As of 18 May 2003


A Working List of DoD Specific Coding Concerns:

(Not all-inclusive)

DoD extender codes- must use on certain codes. See appendix B of the existing ADM guidelines for a full list. Please note, the AMEDD will submit a request to add more Asthma extender codes and will also inquire about a previous action on Diabetic foot exam extender codes.

DoD isn't capable of global OB billing yet.  This is the ONLY global coding we do not do yet. Site rationale and alternative.

DoD uses STANAG codes for active duty injuries in an inpatient status (SIDR). You may also use E codes that further explain the encounter (and not inclusive to the STAMAG codes). An SCR was submitted for the inclusion of STANAG codes in the SADR.  This is still pending. The USAF opposes it. You must use appropriate E codes for outpatients when the encounter calls for it. Prior guidance restricted E Codes until approved- why? Refer to the ICD-9-CM for the official rules.

DoD does not use Level III local codes.  Additionally, Level III codes will be deleted in the civilian sector due to the Consolidation Appropriations Act of 2001, Public Law 106-554 (enacted December 2000). Under this law, the HIPAA mandate to remove the codes is extended until December 31, 2003. 

AMEDD cannot use a "u" unconfirmed code. Only USAF uses it.

DoD cannot perform illegal or elective abortions in our MTF’s.  DoD also has a Congressional mandate to report all inpatient abortions on an annual basis. Specify extenders and Congressional requirements background. PASBA has SIDR edits in place to detect erroneous coding. We also monitor SADR erroneous abortion coding. You will be contacted when abortion coding that is not authorized is detected.  

The ADM system has a glitch that requires an E&M to be entered even when one isn’t normally called for per coding conventions. In lieu of this constraint, a systems work-around includes using 99499 in these circumstances until the system correction can take place.   A SCR (systems change request) is still pending at TMA level. 

The ADM guidelines say to "substitute" the term "privileged provider" for "physician" in the CPT for the purpose of using the full range of E&M codes. This causes many problems in interpretation!  The AMEDD is pursuing a change to this requirement. There are certain privileged providers that would never use an E&M because their CPT modalities or procedures (many pertain to Audiologists, PT, OT and mental health providers, among others)  already contain the evaluation component. By using the E&M erroneously we are subjectively up-coding or over-coding. Must be careful – follow CPT guidelines.

The ADM system uses terms like "new" and "established" in the appointment-booking module. Be careful not to confuse this with the “E&M” categories/definitions of new or established patients.  Refer to the description in the official CPT for further explanation. Can be semantics, but coders and other staff are often confused.

The DoD uses a form called "SF513 Consultation" for making referrals and requesting consultations. Do not interpret the form “SF 513 Consultation” as meaning the encounter is always. There are many times when the encounter is a referral. See definitions in CPT.

“Time" is not one of the 3 key components in determining an E&M.  Time, may play a factor in prolonged services and counseling for example- but do not arbitrarily assign all E&M based on time. This is not unique to DoD, but it is a problem we see often.

ADM workload indicators of "count" or "non-count" are often confusing to DoD staff. These issues are not necessarily coding issues, but cross the boundaries of workload & MEPRS issues.

The visit definition according to the MEPRS manual (DOD 6010-13M) confuses DoD staff who frequently mix it up in deciding whether an encounter is codable.  Consider the possibility that not all encounters are visits; not all encounters are codable; and not all visits are codable.

DoD can use not all coding modifiers because of another ADM systems limitation…other limitations (?). The useable ones are in appendix C of the ADM guidelines.

Bottom-line:

Coders (& even providers if necessary) need to be pointed to the coding conventions in the soon to be released/obtained 3M CCE on-line references. The references will be at their fingertips.  Other than that, they need the DoD "code by exception” document as I have proposed.  Publications where they can get "introduction or basic" coding guidance are: 

ICD-9-CM Coding

Faye Brown's ICD-9-CM Manual

Basic ICD-9-CM Coding by Lou Ann Schraffenberger

ICD-9-CM Diagnostic Coding and Reimbursement for Physician Services

DRG Expert
CPT/HCPCS Coding, Including: Ambulatory Surgery  

Step-by-Step Medical Coding by Carol Buck

Basic CPT/HCPCS Coding by Gail Smith 

Effective Management of Coding Services by Lou Ann Schraffenberger

The Coder’s Desk Reference

Coding in Context (AHIMA)

Surgical Cross Coder

Documentation for Ambulatory Care (AHIMA)

DSM-IV Crosswalk: Guidelines for Coding Mental Health Information

Other

Health Information Management Compliance 2002 by Sue Prophet

Medical Record Chart Analyzer by Deborah Grider

Various other AMA and AHIMA (publications@ahima.org) instructional books
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Additional comments may be sent directly to MAJ Ulsher 


