full DRG (DRG wt x ASA rate = amount billed)
	
	


Multi-Site Billing

	No.
	Question
	Yes
	No

	1. 
	If the facility is contracting out the billing service (i.e., another facility or contractor is performing the billing and collection function), is the contracted facility or contractor (i.e., the facility performing the billing and collection function) ensuring that this function is being accomplished within appropriate compliance guidelines?
	
	

	2. 
	Is there an audit process in place for both the facility performing the billing function and the facility contracting the service to assess that record documentation supports claims developed?
	
	

	3. 
	Are billing records maintained separately for each site?
	
	

	4. 
	Are accounts receivable records maintained separately for each site?
	
	

	5. 
	Are quarterly metrics report data reported separately for each facility for which claims are processed?
	
	

	6. 
	Does the contractual agreement between facilities contain a provision that allows the contracting facility access to data necessary to assess the effectiveness of the TPCP for their patient population?  Parent MTF should only have “read only access” to the satellite facilities’ data.
	
	


Coding

	No.
	Question
	Yes
	No

	1. 
	Do CPT codes accurately represent documented care?
	
	

	2. 
	Are CPT codes assigned consistently and appropriately?
	
	

	3. 
	Who evaluates coding personnel?  ______________
	
	

	4. 
	How often are coding personnel evaluated?  ________________
	
	

	5. 
	Do ICD-9 codes accurately represent documented care?
	
	

	6. 
	Do HCPCS codes accurately represent documented care?
	
	

	7. 
	Do E&M codes accurately represent documented care?
	
	

	8. 
	Do Revenue Codes accurately represent documented care?
	
	

	9. 
	How long does it take to code an episode of care?
	
	

	10. 
	Does the coder consult with the provider to clarify discrepancies?
	
	

	11. 
	Are modifiers appropriately used?
	
	

	12. 
	Is the coding consistent and appropriate for outpatient services rendered in connection with an inpatient stay?
	
	


Accounting

	No.
	Question
	Yes
	No

	1. 
	Are all payments applied to the appropriate account?
	
	

	2. 
	Are all checks received processed within 24 hours or the next business day?
	
	

	3. 
	Are all checks received stored in a safe, logged into a control register and deposited within 24 hours or the next business day?
	
	

	4. 
	Is the organizational arrangement (separation of duties of biller, cashier, etc.) adequate to protect cash receipts?  
	
	

	5. 
	Is there a separate lockable cash drawer or box for each cashier, if more than one cashier?
	
	

	6. 
	Are invoice and receipt (I&R) files maintained per Service guidelines?
	
	

	7. 
	Is a control register maintained by serial number of I&Rs (Service-specific forms) received, issued and returned?
	
	

	8. 
	Does the MSAO verify data on the control register with the Admission and Disposition (A&D) Report and refer discrepancies to the A&D office?
	
	

	9. 
	Are there procedures to ensure the MSAO is notified when services are provided to pay patients? 
	
	

	10. 
	Are unbilled (accrued) charges posted at end of month? 
	
	

	11. 
	Is the Medical Service Activity Report reconciled monthly with the MTF Budget Analyst (or equivalent) and discrepancies brought to the attention of the Base Accounting and Finance Officer for correction? 
	
	


Please explain for any block that was indicated in the shaded area:

Date Completed:  ___________________________________________________________

Name:





Title:

Appendix F

Ambulatory Coding Review Worksheet

	Review Date: _________________________

Provider/Location: _____________________


	
	Date of Service: _______________________

CPI or SS#: __________________________

	Encounter Form –

CPT Code


	Proper


	Under coded


	Over coded



	ICD-9-CM Code


	Proper


	Specificity


	Incomplete


	Inappropriate



	Does documentation support CPT code(s) given?

Does documentation support ICD-9-CM code(s) given?
	Yes _____

Yes _____


	No _____

No _____

	Comments: ______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________




Coding Audit Review Sheet

   




                          
 Coder________________________

       Type of review (IP,OP,ER)_______

       Date of Review: _______________

                                                                                                 Medical Record #______________

                                                                                                 Discharge Date:________________

	Initial Coding
	Reviewer's recommendations

	
	


	Principal Diagnosis
	

	A.  Chosen and coded correctly

B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly, coded correctly

D.  Chosen and coded incorrectly


	____________________________

	Secondary Diagnoses
	

	A.  Chosen and coded correctly

B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly, coded correctly

D.  Chosen and coded incorrectly


	____________________________

	Principal Procedure
	

	A.  Chosen and coded correctly

B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly, coded correctly

D.  Chosen and coded incorrectly


	____________________________

	Secondary Procedures
	

	A.  Chosen and coded correctly

B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly, coded correctly

D.  Chosen and coded incorrectly


	____________________________

	DRG
	

	A.  Chosen and coded correctly

B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly, coded correctly

D.  Chosen and coded incorrectly


	____________________________


.

Coding Audit Summary







Date: _______________   
Reviewed by: _____________



	Review Type: ____________________________

Name: __________________________________

FC: ____________________________________

LOS: ____________________________________

Attending Phys: ___________________________


	
	MR # _______________________________________

Account # ___________________________________

Admit/DC Date: ______________________________

Disposition: __________________________________

Surgeon/Consult:
______________________________

	Original Dx Codes:

1.     ____________________

2.     ____________________

3.     ____________________

4.     ____________________

5.     ____________________

6.     ____________________

7.     ____________________

8.     ____________________

9.     ____________________


	Revised Dx Codes:

1.     ____________________

2.     ____________________

3.     ____________________

4.     ____________________

5.     ____________________

6.     ____________________

7.     ____________________

8.     ____________________

9.     ____________________


	Type of Change:

Pr Dx                   /______/

CC Dx

/______/

2nd Dx

/______/

Add Dx   
/______/

Del Dx

/______/

Other 

/______/



	Original Procedure Codes:

1.     ____________________

2.     ____________________

3.     ____________________

4.     ____________________

5.     ____________________

6.     ____________________

7.     ____________________

8.     ____________________

9.     ____________________


	Revised Procedure Codes:

1.     ____________________

2.     ____________________

3.     ____________________

4.     ____________________

5.     ____________________

6.     ____________________

7.     ____________________

8.     ____________________

9.     ____________________


	Type of Change:

Pr Proc

/______/

Sig Proc

/______/

2nd Proc

/______/

Add Proc
/______/

Del Proc

/______/

Other 

/______/

	Date Coded: ___________________
	Date of D/S: _____________________
	Coder: ________________



	Documentation Issues:                                               Physician(s): _________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

Findings/Recommendations: _______________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	DRG Change:      Yes _________
	No _________
	

	Original DRG: __________________

Revised DRG: __________________

Rebilling Date: _________________


	Weight: _______________________

Weight: _______________________

Wt. Diff: ______________________
	Reimbursement: ________________

Reimbursement: ________________

Adjustment: ___________________


Coding Services Review Tool

	Physician Name: _____________________________
	Place of Service: _____________________
	Date of Service: _____________________________

	MR# ______________________________________


	Hospital ID#: _______________________


	

	( HISTORY

CC: ______________________________
	ROS (14):     (1 = PP; 2 to 9 = ext; 10+ = comp)
	
	Type
	HPI
	ROS
	PFSH

	DPI:    Brief = 1–3

           Extended = 4+ or status of 3        chronic or inactive conditions  


	_____ Constitutional

_____ Eyes

_____ ENT

_____ CV

_____ Respiratory

_____ GI

_____ GU

PFSH:

_____ Past

_____ Family

_____ Social
	_____ M/S

_____ Integument

_____ Neuro

_____ Psych

_____ Endocrine

_____ Heme/lymph

_____ Allergic/immuno

(1 = pp) (2–3 = comp)
	_____ Office visit – prev. exam

_____ Consult – post-op

_____ 2nd opinion – proc-only
	Pf       =

Exp    =

Det     =

Comp = 
	1–3

1–3

4+

4+
	–

1

2–9

10+
	–

–

1

2–3

	_____ Location

_____ Quality

_____ Severity

_____ Duration

_____ Timing

_____ Context

_____ Mod Factors

_____ Signs/Sxs
	________________________________________________________________________________________________________________
	
	
	

	
	
	
	
	
	History Error Types

(1) ____  History of present illness does not support level selected 

(2) ____  Review of systems: documentation does not support level selected

(3) ____  Past, family, and social history: documentation does not support level selected

	Selected __________________________

Reviewed _________________________


	
	
	
	
	
	

	

	( EXAM       (1 = pp)  (2 to 7 = exp/det)  (8+ = comp)
	Definitions:

Problem-focused exam – examination of single system or body area

Expanded problem-focused exam – limited exam of 2 -7 body areas or organ systems

Detailed exam – minimum of 2 areas/systems with 4 or more items identified for each of 2 area/systems

Comprehensive exam – examination of 8 or more areas/systems

	Body Areas:

     _____ Head

     _____ Neck

     _____ Chest

     _____ Abdomen

     _____ Genitalia

     _____ Back

                 Each extremity:

                 _____ L. arm     _____ L. leg

                 _____ R. arm     _____ R. leg


	Organ Systems:

     _____ Constitutional

     _____ Eyes

     _____ ENT

     _____ CV

     _____ Respiratory

     _____ GI (rectal)

     _____ GU

     _____ M/S

     _____ Integument
	_____ Neuro

_____ Psych

_____ Heme/lymph/immuno
	

	
	
	
	
	
	

	Selected __________________________

Reviewed _________________________
	
	
	Exam Error Type

(4) ____  Exam: documentation does not support level selected

	
	
	
	
	
	
	ECS Initials: _______________________________


	( MEDICAL DECISION MAKING



	A.  Dx/Management Options

1 pt
=  Minor problem (max of 2)

1pt ea.
= Established (stable)

2 pt ea.
= Established (worsening)

3 pt
= New w/o additional work up (max. 1)

4 pt ea.
= New w/additional work up

Total points _____________


	B. Data

1 pt = Labs

1 pt = X-rays

1 pt = Other (EEG, TMT, etc)

2 pt = Interp. image, etc.

2 pt = Review old records

1 pt = Contact other provider

1 pt = Send for old records

Total points _____________
	C. Risk

1 = 1 minor problem, basic lab and/or X-ray, no meds

2 = 2 minor problems, 1 chronic, 1 acute, Pfts, BE, Bx, OTC drugs

3 = 1 chronic (worsening), 2 stable chronic, 1 potential serious, stress TMT/MRI, Rx, ref. to surg

4 = Chronic illness w/severe exacerbation, life threatening injury/illness, emergency surgery or referral

Level _____________
	III  Medical decision making 

      (2 of 3 required) 

MDM Type


A. Dx
B. Data
C. Risk

( SF
    1
    1
    1

( L
    2
    2
    2

( M
    3
    3
    3

( H
   4+
   4+
    4

	
	
	
	

	Selected _________________________

Reviewed ________________________
	
	
	MDM Error Type

(5) ____
 Documentation does not support level of medical decision making selected



	
	
	
	

	OTHER ERROR TYPES

	(6) ____ Level selected requires documentation

(7) ____ Level selected requires documentation of all 3 components (Hx, Ex, MDM)

(8) ____ Documentation supports higher level

(9) ____ Physical presence requirement not met
	(10) ____ Time not documented

(11) ____ Documentation does not support consult

(12) ____ Documentation does not support consult follow-up

(13) ____ Documentation does not support initial hospital care
	(14) ____ Documentation does not support discharge day management

(15) ____ Documentation does not support subsequent hospital care

(16) ____ Documentation does not support observation

(17) ____ Documentation does not support critical care
	(18) ____ Documentation does not  support preventive exam

(19) ____ Correct procedure code not   selected

(20) ____ Correct diagnosis code not  selected

(21) ____ Multiple errors

	
	
	
	

	CPT Code Selected:
	____________________________
	Documented Error Type:
	____________________

	Documentation Supports CPT Code:

RVU Selected:

RVU Reviewed:
	____________________________________________________________________________________


	Correct Procedure Code Selected?

Correct Diagnosis Selected?


Correct Modifiers Selected?

	____ Yes

____ Yes

____ Yes
	____ No

____ No

____ No
	____ N/A



Compliance Audit

	MR # _____________________________________

Procedure: _________________________________
	Date of Surgery: _______________________________

Diagnosis: ____________________________________



	Reviewer agrees with codes assigned to record?


	(  Yes          (  No

	Revised ICD-9-CM Diagnoses Codes: _____________________________________________________________

____________________________________________________________________________________________ 

Revised CPT Procedure Code/ICD-9-CM Procedure Code: _____________________________________________

____________________________________________________________________________________________  

	Record Completeness: (Medical Necessity for procedure/treatment documented?)

(  All complete        (  Areas not completed or deficient (document below)

____________________________________________________________________________________________

____________________________________________________________________________________________ 

	BILLING REVIEW:

Registration information complete and form signed by patient/other?
	(  Yes          (  No

	Deficiencies: _________________________________________________________________________________

	If Medicare; CCI edits applied to case where applicable?
	(  Yes          (  No

	Deficiencies: _________________________________________________________________________________

If resubmitted to carrier based on code/CCI edit changes, was payment appropriately refunded or additional billed?

___________________________________________________________________________________________

	Submit case to Compliance Committee for further review and discussion?


	(  Yes          (  No

	___________________________

Reviewer
	_________________________

Date


Compliance Coding Review

Daily Worksheet
INPATIENT CASES

Date of Review: _____________________________________

	Name
	Med

Rec #
	D/C

Date
	Coder
	Date

Coded
	Original

DRG
	Revised

DRG
	Positive

Impact
	Negative

Impact
	Comment
	Variation

Type

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Rebilling Log

Insurance: ________________________________
Patient Type: ____________________________________

	Facility/Hospital


              Date Sent to Business Office: ________________

	Patient
	DRG/ASC Chg
	Date of
	Received
	Comments

	Account #
	Name
	From
	To
	RA
	Rebill
	Amount
	Date
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


(This portion to be completed by reviewer)
    (This portion to be completed by the Business Office
Rebilling Log

Outpatient Services: Non-Medicare
Date _______________________________

Hospital ___________________________________

	Patient
	DRG/ASC Chg
	$ Amount
	Date of
	Received
	Comments

	Account #
	Name
	From
	To
	
	RA
	Rebill
	Amount
	Date
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Rebilling Log

Inpatient Services
Date _______________________________

Hospital ___________________________________

	Patient
	DRG/ASC Chg
	$ Amount
	Date of
	Received
	Comments

	Account #
	Name
	From
	To
	
	RA
	Rebill
	Amount
	Date
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Rebilling Summary

Coding Change
	Name: _________________________________

MR #: _________________________________

Acct #: ________________________________

HIC #: _________________________________
	Age: _________________________

Sex: _________________________

MD: _________________________

Dispos: _______________________
	Adm: ________________

Disch: ________________

Facility: ______________

LOS: _________________

	Original Codes — Diagnosis

1. ______________________________________________

2. ______________________________________________

3. ______________________________________________

4. ______________________________________________

5. ______________________________________________

6. ______________________________________________

7. ______________________________________________

8. ______________________________________________

9. ______________________________________________

10. _____________________________________________


	Revised Codes — Diagnosis

1. __________________________________________

2. __________________________________________

3. __________________________________________

4. __________________________________________

5.__________________________________________

6. __________________________________________

7. __________________________________________

8. __________________________________________

9. __________________________________________

10. _________________________________________



	Operative Codes

1. ______________________________________________

2. ______________________________________________

3. ______________________________________________

4. ______________________________________________

5. ______________________________________________

6. ______________________________________________
	Operative Codes

1. __________________________________________

2. __________________________________________

3. __________________________________________

4. __________________________________________

5. __________________________________________

6. __________________________________________

	
	Disposition Code: _____________________________



	CPT Codes

1. _______________________________________________

2. _______________________________________________

3. _______________________________________________

4. _______________________________________________

5. _______________________________________________

6. _______________________________________________


	CPT Codes

1. __________________________________________

2. __________________________________________

3. __________________________________________

4. __________________________________________

5. __________________________________________

6. __________________________________________


The above account/record has been identified to have a coding change.  Please rebill with the revised codes as soon as possible. If you have any questions please contact: A. ABCDEF @ 111-222-3333.




Date rebilled: _________________

Coding Compliance Review - Inpatient Summary

	Name: __________________________

MR #: __________________________

ACCT #: ________________________

HIC #: __________________________


	Age: ______________________

Sex: ______________________

MD: ______________________

LOS: _____________________
	ADM: ________________________

DISCH: _______________________

Facility: _______________________

Payor: ________________________

	Original Description and Codes

Diagnosis                 DRG _______


	
	Revised Description and Codes

Diagnosis                 DRG ______
	
	

	1. __________________________

2. __________________________

3. __________________________

4. __________________________

5. __________________________

6. __________________________

7. __________________________

8. __________________________

9. __________________________

10. _________________________


	
	1. _________________________

2. _________________________

3. _________________________

4. _________________________

5. _________________________

6. _________________________

7. _________________________

8. _________________________

9. _________________________

10. ________________________
	
	Variance Type:

PrDx Chg                      /___/

ReSeq PrDx                  /___/

Add 2nd Dx                  /___/

Chg 2nd Dx                  /___/

PrProc Chg                   /___/

Chg 2nd Proc               /___/

Add Proc                      /___/

Other                            /___/

	Operative Description and Codes
	
	Operative Description and Codes
	
	

	1. __________________________

2. __________________________

3. __________________________

4. __________________________

5. __________________________

6. __________________________


	
	1. _________________________

2. _________________________

3. _________________________

4. _________________________

5. _________________________

6. _________________________
	
	

	Disposition Code: _____________


	
	Disposition Code: ____________
	
	

	Summary Findings: ______________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 



	Recommendations: ______________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 



	Date Reviewed: _____________________________

Reviewer: __________________________________

Orig. DRG Wt. ______________________________

Pmt: _______________________________________


	Date sent to Rebill HIM for: ______________________ 

Revised DRG Wt. ______________________________ 

Pmt. _________________________________________ 

Diff. _________________________________________ 



	Dictation:

   DxSum (dict) ______________

   Typed ____________________ 


	
	H+P (dict): ______________ 

Typed __________________
	
	Oper. (dict) _______________ 

Typed ___________________


Coding Compliance Review - Outpatient Summary
	Name: __________________________

MR #: __________________________

ACCT #: ________________________

HIC #: __________________________


	Age: ______________________

Sex: ______________________

MD: ______________________


	ADM: ________________________

DISCH: _______________________

Facility: _______________________

Payor: ________________________

	Original Description and Codes

Diagnosis                


	
	Revised Description and Codes

Diagnosis
	
	

	1. __________________________

2. __________________________

3. __________________________

4. __________________________

5. __________________________

6. __________________________

7. __________________________

8. __________________________

9. __________________________

10. _________________________


	
	1. _________________________

2. _________________________

3. _________________________

4. _________________________

5. _________________________

6. _________________________

7. _________________________

8. _________________________

9. _________________________

10. ________________________
	
	Variance Type:

PrDx Chg                       /___/

ReSeq PrDx                   /___/

Add 2nd Dx                  /___/

Chg 2nd Dx                  /___/

PrProc Chg                   /___/

Chg 2nd Proc               /___/

Add Proc                      /___/

Other                            /___/

	OperativeCodes and CPT
	
	Operative Codes and CPT
	
	

	1. ___________   _____________

2. ___________   _____________

3. ___________   _____________

4. ___________   _____________

5. ___________   _____________

6. ___________   _____________


	
	1. ___________   ____________

2. ___________   ____________

3. ___________   ____________

4. ___________   ____________

5. ___________   ____________

6. ___________   ____________
	
	

	Summary Findings: ______________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 



	Recommendations: ______________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 



	Date Reviewed: _____________________________

Reviewer: __________________________________


	Date sent to Rebill HIM for: ______________________ 



	
	Orig. ASC ____________________
	Rev. ASC _____________________ 

         Chg. _____________________ 



	Dictation:


	H+P (dict): ___________________ 

Typed _______________________
	Oper. (dict) ____________________ 

Typed ________________________


Compliance Coding Review

Pre-bill Review Form

	
	Date: __________________________



	Patient #  ___________
	Last Name ____________________________________


	DOD: __________________

	Original DRG: ________________________________________


	Reimbursement: ________________________

	Principal Diagnosis: ____________________________________________________________________________



	Change: ______________________________________________________________________________________



	Justification: __________________________________________________________________________________

	*   *   *   *   *   *



	Additional Diagnoses/Procedures


	Justification

	Add: ______________________________

______________________________________________________________________


	
	____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	
	
	

	
	
	

	Change: ____________________________

______________________________________________________________________


	
	

	
	
	

	
	
	

	Delete: _____________________________

______________________________________________________________________


	
	

	
	
	

	
	
	

	New DRG: __________________
	Reimbursement: ______________
	Differences: _____________________



	Attest/Ascent: __________________________________________________________________________________

	*   *   *   *   *   *



	Comments: _________________________

_______________________________________________________________________________________________________________________________________________________________________________
	
	Coder #: _____________________________________________

	
	
	*   *   *   *   *   *

	
	
	Circle one or more:

A = 1st dx, affect DRG

B = 1st dx, not affect DRG

C = Proc/CC, affect DRG

D = Other dx, proc, code

E = Attest

F = Repeat




Statistics for Coding Quality Monitoring

Coder_______________

Type______________

	Total number of records in sample


	
	
	_________

	
	#
	
	%

	Principal Diagnosis (total)
	
	
	

	A.  Chosen and coded correctly


B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly and coded correctly

D.  Chosen and coded incorrectly


	____________________________________
	
	____________________________________

	Secondary diagnoses found/total possible secondary diagnosis (total)
	
	
	

	A.  All found

B.  All not found:  # missed


	__________________
	
	__________________

	Secondary diagnoses coded/total possible secondary diagnosis (total)
	
	
	

	A.  All coded correctly

B.  All codes not correct:  # missed


	__________________
	
	__________________

	Principal Procedure (total)
	
	
	

	A.  Chosen and coded correctly


B.  Chosen correctly, coded incorrectly

C.  Chosen incorrectly and coded correctly

D.   Chosen and coded incorrectly


	____________________________________
	
	____________________________________

	Secondary procedures found/total possible secondary procedures (total)
	
	
	

	A.  All found

B.  All not found:  # missed


	__________________
	
	__________________

	Secondary procedures coded/total possible secondary procedures (total)
	
	
	

	A.  All coded correctly

B.  All codes not correct:  # missed


	
	
	

	DRG (total)
	
	
	

	A.  DRG all correct

B.  DRG not correct

1.  Due to Principal diagnosis

2.  Due to Secondary diagnosis

3.  Due to Principal procedure

4.  Due to Secondary procedure


	______________________________________________________
	
	

	CPT (total)
	
	
	

	A.  All CPT codes correct

B.  All CPT codes not correct:  # wrong


	__________________
	
	

	Total records coded completely correctly


	_________
	
	_________

	Total possible choices


	_________
	
	_________

	Total actual correct


	_________
	
	_________


Appendix G

DDEAMC COMPLIANCE COMMITTEE

1.  PURPOSE:  to assist with compliance program oversight, monitoring, and evaluation; to review and analyze data presented from reports generated by the DDEAMC Compliance Plan; and to determine that appropriate action was or will be taken to prevent, reduce and manage fraud, waste and abuse related to coding and billing practices.

2.  COMPOSITION:

   a.   Deputy Commander for Administration, Chairperson.

b. Physician Liaison, Member.

c. Registered Nurse Representative, Member.

d. Compliance Officer, Member.

e. Coding Supervisor, Member.

f. Billing Supervisor, Member.

g. Medical Clerk Representative, Member.

h. Medical Claims Judge Advocate, Member.

i. Quality Management Representative, Member.

j. Information Management Division Representative, Member.

k. Resource Management Division Representative, Member.

l. Chief, Patient Administration Division, Member

m. Chief, Inspector General, Member.

n. Secretary to the Chief, Patient Administration Division, Recorder without vote.

3.  MEETING FREQUENCY:

    a.  Monthly and on call at the discretion of the Chairperson.

    b.  Regularly scheduled monthly meetings will be held on the fourth Thursday of the month at 1300 in the Headquarters Conference Room.

4.  MINUTES:

    a.  Minutes will be prepared for each meeting in accordance with the approved DDEAMC minutes format, signed by the Recorder and Chairperson, and forwarded to the Executive Committee.

    b.  Minutes will be reviewed at the next regularly scheduled meeting of the DDEAMC Compliance Committee and the original copy approved and signed by the Chairperson.

    c.  The approved original minutes, including supporting documentation and enclosures, will be maintained on file by the DDEAMC Compliance Officer

5.  FUNCTIONS:

    a.  To review and evaluate issues as outlined by the DDEAMC Compliance Plan.

    b.  To review reports from the Compliance Officer.

    c.  To review reports, actions taken and recommendations from the Coding and Billing Supervisors.

    d.  To assess DDEAMC compliance activities, make recommendations for improvement, solve disputes that are presented to the committee, and determine the appropriate level at which reported issues will be dealt managed.

    e.  To solicit input from other committee members concerning compliance issues.

6.  REFERENCES:  DDEAMC Compliance Plan, UBO Manual, TRICARE Management Activity.
Appendix H
Outlines for Educational Programs for Functional Areas and Individuals

     These are outlines for educational programs on compliance issues that DDEAMC will provide to different target audiences. The coding and billing supervisors are responsible for coordinating with DDEAMC Hospital Education and Training to ensure that education is provided upon initial employment and updated annually.

Admitting Department

· Background of fraud and abuse

· OIG target areas

· Accurate and complete diagnosis

· Medical necessity issues

· Data quality (including an overview of coding rules and guidelines)

· Future payment methodologies (e.g. impact of outpatient PPS)

· Pertinent audit results

· Pertinent payer-specific policies

· Input from participants on process improvements (e.g. suggestions from participants regarding ways to streamline operations or improve documentation)

· Designing educational programs for admitting staff (i.e. suggestions for areas that should be covered in new employee and on-going training)

Ancillary Services (Nursing, Lab, Radiology, Dietary, Physical Medicine, etc.)
· Background of fraud and abuse

· OIG target areas

· Accurate and complete documentation

· Relationship of documentation and coding

· Medical necessity issues

· Regulatory requirements pertaining to coding and documentation

· New coding requirements (e.g. new ICD-9-CM or CPT codes affecting ancillary services)

· Data quality (including an overview of coding rules and guidelines)

· Future payment methodologies

· Pertinent audit results (positive and negative)

· Pertinent payer-specific policies

· Input from participants on process improvements

· Designing educational programs for ancillary services (initial and on-going)

Coders and Uniform Business Office
· Background of fraud and abuse

· OIG target areas

· Coding process

· Skills necessary for accurate coding

· Accurate and complete documentation

· Relationship of documentation and coding

· Role of coding in resolution of claims rejections

· Medical necessity issues

· Compliance forms, documentation and reporting

· Coding and billing compliance

· Communication and documentation with payers

· New coding requirements (e.g. new ICD-9-CM or CPT codes affecting ancillary services)

· Data quality (including an overview of coding rules and guidelines)

· Future payment methodologies

· Pertinent audit results (positive and negative)

· Pertinent payer-specific policies

· Input from participants on process improvements

· Designing educational programs for ancillary services (initial and on-going)

Administration
· Background of fraud and abuse

· OIG target areas

· Consequences of noncompliance

· Linkage of documentation and coding to compliance

· Compliance and the medical staff

· Data quality

· Recommendations for process improvement

· Future payment methodologies

· Pertinent audit results

Medical Staff
· Background of fraud and abuse enforcement

· OIG target areas

· Accurate and complete documentation practices

· Relationship of documentation and coding

· Medical necessity issues

· New coding requirements

· Data quality

· Future payment methodologies

· Pertinent audit results (positive and negative)

· Designing audits for physician coding practices

· Understanding the physician’s role in compliance

· Input from participants on process improvements
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