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I.
Introduction and Background


AdvanceMed Corporation, a DynCorp company, has previously provided support to the Office of the Assistant Secretary of Defense (Health Affairs)/TRICARE Management Activity (TMA) and its Health Program Analysis and Evaluation Directorate (HPA&E) in two preceding coding validation activities for TRICARE Regions 11 and 1. 
Comments:  Was this the sole reason AdvanceMed was chosen?  It is unfortunate that service input was not obtained as the Army Medical Department (AMEDD) felt that the Iowa Foundation for Medical Care (IFMC) audit was a better representation of our overall coding situation.  The previous Advance Med studies weighed their coding validation against the Ambulatory Patient Group's (APG’s).  A better representation of our accuracy can be found by measuring the coding validation directly against coding standards--code for code and not by grouping them into a very narrow pool of Department of Defense (DOD) APG's.

The current Military Health System (MHS) Coding Audit expands on these previous validation studies with an activity that will provide a sense of the accuracy and precision of the Department of Defense’s (DoD’s) data coding across TRICARE regions, as well as a better understanding of coder qualifications, education, training, and available resources. 

Comments:  Measuring coder productivity would be a better indicator.  See comments about the study’s “methodology” on page 6.  This document does not clearly spell out exactly what method and types of measurements AdvanceMed will be using.  Page 6 indicates “descriptive statistics” will be used
.  Descriptive statistical analysis of the questionnaire in regards to coder qualifications, education, training, and available resources will not yield data that decisions can be made from.  It is widely held that descriptive stats can only be used to formulate hypotheses when “little is known about the situation.”  We already know that our coding is “bad”; therefore, we don’t need that confirmed.  Instead we need reasons, associations, and relationships as to why it might be bad.  The answers to those questions can be obtained from different statistical methodologies--specifically, a case-control study where the “coder qualifications, education, training, certification, etc.” are measured with each coded record to determine whether an association exists between the coding accuracy and the coder characteristics.

Previous studies for selected Military Treatment Facilities (MTFs) in Regions 11 and 1 indicated that, in general, inpatient coding is fairly good.
  Outpatient coding was more problematic to assess, given that a high percentage of medical records sought (81%, in Region 1) could not be located.  Of those records that were assessed, 24 percent were relatively easy-to-code perinatal records.  Nevertheless, AdvanceMed demonstrated greater discrepancies in assigned outpatient codes than were found for inpatient records.
  

As a result of these studies, HPA&E requested further evaluation of inpatient and outpatient records in order to provide a more complete picture of MHS coding across regional boundaries.  In addition, HPA&E directed AdvanceMed to evaluate coder qualifications, education, training, and available resources at selected MTFs. 
II.
Study Goals and Objectives

The primary goal of this study is to examine the accuracy and precision of DoD’s medical record data coding.  The study will provide DoD with a simple, systematized, repeatable and efficient coding audit process. 

Comment:  The primary goal could be stated clearly as:  “…to examine the validity of medical records coding in DOD.  Validity is considered the relevance, completeness, accuracy, and correctness of the data elements reported in the Ambulatory Data Module (ADM) as reflected by the episode of care.
A second goal of the study is to provide the DoD with a better understanding of MTF coder qualifications, education, training, and available resources.

Comment:  We will not obtain a better understanding of the medical treatment facility (MTF) coder qualifications, etc. because the proper research methodology is not reflected by this document. 
III.
Methods

Study Period 

The study will be conducted September 26, 2002 – September 25, 2003.   

Comment:  This date needs to be adjusted to reflect the "true start date."
Data collection will occur monthly between March 1, 2003 and September 25, 2003 on inpatient and outpatient encounters occurring January 1, 2003 – May 31, 2003.
 
Comments:  How many months are involved for data collection each month?  If the designated data set has already been established (preceding statement) what would prohibit the researchers from requesting all “anticipated data” at one time?  It’s not like this study is being set up as a concurrent review.  It is retrospective--so the sampling can be pre-determined to allow maximum time for the MTFs to gather the documents, copy the required elements, and complete the surveys.
Study Facilities 

All MTFs within the continental United States (CONUS) and Hawaii will be included in the review.  For purposes of the study, MTFs are defined as the MHS’ 60 larger healthcare facilities that have inpatient capabilities and their associated clinics. 
Comment:  Which is it- “all MTFs” or “60 largest?” 
Data Sources and Sample Selection  

Both inpatient and outpatient data for the study will be examined.  Inpatient data will be representative of calendar year (CY) 2003 Standard Inpatient Data Record (SIDR) information.  Outpatient data will be representative of CY 2003 Standard Ambulatory Data Repository (SADR) information.  

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

Comments:  Over how many months will this continue?  With the discussion on 

540 monthly, does that mean 6 Army MTFs need to provide 30 records to be audited in a month?  This last sentence of the paragraph is confusing.  Does this mean that 2 MTFs from the Army will provide outpatient, 2 MTFs from the Army will provide inpatient and 
2 MTFs from the Army will provide ambulatory surgery in a month? 
In the course of this study, many MTFs will receive only 1 request for records of a certain encounter type; others may receive a second request for records of a different encounter type, and a few may receive a third request for records of another encounter type.  In no case will an MTF receive more than 3 requests for medical records during this project.

A Government-provided dataset with contact information for all MTFs will be used to ensure records are requested from the appropriate medical records contacts at each MTF.  Data elements will include:

· Contact name

· Contact position 

· MTF department

· MTF name

· Address

· Telephone number

· Email address, if available

Data Collection Tools
Coding Database.  AdvanceMed will develop a data collection database in flat file format (e.g., Excel or Access) that will serve as a repository for study data and will populate the reporting database.  The data collection tool will be designed with built-in editing capabilities to help to ensure both reliability and quality in abstracted data.  The tool will reflect the most recent updates to ICD-9-CM and CPT-4 codes and will include match and reason code tables used to categorize coding differences between AdvanceMed and MTF coders.  Coders will use QuadraMed’s nCoder+ to assist in consistent application of coding guidelines when recoding MHS cases.

Comments:  Why use reliability as a factor?  Reliability means that the data can be repeated.  Perhaps validity would be better.  Health Care Common Procedure Coding System (HCPCS) codes should be added as well. 

Coding Qualifications and Process Questionnaires.  A questionnaire specific to each encounter type (inpatient or outpatient clinic/ambulatory surgery) will be developed in collaboration with HPA&E and will be designed to identify characteristics of MTF coding staff and processes.  Questionnaire elements will include:

· MTF and clinic size/patient volume 

· Inpatient and outpatient coding practices (e.g., whether contractors are utilized for all coding, coding of specific record types, etc.) 

· Number of coders practicing at the MTF 
· Coder job titles/functions 
· Coder education yes, qualifications, years of experience, and compensation.
·  The role of coders and providers in assigning codes for various types of medical records 

· Physician query processes 
· Training provided to coders and preferred providers 
· Type and quality of coding resources available 
· ADM resources, including procedures for updating ADM and communicating changes/ capabilities with relevant staff 
Comments:  Recommend that the questionnaire be scaled down and tailored to each encounter.  Only then can you measure whether an association exists between coder characteristics and the accuracy of the coding.  A generic "all encompassing questionnaire" related to the 3 encounter types will yield no statistical data or generalizations that support cause and effect or associations.  Additionally, within the 
15-day time-line, it is likely that you will get a lot of “rushed, half-hearted” responses that will increase the bias of the study.  The study’s questionnaire needs some re-writing to work more at eliminating non-response and recall bias.  Recommend that the questionnaire stick to “measurable” coder responses that include only data items that are matched to nominal, ordinal, discrete, or continuous data values.  Recommend removing questionnaire elements that are bolded above.  Some are subjective, and there is no statistical value in receiving a “text” reply that cannot have nominal data applied.
Data Collectors

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

· Registered Health Information Technician (RHIT)

· Certified Coding Specialist (CCS)

· Certified Professional Coder (CPC) 

Comments:  The auditors should be “better” qualified than the coders we currently have.  At a minimum suggest that the AdvanceMed contract be re-written to allow only credentialed coders beyond the RHIA or RHIT certifications, meaning--they must hold a current credential as a CCS or CPC be allowed to conduct the audits.  Furthermore, the auditors must be certified in the designated record set that they are auditing.  For instance, the outpatient auditor must hold an outpatient credential and so on.
Advanta will ensure coders are familiar with applicable ICD-9-CM and CPT-4 codes guidelines as well as relevant DoD
 and national coding guidelines, as appropriate.  

Comments:  Ensure HCPCS is included here too.

Data Collection
Data Receipt.  The Government will provide AdvanceMed “each month” with an electronic dataset derived using the study sampling methodology.  The dataset will provide patient and encounter data for 540 encounters, including:

· enrollee and encounter DMIS ID numbers

· date of birth

· gender

· discharge disposition

· admission and discharge dates

· third party insurance coverage

· encounter date/type

· ICD-9-CM diagnosis and procedure codes

· E&M and other CPT-4 procedure codes and modifiers

· assigned DRG's and APG’s
· Comments:  Are we 
trying to validate APG’s?  A more impressive coding study would give a straight E&M, CPT, DX, etc comparison/accuracy report.  See IFMC for an example of a well-done coding audit.
After receipt of the monthly dataset, AdvanceMed will request photocopied medical records  from the associated MTFs on a monthly basis using a standardized, trackable process.  The record request will include a cover letter approved by the Government and signed by the Director of HPA&E and providing clear instructions regarding the process for delivering the requested records.  MTFs will be given 15 working days to comply with the request for records.  Records not received will be reported as such; AdvanceMed will not pursue undelivered records.

Comments:  Ensure that we are specific.  Should only include copies of the identified encounters.  In addition, as addressed before, 15 days is a short suspense for completing the survey.

Inpatient Record Coding.  For inpatient records, coders will use the data collection and nCoder+ tools to assign each sample record a principal and up to seven secondary ICD-9-CM diagnosis and procedure codes according to standard 2003 coding guidelines modified with applicable DoD coding standards.  Where differences are identified between original coding and recoding, AdvanceMed coders will assign customized “match and reason codes” to categorize differences and explain recoding rationale.  After completing coding and assigning a DRG for each recoded record, coders will assign a grade reflecting the adequacy of the assigned codes, based on whether or not the MTF-derived DRG and AdvanceMed-derived DRG match.

Comments:  Be sure to specify which coders you are referring to in the first sentence of the paragraph, we are assuming you mean AdvanceMed auditors.  In addition, specify the guidelines that are being used for entire study, i.e., ICD-9-CM, and Coding Clinic etc.?  Since nearly 8,000 plus codes can be grouped into 508 DRGs and further grouped into 25 Medical Diagnosis Categories (MDCs)--recommend that the 6 key components of the DRG are assessed.  They include:  sex, age, principal diagnosis, significant procedures, discharge status, and secondary diagnosis.  Each one of these components is essential in selecting the correct DRG.  It would be a better measurement of our true DRG coding to see each one of these components measured, in addition to whether the actual DRG is correct.
Outpatient Record Coding.  For outpatient clinic and ambulatory surgery records, coders will use the data collection and nCoder+ tools to assign each sample record a primary and up to three secondary ICD-9-CM diagnosis codes, an Evaluation and Management (E&M) CPT-4 code  and modifiers from the primary through the fourth-listed positions.  Where differences are identified between original coding and recoding, coders will assign customized “match and reason codes” to categorize differences and explain recoding rationale.

Comments:  Since DOD requires a 99499 E&M in situations where civilian coding conventions do not, recommend that the MHS is not penalized when our records indicate the use of the 99499 E&M.  Additionally, modifiers are not in the SADR.
After completing coding for each recoded record, coders will assign a grade reflecting the overall adequacy of the codes assigned to the record.  This grade will be based on DoD coding guidelines and will reflect that the MTF- and auditor-assigned codes match as follows:

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

· At least one E&M code is coded by the MTF and matches an E&M code assigned by the auditor,
 and

· Up to four CPT-4 procedure codes coded by the MTF match the auditor’s codes.  The procedure code(s) must relate to the diagnosis that caused the problem, but sequencing of CPT-4 codes will not impact the determination of accuracy.

Comments:  The AMEDD agrees with the use of the term “highest level of specificity”--this is a departure from the AF opinion that “closest code is best.”  Although there are only a few circumstances where we might have up to 6 procedure codes, this rule should require that they all match.
All criteria must be met in order for the outpatient record to be assigned a grade reflective of overall coding accuracy.

IQC.  Coders will conduct IQC on a 5 percent sample of all records reviewed each month using standard industry methodologies.  A Process Improvement Plan will be implemented if at any time IQC reflects less than 95 percent audit coder accuracy in any month.

Comments:  Is this an “Internal Quality Check (IQC) of AdvanceMed's auditing skills or an inter-rater evaluation/audit of themselves?  Who will monitor their IQC?  This appears to be an internal control for us to feel secure in knowing that AdvanceMed is checking themselves?  Is the AdvanceMed contract and or payment tied to any failure to perform?
Coding Qualifications and Process Questionnaire.  The encounter type-specific questionnaire identifying characteristics of MTF coding staff and processes will accompany each record request mailed out to each MTF and will be consistent with the encounter type being audited (i.e., a medical record request for 30 inpatient records will be accompanied by an inpatient questionnaire; a medical record request for 30 outpatient clinic or ambulatory surgery records will be accompanied by an outpatient questionnaire).  Medical record department personnel will be instructed to complete the questionnaire and return it to AdvanceMed for analysis/reporting.  

Comments:  See previous comments related to the questionnaire.  This process is fundamentally flawed.  Reconsider what can be gained from this study.  Descriptive statistics will not provide the MTFs or services any useful information.  Recommend that the questionnaire be re-written to include only characteristics that can be captured as nominal, ordinal discrete, or continuous data elements.  The questionnaire should also be aligned with the individual encounter as opposed to the encounter type.  This will require additional time for the MTFs to prepare and respond to each unique record, but the results should provide useable data.
III.
Reporting

Reporting Database.  Each month AdvanceMed will deliver a password-protected reporting database in Excel workbook format that provides individually identifiable data for each record reviewed that month and reports:

· The diagnosis and procedure codes and modifiers assigned by the MTFs and recorded in the --SADR 
· The diagnosis and procedure codes and modifiers assigned by the audit coder

· Match and reason codes for diagnosis and procedure codes

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

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

· For inpatient records, the DRG’s recorded in the SIDR
· For inpatient records, the DRG’s assigned by the audit coder

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

· An IQC report, describing the coding accuracy of the audit coders

· A coding qualifications and process report, reporting key elements of coder qualifications and coding processes in place at audited MTFs.

· Summary tables/graphs providing a frequency distribution of the percent records coded correctly – both by encounter type by MTF and by encounter type by service – for the month of review 
· Time trended summary tables/graphs describing service level and overall results by encounter type for the length of the project and comparing results to available external benchmarks-.

Comments:  As stated earlier, ensure that you consider the 6 components that make up the DRG.  As mentioned previously, this report cannot be used to draw conclusions statistically.  Are any other statistical tests being conducted, i.e., tests of sensitivity or specificity (validity) in the selection of the correct codes, as measured between our MTF coders and the auditors?  What role does “subjectivity” play in the questionnaire and the re-coded/audited records?  What external benchmarks will be used?
Coding Qualifications and Process Summary Report.  After analyzing completed questionnaires from each monthly audit cycle, AdvanceMed will deliver a comprehensive report summarizing the quantitative and qualitative information obtained from the collated questionnaires.  Descriptive statistics will be used to summarize and compare results among branches of service and record types. 
Comment:  Descriptive statistics cannot generate cause and effect relationships.  Researchers only use descriptive stats to develop hypotheses.  A case-control study may actually yield the results we want by determining an association between certain coder traits and coding accuracy. 
Briefing the Results.  AdvanceMed will brief the HPA&E Directorate staff, and others as required, on the results of this project. 
Comments: Ensure that detailed reports will be provided to the services immediately upon request.
� In Region 1 AdvanceMed demonstrated 85.8 percent agreement between AdvanceMed-derived and SIDR -derived DRG codes, based on assigned ICD-9-CM diagnosis and procedure codes.  In Region 11, DRG percent observed agreement was 77 percent.


� In Region 1, AdvanceMed demonstrated primary ICD-9-CM diagnosis code agreement of 56.4 percent and CPT-4 coding agreement of 88.2 percent.  In Region 11, AdvanceMed demonstrated primary ICD-9-CM diagnosis code agreement of 65 percent and CPT-4 coding agreement of 58 percent.


� Dates selected allow for all records to be coded using the latest DoD Coding Guidelines, implemented October 1, 2002.  Additionally, data collection is timed to provide at least 45 days for coded and grouped data to be uploaded into the MDR.  AdvanceMed has assumed in selecting this data collection timeframe that a sufficient number of eligible records will be available in the MDR within 45 days from the date of encounter.


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


� Ibid, 2.2.2 Specificity, page 2-3.


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


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


� Ibid, 4.1 Procedures, page 4-1.





AdvanceMed Corporation, a DynCorp Company
Page 7 of 10

