
It’s Complicated!  Coding 
Complications of Care

Presenter
Presentation Notes
Welcome Everyone, and thank you for joining us today as we review the many challenges of Coding Complications of Care.
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Ownership of Webinars
 You may download one copy of the slides for the Webinars for your personal, non-

commercial internal use only unless specifically licensed to do otherwise by himagine in 
writing. This is a license, not a transfer of title, and is subject to the following restrictions: 
you may not:

• Modify the webinars or use them for any commercial purpose, or any public 
display, performance, sale or rental

• Remove any copyright or other proprietary notices from the Webinars
• Transfer the Webinars to another person

 The educational webinars and the printed materials made available pursuant thereto 
(collectively, the “Webinars”) are the property of himagine solutions Inc. (“himagine”), 
are provided as a service to our employees and our clients, and may be used for 
informational purposes only. himagine has prepared the Webinars using official Centers 
for Medicare and Medicaid Services (CMS) documents, Federal Register, and recognized 
input from the Cooperating Parties. While himagine has made reasonable efforts to 
ensure the content of the Webinars is accurate, himagine makes no representation, 
warranty, or guarantee that this information is error-free, or that the use of information 
within the Webinars will prevent differences of opinion with payers. The ultimate 
responsibility for correctly using the coding system lies with the user. The Webinars may 
or may not qualify for Continuing Education Units (CEUs). While himagine may offer 
assistance to a participant with processing CEUs, it is up to the participant to ensure that 
this is completed. The Webinars are copyrighted and any unauthorized use of any 
Webinars may violate copyright, trademark, and other laws.

Presenter
Presentation Notes
Before we begin,  We would like to share a few housekeeping notes
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Disclaimer

 THE WEBINARS ARE PROVIDED "AS IS" WITHOUT ANY EXPRESS OR 
IMPLIED WARRANTY OF ANY KIND INCLUDING WARRANTIES OF 
MERCHANTABILITY, NONINFRINGEMENT OF 
INTELLECTUAL PROPERTY, OR FITNESS FOR ANY PARTICULAR 
PURPOSE. IN NO EVENT SHALL himagine OR ITS SUPPLIERS BE 
LIABLE FOR ANY DAMAGES WHATSOEVER (INCLUDING, WITHOUT 
LIMITATION, DAMAGES FOR LOSS OF PROFITS, BUSINESS 
INTERRUPTION, LOSS OF INFORMATION) ARISING OUT OF THE USE 
OF OR INABILITY TO USE THE MATERIALS, EVEN IF himagine 
HAS BEEN ADVISED OF THE POSSIBILITY OF SUCH DAMAGES. 

 himagine makes no commitment to update a Webinar once it 
has been completed
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Housekeeping
 Todays webinar will be limited to 1 hour. 

 Please enter your coding questions in the Q&A box.

 A copy of all coding questions and answers will be emailed to webinar 
registrants within 1-2 weeks.

 Google Chrome is the ideal platform.

 Please do not use the chat box for technical questions.

 Hit F5 to refresh the page if having issues viewing presentation.

 Log out and back in.

 Restart your computer, if needed.

Technical Questions/Tips
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IMPORTANT CEU NOTE FOR WEBINAR ATTENDEES
 himagine solutions offers industry-specific webinars at no cost to the attendee.   Each webinar is approved by AHIMA, AAPC or the NCRA and provides 

continuing education units (CEU).   We list important points below which you should read if you elect to attend one of our free webinars.  himagine is 
not responsible should you not qualify to receive or did not receive your CEU certificate.

 You must attend at least 45 minutes of the webinar to earn the CEU(s).
 You must enroll for each webinar and provide a valid email address where the CEU certificate will be sent.  Please be aware if you use your work 

email, it may be considered spam and prevent you from receiving.  We suggest you add to your contact list the email address himagine will use to 
send the CEU certificate, himeducation@himaginesolutions.com.  This may allow the email to go to your inbox instead of spam.  You may want to 
check with your employer’s IT department.

 The CEU is sent two to three weeks post the webinar.
 It is your responsibility to print, insert your name, title and date of the webinar and store the CEU for future reference.  You will need the 

certificate when it comes time to renew your certification.  It is the responsibility of the attendee to ensure he or she has the documents required 
for maintaining his or her certification.  himagine no longer tracks this information.

 While himagine will still record the webinar and place the webinar on our website, beginning May 2020, you must attend one of the scheduled 
live sessions to receive the CEU certificate.  We will continue to offer several sessions for this reason.

 While previously recorded webinars will still be available to view, CEU certificates will no longer be provided.  You may view the webinars through 
the himagine solutions home page “Webinars – Previous Webinars” or by clicking the link https://himaginesolutions.com/previous-webinars/.

 You will not receive email notifications post the webinar.  The CEU certificate is sent from an email address which does not allow a return 
response.

 While we recognize the changes recently made differ from past practice, over 88% of attendees receive the CEU email which contains the certificate 
simply by following instructions.  Of the 88% of attendees who received the CEU email, 81% opened, printed and completed the required information.

 himagine is committed to the ongoing development of HIM professionals and the changes we made will help ensure we are able to continue 
providing webinars at no cost to attendees 

 himagine is considering offering premium access to participants willing to pay a nominal fee. Premium members would:

 Get guaranteed access into the webinars (you don’t have to worry about not accessing the webinar because we’ve reached maximum 
participation)

 Get live customer support

 Please answer the premium webinar question in the post webinar survey so that we can gauge your interest.  

 We thank you for your continued participation in our webinars. 

mailto:himeducation@himaginesolutions.com
https://himaginesolutions.com/previous-webinars/
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About the Presenter

Jody Meece, RHIA, CCS
himagine Educator/Auditor
30+ years of HIM experience in coding, auditing, 

compliance and education
Kitty Dugre, CCS, CDIP
himagine Educator/Auditor
 30+ years in HIM experience in coding, education, 

auditing and compliance

Presenter
Presentation Notes
Introductions of presenters…Now let’s take a couple minutes to hear from today’s sponsor………..Chris Spring and Mason Henk
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 Do you know an HIM executive that needs 
support with the following:

 Utilization & Cost Modeling 
 Flexible Staffing Solution (Coding, 

Registry, CDI, Case Management)
 Audit & Education

himagine Solutions

Chris Spring, VP of Client Development
cspring@himaginesolutions.com
614.395.1977

Mason Henk, Manager of 
Recruitment
jhenk@himaginesolutions.com

Do you know an HIM professional that is 
looking for the following:
● A new opportunity
● Supplementing their income
● Flexibility of working from home

mailto:cspring@himaginesolutions.com
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Agenda

 Guidelines: 
 Documentation of Complications of Care
 Complication of care codes within the body system

 Postoperative or Postprocedural

 Mechanical and Non-Mechanical Complications

 Post Surgical Common Occurrences

 Accurate Code Assignment

 Query

 Implications of Inaccurate Code Assignment

 References

Presenter
Presentation Notes
Our Agenda for Today – we will highlight…
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Test your knowledge
 Identify which of the following statements are the guidelines for “documentation of 

complications” for medical care and/or surgery?  Select all that apply. 
A. Regardless of the chapter where the code is located, the provider must 

document a relationship between the patient's condition and the care or 
procedure. 

B. Any abnormal condition after surgery or care is considered a complication. 
C. The coder can assume the cause-and-effect relationship between the care 

provided and the condition. 
D. Indication of cause-and-effect must be indicated in the documentation. 
E. Query the provider for clarification if the documentation is not clear. 
F. Postsurgical pain is always considered a complication. 

 Section I.B.16, documentation of complications of care code assignment, is based on 
the provider's documentation of the relationship between the condition and the care 
or procedure. The guideline extends to any complications of care, regardless of the 
chapter in which the code is located. Note that not all conditions that occur during or 
following medical care or surgery are classified as complications. There must be a 
cause-and-effect relationship between the care provided and the condition. There 
must also be an indication in the documentation that it is a complication. Query the 
provider for clarification, if the complication is not clearly documented. For example, 
a certain amount of fatigue, blood loss, pain, or immobility is expected after certain 
types of surgery. These expected conditions are not considered complications. 

Presenter
Presentation Notes
Please take a moment to review and answer our first “test your knowledge” question.  Identify which of the following statements are the guidelines for “documentation of complications” for medicare and/or surgery?  Select all that apply.A, D and E are the correct selections,  This guidance is located in the ICD10 Codebook Coding Guideline Section I, letter B – General Coding Guidelines – number 16 – Documentation of Complications of Care.  Points to remember – Documentation of cause/effect is required.  If not documented, or clear, or contradicting information, always query the provider for the clarification.		
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Guideline 1.B.16
Documentation of Complications of Care
 Code assignment is based on the provider’s documentation of 

the relationship between the condition and the care or 
procedure, unless otherwise instructed by the classification. 
 The guideline extends to any complications of care, regardless 

of the chapter the code is located in. 
 It is important to note that not all conditions that occur during 

or following medical care or surgery are classified as 
complications. 
 There must be a cause-and-effect relationship between the 

care provided and the condition, and an indication in the 
documentation that it is a complication. Query the provider for 
clarification, if the complication is not clearly documented.

Presenter
Presentation Notes
Coding Guidelines state that coding a condition as a complication is based on 1) Code assignment is based on the provider’s documentation of a relationship between the condition and the care or procedure.  2) This extends to any complications of care, regardless of what chapter the code is located in.  3)  Not all conditions following surgery are complications.  4)  Cause and effect must be documented.  Remember:   The key take away of this guideline is:  The physician must document cause and effect relationship of a complication regardless of the chapter it is in.   If there is any instance where it is not clear from the documentation - you must query.
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Guideline I.C.19.g
Complications of care codes within the body system 

chapters
 Intraoperative and postprocedural complication codes 

are found within the body system chapters with codes 
specific to the organs and structures of that body system. 
These codes should be sequenced first, followed by a 

code(s) for the specific complication, if applicable.

Example: G970: Cerebrospinal fluid leak from spinal 
procedure.  This code is located in Chapter 6 – Diseases of 
the Nervous System

Presenter
Presentation Notes
**Complication of care codes are also found within the body system chapters of the ICD10 codebook with codes that are specific to the structures and/or organs of a particular body system.   Codes from the specific chapter are sequenced first followed by a code for a specified complication if applicable.**This guidance is found in ICD10 Section I, letter C – Chapter Specific Coding Guidelines; Number 19, Letter g – Complications of Care
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Verbiage Identification
 Postoperative/Postprocedural
 Identify the time frame– meaning it occurred after a procedure
 Indication that it is a postoperative complication

 Definition of Postoperative
 Stedman’s Medical Dictionary: “Following an operation”
 Clinical: A condition occurring in the postoperative period
 Coding: A condition related to the surgical procedure

 Definition of Complication
 Stedman’s Medical Dictionary: “A morbid process or event that 

occurs during the course of a disease that is not an essential part of 
that disease, although it may result from it or from independent 
causes”
 Clinical: An additional condition that is caused by a procedure, 

treatment or illness
 Coding: A condition that occurred after admission that, because of 

its presence with a specific principal diagnosis, would cause an 
increase in the length of stay by at least one day in at least 75% of 
the patients (CMS definition)

Presenter
Presentation Notes
Review detail of chart documentation to identify statements that indicate a postoperative/postprocedural condition has occurred.  This slide assists in understanding the definition of both postoperative, and complication.**Often providers may simply use post op/post procedure terminology as a “timestamp” to indicate when a condition occurred.  Not intending to identify a true complication.  It is the coder’s responsibility to both understand and discern the documentation in the record for accurate code assignment.If documentation is unclear, vague, cause and effect are not established, or there is conflicting documentation amongst providers, Query provider for clarification.



13May 28, 2020

Coding post-operative complications
 The challenge in coding post operative complications:
 Determining if:

• condition is an expected outcome of the procedure 
• condition is an expected outcome of the patient’s disease 

process, or
• it is an actual post-operative complication.

A post-operative condition must include all the following:
 It must be more than a normal expected outcome of the 

procedure.
 It must be evaluated, monitored, and treated by the provider.
 A cause-and-effect relationship between the care provided and 

condition must exist.
 The provider must clearly document that it is a complication.

Presenter
Presentation Notes
Example:  Provider documents post op pain.  Chart reveals the normal processes of monitoring pain, providing medication, and the patient is cleared for discharge this is an expected outcome.  However, if pain the is documented to be uncontrolled, and requires on-going management, multiple meds,/increased meds; extends the patient’s stay, this type of documentation is indicative of a “complication.”  Query physician to confirm/clarify if their clinical opinion the pain is considered a normal expected outcome of the procedure, or a specific post op complication.If provider identifies complication -  this must be documented in the medical record identifying the cause/effect.  (IE:  Uncontrolled Post Op pain due to internal sutures)ICD10 Codebook Chapter 6, b.,  Number 3; letter (b):(b) Postoperative pain associated with specific postoperative complication Postoperative pain associated with a specific postoperative complication (such as painful wire sutures) is assigned to the appropriate code(s) found in Chapter 19, Injury, poisoning, and certain other consequences of external causes. If appropriate, use additional code(s) from category G89 to identify acute or chronic pain (G89.18 or G89.28).https://www.icd10monitor.com/coding-for-postoperative-pain-in-icd-10-cm
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Test your knowledge
 Which of these is a mechanical complication

A. Leakage of an artificial heart valve
B. Thrombosis of an artificial heart valve
C. Displacement of a pacemaker lead
D. Infection due to pacemaker lead

Rationale: Leakage is a mechanical complication of the valve. While 
thrombosis of a cardiac prosthetic device is coded as “other specified 
complication.” 
Displacement of lead is a mechanical complication, while infection due 
to a cardiac device is coded as “infection or inflammatory reaction.”

Presenter
Presentation Notes
please take a moment to review and answer our second “test your knowledge” question. The correct answers are both A, and C    leakage and displacement are classified “Mechanical Complications”A “mechanical complication” – involves equipment malfunctions/issues      ***Always Utilize the Alphabetical Index and Tabular section of the ICD10 codebook and carefully follow all instructional notes
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Types of complications classified in ICD-10-CM

 Mechanical complication
 Breakdown
 Displacement
 Leakage
Malposition
 Obstruction
 Perforation
 Protrusion

• Non-mechanical
• Accidental puncture or 

laceration
• Embolism
• Fibrosis
• Hematoma
• Hemorrhage
• Pain
• Seroma
• Stenosis
• Thrombosis

• Infection
• Infected AV graft
• Infected joint prosthesis
• Infection due to peritoneal 

dialysis catheter
• UTI/sepsis due to Foley

Presenter
Presentation Notes
Examples of both Mechanical complications and Non-Mechanical complications……**A Mechanical complication is one that results from a failure of a device, implant or graft.  Such as a breakdown, displacement, leakage or other malfunction.	Non-Mechanical complications are when The device/graft itself, is functioning normally, and there is another issue…..ie – seroma.
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Complications
 If a complication from medical or surgical care initiates a visit to the 

provider’s office or an admission to the hospital, a complication 
code is reported as the primary diagnosis. 

 Complication codes are found in the T80-T88 series of ICD-10-CM 
codes. When available, the code for the specific complication is also 
listed. Some of the complication codes include both the nature of 
the complication as well as the type of procedure that caused the 
complication. In this case, an additional external cause code is not 
required

Presenter
Presentation Notes
As we know….Complication coding is challenging for both coding and clinical professionals.  Physicians are hesitant to document postoperative complications as they may negatively affect their quality scores on sites that publicly report hospital and physician quality scores, such as Healthgrades.   Correct assignment of codes is crucial to provide the most accurate picture of the patient stay.**it is essential for physicians to understand the coding implications of the term postoperative***
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Complications of Surgical and Medical Care (T80-T88)

 Code block T80-T88 includes the following categories:
 T80- Complications following infusion, transfusion and therapeutic injection
 T81- Complications of procedures, not elsewhere classified
 T82- Complications of cardiac and vascular prosthetic devices, implants and 

grafts
 T83- Complications of genitourinary prosthetic devices, implants and grafts
 T84- Complications of internal orthopedic prosthetic devices, implants and 

grafts
 T85- Complications of other internal prosthetic devices, implants and grafts
 T86- Complications of transplanted organs and tissue
 T87- Complications peculiar to reattachment and amputation
 T88- Other complications of surgical and medical care, not elsewhere classified

 In this code block, with the exception of categories T86 and T87, all codes require
the appropriate 7th character be added:
 A - initial encounter
 D - subsequent encounter
 S - sequel

 In addition, some codes have a “use additional code” note to report the specific 
type of complication, infection, or adverse effect.

Presenter
Presentation Notes
Ensure detailed review of the documentation to accurately assign the seventh character for the admission/encounter.  IE:  Initial, Subsequent, Sequela.   Additionally, some codes have instructional notes to “use additional code”.    Review instructional notes for coding in the Tabular section of the ICD10 codebook, chapter notes and section notes.
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Complications of Surgical and Medical Care (T80-T88)

 Code block T80-T88, Complications of Surgical and Medical Care, Not Elsewhere Classified 
provides instructional notes at the beginning of the block to:
 Use additional code for adverse effect, if applicable, to identify drug (T36-T50 with fifth 

or sixth character of 5)
 Use additional code(s) to identify the specified condition resulting from the complication
 Use additional code to identify devices involved and details of circumstances (Y62-Y82)

 There is also an extensive Excludes 2 Note at the beginning of the code block for any 
encounters with medical care for postprocedural conditions in which no complications are 
present such as:
 artificial opening status (Z93.-)
 closure of external stoma (Z43.-)
 fitting and adjustment of external prosthetic device (Z44.-)
 burns and corrosions from local applications and irradiation (T20-T32)

 This Excludes2 Note also contains a list of specified complications classified elsewhere, such 
as:
 cerebrospinal fluid leak from spinal puncture (G97.0)
 colostomy malfunction (K94.0-)
 disorders of fluid and electrolyte imbalance (E86-E87)
 functional disturbances following cardiac surgery (I97.0-I97.1)
 intraoperative and postprocedural complications of specified body systems (D78.-, E36.-, 

E89.-, G97.3-, G97.4, H59.3-, H59.-, H95.2-, H95.3, I97.4-, I97.5, J95.6-, J95.7, K91.6-, 
L76.-, M96.-, N99.-)

Presenter
Presentation Notes
Code notes - ICD10CM Codebook Section I, A, Number 12, letter b.A “type 2 Excludes” note represents “Not included here.” An “excludes2” note indicates that the condition excluded is not part of the condition represented by the code, but a patient may have both conditions at the same time. When an Excludes2 note appears under a code, it is acceptable to use both the code and the excluded code together, when appropriate.
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Example
 A patient is discharged from the hospital after internal fixation of an open fracture 

of the right humerus. Four days after surgery, the patient’s surgical wound is red, 
swollen and draining fluid. The patient presents to the orthopedic clinic and the 
provider determines the patient has a postoperative infection due to the internal 
fixation device and takes a culture. The culture comes back from the laboratory 
positive for Streptococcus infection.

 T84.610A: Infection and inflammatory reaction due to internal fixation device of 
right humerus, initial encounter.
 S42.301B: Unspecified fracture of shaft of humerus, right arm, Initial encounter 

for open fracture
 B95.5: Unspecified Streptococcus as the cause of diseases classified elsewhere

Rationale: The complication code is sequenced first, followed by the specific 
complication(s).  For the additional codes(s). Look in the ICD-10-CM alpha index for 
complication/fixation device, internal (orthopedic)/infection and 
inflammation/arm/humerus T84.61- refer to tabular 6th character 0 is selected to 
indicate the right humerus. 7th character A is selected for the initial encounter.  The 
second code listed is for the infection (see use additional code note – under T84.6)

Presenter
Presentation Notes
As an example……(review slide)The ICD10 codebook Section II – Selection of principle diagnosis; - letter G, provides instruction for sequencing:   “When the admission is for treatment of a complication resulting from surgery or other medical care, the complication code is sequenced as the principal diagnosis. If the complication is classified to the T80-T88 series and the code lacks the necessary specificity in describing the complication, an additional code for the specific complication should be assigned.”***Always refer to the ICD10 alphabetical index and tabular section notes.  The instructional notes provide additional guidance for sequencing, and use additional code notes. 
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Device infections
 If a patient is admitted with an indwelling catheter and is noted to have a UTI, 

do not assume a link between the catheter and the UTI

 The physician must clearly document the causal relationship before infection 
due to urinary catheter can be assigned

 The physician should be queried regarding the cause of the UTI when a 
patient is admitted with both a UTI and a catheter 

Presenter
Presentation Notes
The fact that a patient with a catheter has a lab sample positive for bacteria and receives antibiotics does not permit coders to presume the device caused the infection.  Cause and effect must be clearly identified in the documentation.  (Examples:  Catheter associated UTI;  UTI due to indwelling Foley catheter.)Also, ensure to accurately assign the correct POA indicator.  Was the catheter present on admission?, or was it placed during the stay?
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Line infections
 Two major categories of infections due to 

central venous catheters
 Local (T80.212-)

• Exit or insertion site infection
• Local infection due to central venous 

catheter
• Port or reservoir infection
• Tunnel infection
 Systemic (T80.211-)

• Catheter-related bloodstream 
infection (CRBSI)

• Central line-associated bloodstream 
infection (CLABSI)

• Bloodstream infection due to central 
venous catheter (Hickman, PICC, 
porta Cath)

 Infection due to other cardiac and vascular 
devices (T82.7-)
 Midline
 Renal dialysis catheter (that is not a 

CVC)

Presenter
Presentation Notes
As with all complications codes - Because of the potential implications to both provider and facility these codes may cause, it is critically important that coders assign them accurately based on physician documentation and supportive clinical evidence in the medical record.  It there is any question, or need for clarification, or contradicting information in the record, always query the provider.There are two major categories of infections due to central venous catheters.  CVCs can become infected locally at the exit or insertion site, port, reservoir, or tunnel.  Patient’s can also have a systemic line infections, which are catheter-related blood stream infections, central line associated blood stream infections, or blood stream infections due to a CVC such as a hickman cath, PICC, or portacath.  Midline and non CVC renal dialysis catheter infections are located under T82.7 in the tabular (infection due to other cardiac and vascular devices).  
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Coding Clinic 4th Q 2018, page 89-90
 Question:  How is streptococcal Group B sepsis due to a 

hemodialysis central venous catheter classified in ICD-10-CM?  
Which is more appropriate, assigning a code for the type of catheter 
(central venous) or assigning a code based on its use in 
hemodialysis?

 Answer:  Assign T80.211A (Blood stream infection due to central 
venous catheter, initial encounter) as the principal or first listed 
diagnosis.  Assign A40.1, (Sepsis due to Streptococcus, group B) as 
an additional diagnosis, when a centrally inserted hemodialysis 
catheter is the cause of sepsis.  A code from subcategory T80.21-, 
Infection due to central venous catheter, specifies a central venous 
catheter, distinguishing it from other dialysis catheters, which are 
classified to subcategory T82.7xx-, (Infection and inflammatory 
reaction due to other cardiac and vascular devices, implants, and 
grafts).  Code assignment is based on the location of the catheter, 
rather than function.  
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Transplant Complications
 Complication codes:
 Transplanted organs and tissues. 

• Complication codes are only assigned for transplanted organs if the 
function of the transplant is impacted. 

• Two codes are required to fully describe transplant complications. 
− They include the complication of transplanted organ (T86-) and the 

specific complication. 
• A preexisting condition that was present prior to the transplant can be 

coded as a complication if it impacts the function of the transplanted 
organ.

• Example: Status post liver transplant, rejected, now with chronic liver 
failure.
− T86.41: Liver transplant rejection
− K72.10: Chronic hepatic failure without coma

Presenter
Presentation Notes
Please review ICD10CM coding guidelines, Chapter 19; letter g; number 3, a and b, when coding transplant complications.There is specific guidance for both Kidney transplant complications, and complications for specific to other organs.Transplant complications other than kidneyCodes under category T86, Complications of transplanted organs and tissues, are for use for both complications and rejection of transplanted organs. A transplant complication code is only assigned if the complication affects the function of the transplanted organ. Two codes are required to fully describe a transplant complication: the appropriate code from category T86 and a secondary code that identifies the complication. Pre-existing conditions or conditions that develop after the transplant are not coded as complications unless they affect the function of the transplanted organs. b)   Kidney transplant complicationsPatients who have undergone kidney transplant may still have some form of chronic kidney disease (CKD) because the kidney transplant may not fully restore kidney function. Code T86.1- should be assigned for documented complications of a kidney transplant, such as transplant failure or rejection or other transplant complication. Code T86.1- should not be assigned for post kidney transplant patients who have chronic kidney (CKD) unless a transplant complication such as transplant failure or rejection is documented. If the documentation is unclear as to whether the patient has a complication of the transplant, query the provider. Conditions that affect the function of the transplanted kidney, other than CKD, should be assigned a code from subcategory T86.1, Complications of transplanted organ, Kidney, and a secondary code that identifies the complication. For patients with CKD following a kidney transplant, but who do not have a complication such as failure or rejection
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Bone Marrow Failure
 The patient is a 44-year-old female who had a bone marrow transplant 

3 years ago. She has had chronic graft-versus-host disease and presents 
to the hospital with abdominal pain, diarrhea, vomiting, and fever. She 
is diagnosed with bone marrow transplant failure and graft-versus-host 
disease. The graft-versus-host disease is now in an acute phase and she 
is being admitted for IV high-dose corticosteroids. 

 What is the coding and sequencing for this case?  

A. D89.812: Acute on chronic graft-versus-host disease, T86.02: Bone 
marrow transplant failure

B. T86.831: Bone graft failure, D89.813: Graft-versus-host disease, 
unspecified 

C. T86.831: Bone graft failure, D89.812: Acute on chronic graft-
versus-host disease 

D. T86.02: Bone marrow transplant failure, D89.812: Acute on 
chronic graft-versus-host disease 

Presenter
Presentation Notes
Please review and select the correct answer to the Bone Marrow Failure – both coding and sequencing.The correct answer is D..Bone Marrow transplant failure is sequenced first followed by the graft versus host disease.This direction if found in the Section notes for category T86 in the ICD10 codebook has an instructional note for use additional code: - Use additional code to identify other transplant complications, such as:graft-versus-host disease (D89.81x)malignancy associated with organ transplant (C80.2)post-transplant lymphoproliferative disorders (PTLD) (D47.Z1)
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Ventilator Associated Pneumonia
 Official Coding Guidelines I. C. 10. d. 1.
 Code assignment is based on the provider’s 

documentation of the relationship between 
the condition and the procedure. 
 Code J95.851, Ventilator associated 

pneumonia, should be assigned only when 
the provider has documented ventilator 
associated pneumonia (VAP). An additional 
code to identify the organism (e.g., 
Pseudomonas aeruginosa, code B96.5) 
should also be assigned. Do not assign an 
additional code from categories J12-J18 to 
identify the type of pneumonia. 
 Code J95.851 should not be assigned for 

cases where the patient has pneumonia and 
is on a mechanical ventilator and the 
provider has not specifically stated that the 
pneumonia is ventilator-associated 
pneumonia. If the documentation is unclear 
as to whether the patient has a pneumonia 
that is a complication attributable to the 
mechanical ventilator, query the provider. 

Presenter
Presentation Notes
This is an example of a “complication affecting a specific body system”  When coding ventilator associated pneumonia, coding assignment is based on documentation from the provider that there is a relationship between the condition and the procedure.  VAP should ONLY be assigned when the provider has documented it specifically.  If the provider has not specific the pneumonia to be ventilator associated and the patient is on mechanical ventilation, and your documentation is unclear – query the physician.  Notes to remember:**It is possible for a patient to be admitted with a specified type of pneumonia, and develop VAP during the hospital stay.  Both are appropriate to code.  Pay special attention to POA indicators.*****Some cases of an apparent VAP that occurs following intubation, but has not appeared (become evident) for more than 48 hours, may actually be due to the patient aspirating during the procedure and represent aspiration pneumonia rather than VAP.    Coders detailed review of medical record and review of potential clinical indicators of aspiration are necessary.  ****Queries may also be necessary to clarify a potential “aspiration pneumonia”  vs VAP.
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Tracheostomy: fistula and stenosis
 Tracheoesophageal fistula is an abnormal opening between the trachea and 

esophagus cause by erosion from the tracheostomy tube. The fistula may allow fluids 
or foods to enter the lungs and cause aspiration pneumonia
 Indexing:

• Fistula
− Tracheoesophageal, following tracheostomy

 OR
• Complication

− Tracheostomy- Tracheo-esophageal fistula– J95.04 (tracheoesophageal fistula 
following tracheostomy

 Tracheal stenosis (scar tissue development at the tracheostomy tube site) can 
develop several weeks after a tracheostomy and is considered a malfunction of the 
tracheostomy stoma.
 Indexing:

• Stenosis
− Tracheostomy

 Or
• Complication

− Tracheostomy
• Malfunction: J95.03 (Malfunction of tracheostomy stoma– this code also 

includes obstruction of tracheostomy airway

Presenter
Presentation Notes
Category J95 –Intraoperative and postprocedural complications and disorders of the respiratory system, not elsewhere classified, includes specific codes for several other complications, such as the following:Category – J95.00 – J95.09 J95.03Malfunction of tracheostomy stomaMechanical complication of tracheostomy stomaObstruction of tracheostomy airwayTracheal stenosis due to tracheostomy
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In stent thrombosis
 A commonly used cardiac device is a coronary stent. For coding purposes, these are 

considered "cardiac prosthetic devices." During an angioplasty procedure, a narrowed 
or blocked coronary artery is opened and a metal mesh tube (stent) is inserted into 
the artery to prevent it from closing again. A drug-eluting stent has medicine in it that 
also helps keep the artery from closing. Restenosis (clogging of the inside of the 
stent), also known as in-stent restenosis, can occur.

 Example: A patient, who is status post coronary angioplasty with stent placement in 
the LAD two days prior, is readmitted for a non-ST elevation myocardial infarction 
(NSTEMI) due to thrombus in the stent. 

 Assign codes:
 I97.190: Other postprocedural cardiac functional disturbances following cardiac 

surgery
 T82.867A: Thrombosis due to cardiac prosthetic devices, implants and grafts, initial 

encounter
 I21.A9: Other myocardial infarction type. 

 Rationale: Code I97.190 is more specific to the postprocedural MI. In this case, 
code I97.89, Other post procedural complications and disorders of circulatory 
system, not elsewhere classified, is generic and would not be assigned as an 
additional code

Presenter
Presentation Notes
Cardiac stents are common devices used to open up a blocked artery.  Restenosis (clogging of the inside of the stent) or “in-stent” stenosis, can occur.  Example.  Coding Clinic Reference:Non-ST elevation myocardial infarction secondary to stent thrombus      ICD-10-CM/PCS Coding Clinic, Second Quarter ICD-10 2019 Pages: 32-33 Effective with discharges: June 21, 2019 Question: A patient, who is status post coronary angioplasty with stent placement in the LAD two days prior, is readmitted for a non-ST elevation myocardial infarction (NSTEMI) due to thrombus in the stent. Based on the instructional notes under I21.A9, it appears that codes I21.A9, Other myocardial infarction type, T82.897A, Other specified complication of cardiac prosthetic devices, implants and grafts, initial encounter, and I97.89, Other post procedural complications and disorders of circulatory system, not elsewhere classified, should all be assigned. Code I97.190, Other postprocedural cardiac functional disturbances following cardiac surgery, also seems appropriate. What are the correct diagnosis codes and sequencing of an acute myocardial infarction (MI) due to stent thrombus following coronary angioplasty and stent placement? Answer: Assign codes I97.190, Other postprocedural cardiac functional disturbances following cardiac surgery, T82.867A, Thrombosis due to cardiac prosthetic devices, implants and grafts, initial encounter, and I21.A9, Other myocardial infarction type. Code I97.190 is more specific to the postprocedural MI. In this case, code I97.89, Other post procedural complications and disorders of circulatory system, not elsewhere classified, is generic and would not be assigned as an additional code. 
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Embolism
 The patient is a 38-year-old woman who is admitted with an acute pulmonary 

embolus. She has an inferior vena cava filter placed on the second day of admission, 
and she demonstrates hemorrhagic shock 4 days after filter placement. She has 
experienced a retroperitoneal hemorrhage due to IVC perforation of the IVC wall. The 
patient's blood pressure stabilizes after the anticoagulant therapy is stopped, and she 
receives a blood transfusion for acute blood loss anemia. 
 I26.99: Other pulmonary embolism without acute cor pulmonale
 I97.618: Postprocedural hemorrhage of a circulatory system organ or structure 

following other circulatory system procedure
 T82.595A: Other mechanical complication of umbrella device, initial encounter
 T81.19XA: Other postprocedural shock, initial encounter
 D62: Acute posthemorrhagic anemia

Rationale: The principal diagnosis is acute pulmonary embolus (I26.99). The 
postoperative hemorrhage (I97.618), mechanical complication of the IVC filter 
(T82.595A), hemorrhagic shock (T81.19XA), and acute blood loss anemia (D62) are 
reported as additional diagnoses. 

Presenter
Presentation Notes
Sequencing – The Pulmonary Embolism is PXDX – as the IVC was placed after admission, the additional diagnosis’ would be POA indicator – N
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Biliary stent stenosis and embolism
 55-year-old woman who had undergone liver transplantation in 2018 due to Budd-Chiari syndrome. She 

developed biliary anastomotic stenosis which was managed by ERCP for 1 year (pneumatic dilations and 
insertion of plastic biliary stents). Following recurrence of the biliary stenosis, a fully coated 80 mm by 10 mm 
self-expanding metal stent (SEMS) was inserted. Four months later she came to our clinic because of 
abdominal pain. Abdominal ultrasound showed a 20 mm dilation of the common bile duct with stones inside 
the duct. 

 An ERCP was performed under general anesthesia. The preliminary x-ray showed the metallic biliary stent and 
proximal pneumobilia. After duodenoscopy found that the SEMS (self- expanding metal stents) had migrated 
proximally. An extractor balloon was introduced, insufflated and retracted leaving its distal end partially 
exposed in the duodenal lumen. The SEMS was then extracted with a foreign body forceps. Upon examination, 
it could be seen that the SEMS had its lumen totally obstructed by stones and biliary sludge.

 Cholangiography using low osmolar contrast showed that the proximal extrahepatic bile duct was dilated to 18 
millimeters in diameter and that there was a biliary anastomosis without stenosis. The common bile duct was 
instrumented with a balloon and the residual stones were extracted. The final radiographic plate showed 
serious pneumobilia that also compromised the small proximal intrahepatic bile ducts. 

 In the immediate postoperative period while the patient was still intubated, ventricular tachycardia followed 
by a trace of pulseless electrical activity was documented and desaturation, hypotension, cyanosis and 
marked jugular engorgement developed. Resuscitation measures were initiated, and spontaneous 
circulation returned after 2 minutes and administration of 1 mg of adrenaline, 300 mg of amiodarone, 60 
meq of bicarbonate and infusion of norepinephrine (0.25 μg/k/m). The right subclavian central venous 
access was accessed.

 Focused assessment with sonography for trauma (FAST) ultrasound ruled out cardiac tamponade, but 
evidenced multiple air bubbles in the vena cava. The patient was immediately transferred to CT angiography 
due to suspicion of air embolism. CT angiography showed air in the intrahepatic vena cava and air embolus in 
one of the subsegmental pulmonary arteries of the apical segment of the right lower lobe. The patient was 
transferred to the intensive care unit (ICU). 
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Biliary stent stenosis and embolism
 A transthoracic echocardiogram showed collapse of the inferior cava, a finding expected in a post-resuscitation 

state, without left ventricular dysfunction. The patient progressively improved, was extubated on the second 
day total of 26 hours, and was discharged after four days without additional complications or sequelae.

 Final diagnosis: stenosis of biliary stent with migration. Air embolism during ERCP requiring extended 
mechanical ventilation post operatively.

 DX:
 T85858A: Stenosis due to other internal prosthetic devices, implants and grafts, initial encounter
 T85520A: Displacement of bile duct prosthesis, initial encounter
 T790XXA: Air embolism (traumatic), initial encounter
 T8189XA: Other complications of procedures, not elsewhere classified, initial encounter
 T85818A: Embolism due to other internal prosthetic devices, implants and grafts, initial encounter
 T888XXA: Other specified complications of surgical and medical care, not elsewhere classified, initial 

encounter
 Y732: Prosthetic and other implants, materials and accessory gastroenterology and urology devices 

associated with adverse incidents

 PCS:
 0FC98ZZ: Extirpation of matter from common bile duct, via natural or artificial opening endoscopic
 0FPB8DZ: Removal of intraluminal device hepatobiliary duct, via natural or artificial opening endoscopic
 BF111ZZ: Fluoroscopy of biliary and pancreatic ducts using low osmolar contrast
 5A1945Z: Respiratory ventilation, 24-96 consecutive hours

 CPT:
 43264: Endoscopic retrograde cholangiopancreatography (ERCP); with removal of calculi/debris from 

biliary/pancreatic duct(s)
 43275: Endoscopic retrograde cholangiopancreatography (ERCP);  with removal of foreign body(s) or 

stent(s) from biliary/pancreatic duct(s)



Common occurrences

Presenter
Presentation Notes
Often, providers will document “post op…..or similar terms in the medical record.As coders, our responsibility is to discern if the documented “post op” condition is a True Complication of the procedure, or, is it actually an expected outcome of the procedure or disease process.  Meaning, is it common and often inherent.As there are often inherent conditions that do occur post-operatively, we will take a few moments to review a few of the most often common seen in medical record documentation.
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Common occurrences after surgery
 Atelectasis:
 Atelectasis occurs in some degree for many patients undergoing an upper abdominal or 

thoracic surgery. 
 It is an incomplete expansion of the lung segments and typically occurs within the first 48 

hours following general anesthesia. 
 It can be noted on a chest x-ray and normally resolves spontaneously. 
 It can occur in a patient who is ambulatory, using routine post-operative incentive spirometry 

with no clinical symptoms.
 Example: 
 On postoperative day 3, the patient is complaining of dyspnea and chest pain. Lab work shows 

WBC of 15. Physical exam reveals course lung sounds and heart rate of 100. Repeat chest x-ray 
shows no resolution of the atelectasis and pneumonia is ruled out. The patient is ordered 
albuterol nebulizer treatment every 4 hours and prn and is encouraged to use incentive 
spirometer. On postoperative day 4, the patient is not improving and is experiencing increased 
shortness of breath. 
 The physician is documenting postoperative atelectasis as the diagnosis. 
 In ICD-10-CM, code to: Atelectasis > other/unspecified, J98.11 (atelectasis). 
 As there is documentation and clinical evidence in the medical record to support a query to 

the provider, query to clarify if the postoperative atelectasis is a complication from the 
surgery or an expected outcome of the procedure. 
 Should the physician concur that it was a complication, this would then code to: Atelectasis > 

postoperative complication. 
 The ICD-10-CM codes would be J95.89 (other post procedural complication and disorders of 

the respiratory system, not elsewhere classified) and J98.11 (atelectasis). *The additional 
code is based on the instructional note to use additional code to further specify the disorder.

Presenter
Presentation Notes
Slide – Atelectasis, this is a condition that we do often see when coding.Atelectasis is a complete or partial collapse of the entire lung or an area (example - lobe) of the lung. It occurs when the tiny air sacs (alveoli) within the lung become deflated or possibly filled with alveolar fluid.  Reminder – must be a cause and effect relationship documented between the care provided and the condition, as well as documentation that it is a complication.As reference - Postoperative atelectasis      ICD-9-CM Coding Clinic, Fourth Quarter 1990 Page: 25 Effective with discharges: October 1, 1990 Question: Is atelectasis following surgery always considered a postoperative complication? Answer: Postoperative atelectasis is often an incidental radiographic or physical finding that is frequently a self-limiting condition, in which case it would not be coded or reported. If, however, it is associated with significant findings, such as fever, or requires further diagnostic or therapeutic work up, such as chest x-ray or respiratory therapy, or is linked to an extended hospital stay, then it should be reported as 997.3, Postoperative respiratory complication. (See the Alphabetic Index under Complications, respiratory, postoperative, NEC. Code 518.0 may be added to identify the specific complication as atelectasis.)
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Common occurrences after surgery
 Postoperative Shock: 
 Per coding guidelines, shock is classified as a complication when it occurs in the postoperative 

period. 
 The physician would not have to specify a link between the shock and the procedure. 
 In ICD-10-CM it would code: Shock > specified type or other, (post procedural) > unspecified > 

encounter (initial), T81.10XA (post procedural shock unspecified, initial encounter).
 Postoperative shock:
 Look for a more definitive diagnosis

• What type of postoperative shock?
− Example: Patient is post-operative CABG/AVR. The patient develops hypotension 

with poor tissue profusion, exhibited by altered mental status and cyanotic, cool 
extremities. Pulses are rapid and weak, and there is decreased urine output. 
Echocardiogram and chest X-ray confirm heart failure. A Swan-Ganz catheter in 
inserted. Patient is treated with a Dobutamine drip and fluid resuscitation. 

− There is supporting documentation and clinical evidence to initiate a query to the 
physician for the specificity of the shock. 

− In ICD-10-CM, post-operative cardiogenic shock would code: Shock > Spell other 
(post procedural) > cardiogenic > initial encounter for code T81.11XA (post-
procedural cardiogenic shock, initial encounter. Post-operative hypovolemic shock 
would code: Shock > Spell other (post procedural) > hypovolemic > initial 
encounter for code T81.19XA (other post-procedural shock, initial encounter.

Presenter
Presentation Notes
Review Slide, :   Postprocedural shock Does not require the physician to provide a link between the procedure and the shock.AHA Coding Clinic 4Q 2011, volume 28, number 4, pages 150-153 provides information for us regarding shock:There are several types of postoperative shock: Hypovolemic shock is the most common type of shock seen in the postoperative patient. It occurs when large amounts of fluids are lost from hemorrhage or severe dehydration.Cardiogenic shock is caused by a weakened heart not being able to pump enough blood thru the bodyCommon types of shock are:   Septic shock, and also anaphylactic shock***Often the specified type of the patient’s shock, or if the patient is experiencing more that one type of shock, is not documented.  Queries are necessary to obtain this information in order to assign the accurate codes for the hospital stay.
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Common occurrences after surgery
 Post Operative ileus
 Generally, an expected outcome of an abdominal procedure. It can be present for 

up to three-days post-procedure.
 An expected outcome is not coded as a complication. 

Example:
 If the patient is not experiencing normal bowel function after three days and the 

physician is treating the patient with a nasogastric tube, rectal tube, NPO status, a 
reduction in pain medication, etc. and no physician documentation is present for a 
possible complication, then a query may be needed.
 If the physician concurs that the ileus is a complication, it would be coded: 

Complication (from) > Post-operative > Digestive > Other. 
 The ICD-10-CM code used would be K91.89 (other post-procedural complications 

and disorders of the digestive system), with an additional code to further specify 
the type of ileus.  (i.e. K56.7 ileus unspecified)

 Reference – Coding Clinic 1stQ 2017 Pages 40-41

Presenter
Presentation Notes
A postoperative ileus is a transient impairment of bowel motility often occurring following abdominal surgery.  Postoperative ileus      ICD-10-CM/PCS Coding Clinic, First Quarter ICD-10 2017 Pages: 40-41 Effective with discharges: March 13, 2017       Related Information Question: Since an ileus does not always involve obstruction, should a diagnosis of postoperative ileus be assigned code K91.3, Postprocedural intestinal obstruction? Previously, postoperative ileus defaulted to a complication code. However, in ICD-10-CM, there is no default code assignment for postoperative ileus. Answer: Query the physician to determine if the ileus is a postoperative complication. If the physician confirms that the ileus is a postoperative complication, assign code K91.89, Other postprocedural complications and disorders of digestive system. Code K56.7, Ileus, unspecified, should be assigned as an additional diagnosis to describe the specific complication. If, however, after query, the physician confirms that the ileus is not a surgical complication, assign only code K56.7. ****Only assign code K91.3, Postprocedural intestinal obstruction, for an obstructive ileus that the physician has documented as a post-op complication.
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Common occurrences after surgery
 Atrial Fibrillation:
 Generally, if a patient has a history of atrial fibrillation that is currently treated with medication 

then it would not be considered a complication. 
 If the patient develops post-operative atrial fibrillation noted on cardiac monitoring that 

resolved on its own without treatment then it would not be a complication.
 Post-operative atrial fibrillation, even for a cardiac procedure, must be clearly documented by 

the physician and treated with medications or defibrillation. 
 Example:
 Documentation of post-operative paroxysmal atrial fibrillation 
 This would code: Fibrillation > atrial > paroxysmal. 
 The ICD-10-CM code would be I48.0 (paroxysmal atrial fibrillation).

 Example:
 Provider documents that “following surgery, the patient’s post-operative course was 

complicated by paroxysmal atrial fibrillation required an amiodarone drip” .  This would clearly 
indicate an atrial fibrillation complication even if the patient’s procedure was a cardiac 
catheterization.
 This would code: Complication > circulatory> postprocedural> other/unspecified
 ICD-10-CM codes would be I97.89 (other post-procedural complications and disorders of the 

circulatory system, not elsewhere classified) and I48.0 (paroxysmal atrial fibrillation) based on 
the instructional note to use an additional code to specify the disorder.

Presenter
Presentation Notes
Review Slide:AFIB is actually a frequent condition occurring following especially cardiac surgery, and is an expected outcome.The physician needs to specifically document that the post-operative atrial fibrillation is a complication of the procedure, -  In order to code it as a complication.   Review detail of documentation and clinical indicators. Query may be necessary.



36May 28, 2020

Common occurrences after surgery
Urinary incontinence or Impotence often occurs following 

prostate procedures.

 Examples:
 Patient who has a transurethral resection of the prostate may 

develop urinary incontinence or impotence.

 These conditions are not classified as complications in ICD-10-
CM unless documented as such by the provider.

 Impotence is common in a prostate resection, as there may be 
nerve damage when the hypertrophic prostate is removed.

Presenter
Presentation Notes
Review Slide:After prostate surgery, urinary incontinence is a frequent and common.  With time and exercise, this may resolve for most patients.  Impotence however, may be long term in most patients following a prostatectomy as this is due to the nerves surrounding the prostate and the potential then for nerve damage during the procedure.If after review of the documentation, it is unclear if the diagnosis is a complication, query the physician for the clarification.



Examples

Presenter
Presentation Notes
As reference for review, we have provided a few additional examples
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Complication of device
Patient had undergone a total left hip arthroplasty five weeks earlier for osteoarthritis.  
The prosthesis worked well until the previous week, when she heard a pop.  X-rays 
taken on admission showed a superior displacement of the left acetabular cup, which 
continued to migrate proximally despite bed rest.  The left acetabular component of 
the prosthesis was moved back to the correct location and recemented in place.  
Three days after surgery, the patient had a hemoglobin of 10.9 and was transfused 
with two units of packed red blood cells.  Hemoglobin count improved and the patient 
was discharged.

Final diagnoses:  1)  Superior displacement, left acetabular cup prosthesis.  2)  Acute 
blood loss anemia.

PDX:  T84.021A: Dislocation of internal left hip prosthesis, initial encounter
DX: D62: Acute post hemorrhagic anemia
PCS: 0SWB0JZ: Revision of synthetic substitute in the left hip joint, open approach

30233N1: Transfusion of nonautologous red blood cells into peripheral vein, 
percutaneous approach

Presenter
Presentation Notes
In this example, the complication is documented as displacement.  ***Please note - If the displacement were due to an injury (ie – fall) the injury code would additionally be reported.**Please be aware - When coding complications due to medical devices - caution is necessary to accurately represent the cause of the problem.  (If Coding to a medical device “failure” is imperative to be confirmed as this may have potential impact to possible litigation involving the manufacturer of the device.)  Accurate code assignment when coding complications is crucial.
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Infection of a Device 
Patient presented to the ED with a severe and deep infection of her left thigh.  Patient 
had a history of fracture three months previously, she had undergone an open 
reduction and internal fixation of a traumatic fracture of the left femur.  She was 
admitted and taken to surgery immediately, where a wide excisional debridement of 
the subcutaneous tissue of the infection was carried out.  Hardware had to be 
removed from the upper portion of the femur, and the Physician noted that the 
fracture was healed.  Cultures grew out Staphylococcus aureus, and the patient was 
maintained on IV Oxacillin.  She was to continue her antibiotics at home.  

Discharge Diagnoses:  Staphylococcal infection due to orthopedic fixation device.

PDX:  T84.621A: Infection and inflammatory reaction due to internal fixation 
device of the left femur, initial encounter.
DX: B95.61: Methicillin susceptible Staphylococcus aureus infection as the cause 
of diseases classified elsewhere

Z87.81: History of healed traumatic fracture 
PCS: 0JBM0ZZ: Excision of left upper leg subcutaneous tissue and fascia, open 
approach

0QP704Z: Removal of internal fixation device from left upper femur, open 
approach

Presenter
Presentation Notes
Review slideCoding Pathway:  Infection, Due to, Device, Fixation Internal,  -  or, -    Complication, Fixation device, Infection.
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Respiratory Failure following Trauma and Surgery (postop)

 Effective October 1, 2011, specific codes were created to distinguish postoperative 
acute respiratory failure from less severe respiratory conditions.  
 Respiratory failure is a relatively common postoperative complication that often 

requires mechanical ventilation for more than 48 hours after surgery or 
reintubation with mechanical ventilation after postoperative extubation. 
 Risk factors may be specific to the patient's general health, location of the incision 

in relation to the diaphragm, or the type of anesthesia used for surgery. 
 Trauma to the chest can lead to inadequate gas exchange causing problems with 

levels of oxygen and carbon dioxide. 
 Respiratory failure results when oxygen levels in the bloodstream become too low 

(hypoxemia), and/or carbon dioxide is too high (hypercapnia), causing damage to 
tissues and organs, or when there is poor movement of air in and out of the lungs. 
 In all cases, respiratory failure is treated with oxygen and treatment of the 

underlying cause of the failure.

Presenter
Presentation Notes
Post operative respiratory failure is an example of when the code is found within the body system chapter and not located in (T80-T88) – complications of surgical and medical care, NEC.When a physician documents  “Post-Op respiratory Failure;”   It makes perfect sense to them, as the during the recovery phase, the patient remained intubated and on vent after surgery.**As coders, we are looking for a potential complication.   ***Yes -Some surgeries require the patient to be on the ventilator for a short time after surgery as part of the plan. For example, patients having open heart surgery are typically maintained on a ventilator until they wake up enough to lift their head off of their pillow and can follow simple commands. They are not given a drug to stop the anesthesia, rather it is allowed to wear off on its own, and the patient is removed from the ventilator when they are ready to breathe on their own.Clinically, yes the patient during this time is not currently breathing on their own, however, from a coding perspective this does not meet the definition of an actual Complication.  This is part of the normal post op process.https://www.verywellhealth.com/when-a-ventilator-is-necessary-3156902https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4671154/� 
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Post-OP Respiratory Insufficiency
The patient underwent a laryngoscopy with biopsy in the ambulatory surgery 
area, and a primary neoplasm of the false vocal cord was confirmed.  In the 
recovery room, she developed acute respiratory insufficiency and was placed 
on oxygen.  Because of the severity of the respiratory insufficiency, she was 
admitted.  By the third hospital day, her blood gases returned to normal and 
she was discharged.

Discharge Diagnoses:  1) Carcinoma of the vocal cords 2)  Postoperative 
Respiratory Insufficiency

PDX:  J95.2: Acute pulmonary insufficiency following nonthoracic surgery
DX: C32.1: Malignant neoplasm of the supraglottis
PCS:  0CBS8ZX: Excision of larynx, via natural or artificial opening 
endoscopic, diagnostic

Presenter
Presentation Notes
With the current documentation in our example - coding of Post-Op Respiratory Insufficiency, code to J95.2.  Is the correct code.  Category J95 is intra-op/postop complications/disorders of respiratory system not elsewhere classified.   (this is a complication code specific to a body system)To code to respiratory insufficiency following surgery - , -  in the alphabetical index, the coding pathway is: complications, respiratory system, postoperative, pulmonary insufficiency
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Intraoperative complication
Patient suffers an intraoperative cerebrovascular infarction due 

to occlusion of cerebral artery during another surgery, meaning 
the physician wasn’t operating on the nervous system. 

Code I97.811 (Intraoperative cerebrovascular infarction due to 
cerebral artery occlusion during other surgery) to show that the 
patient suffered a stroke during the procedure, as well as an 
additional code to identify the specific infarction site I63.50 
(Cerebral infarction due to unspecified occlusion or stenosis of 
unspecified cerebral artery)

Presenter
Presentation Notes
Intraoperative cerebral infarctions occur in less that 1% of surgeries, and often the mechanism is unknown.   Potential causes are embolic and hypotension.Alphabetical index coding pathway:  Infarction, Cerebral, Intraoperative, other surgery   (the instructional notes for section I97.8xx direct to “use additional code, if applicable, to further specific the disorder”.)



How can I be sure what I am 
coding is correct?

Presenter
Presentation Notes
As we have discussed, assigning the correct code is challenging, yet crucial.
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Things to Keep in Mind
 Important rules to follow when it comes to post-operative complications:
 Not all post-operative conditions are complications.

• Look for a cause-and-effect relationship and clinical evidence of a complication. 
There must be a cause-and-effect relationship between the care provided and the 
condition, and an indication that it is a complication.

• If there is a causal relationship that is documented and is implicit of the condition, 
it is not necessary for the physician to provide further documentation for the link

• Conditions such as surgical wound infections or wound dehiscence are considered 
implicit of the condition and it is not necessary for the physician to further clarify 
the event as a complication.

 There is no time limit for the development of a complication.
 Post-operative complications are defined as unexpected or unusual outcomes that 

occur following care.
 Look for provider documentation such as “due to,” “resulted from,” or “the result of.”
 *Specific documentation of the word “iatrogenic” literally means that the condition was 

caused by the physician or the medical care, for example: “iatrogenic pneumothorax.”
 When in doubt, query the provider.
 Official Coding Guidelines always take precedence over any other coding advice, 

including Coding Clinic.

Presenter
Presentation Notes
Knowing what to look for and the rules to follow when coding complications is critical for accurate coding.Review SlideAs reminders: The condition must be more than an expected/inherent outcome or occurrence and documentation that the provider has evaluated, monitored, and treated the condition.• cause-and-effect relationship between the care given and the complication – MUST be documented.• The physician must document that the condition is a complication.By incorporating intraoperative and postprocedural complications into the separate body system chapters – ICD10 has allowed for simpler coding.Choosing Correct ICD-10 Diagnosis Codes�Complications of care are located in each chapter as well as in T80-T88 section of chapter 19:  remember to review the following when coding:• site of surgery;• organ/organ system affected by the complication;• type of surgery, (example: joint replacement, skin grafting, and bypass;)• type of complication, (example: mechanical (eg, breakage, displacement, protrusion, breakdown, leakage, obstruction), infection, embolism/thrombosis, pain, fibrosis, and hemorrhage.)
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Key items to look for to code a complication 

 Clinical indicators, positive findings, the physical exam, treatment provided, 
and an assessment regarding the documentation and whether information is 
missing or unclear. 

 Think about:
Whether a condition presents with or without an infection. (Complication 

of suture, permanent (wire) or surgical procedure with or without 
infection)
 Devices must be specific in order to assign a code, and complications 

related to devices must be addressed via query as needed. (Infection due 
to internal orthopedic device versus infection of the just the surgical site?)
 Nonspecific procedures need to be clarified. (Why did they do a suture of 

the liver?)
 Assessments also need to be made related to complications associated 

with trauma. (Was the liver or bowel laceration evaluated?)

Presenter
Presentation Notes
Review of Key notes – Detailed review of the documentation – know the hot spots, and where to look.  *Is there clinical indication, without a corresponding diagnosis?  Example – patent’s 02 sats drop, placed on high flow oxygen, pulmonologist paged.  (this type of documentation identifies something has occurred, but the associated DX is missing)Review not only the physician notes, but the Nursing notes, orders, and Tech notes as well.  Often, we will see documentation that will prompt us to dive deeper into the detail.  (Example:  physician orders PBRC ; nursing notes indicate acute bleeding at surgical site, review of labs indicate H&H has dropped to 10.5 and 8.0)  Again, this is indicative of a missing corresponding diagnosis.Queries are necessary when there is missing documentation.
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What you need to know for device complications if querying

 Body system

 Type of device

 Specific complication
 Breakdown
 Displacement
 Leakage
 Hemorrhage
 Pain
 Embolism
 Fibrosis
 Other _________________________

 Episode of care
 Initial encounter
 Subsequent encounter
 Sequela

 Document any associated diagnoses/conditions

Presenter
Presentation Notes
Review Key points from slide for device complicationsBody system – example – cardiacType of device – example – stentComplication – example – displacedEpisode of care – example - initial
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What you need to know for surgical complications if querying

 Document affected body system _________________________

 Document the specific condition _________________________

 Document whether the condition is a/an:

 Complication of care
 Expected procedural outcome

 Document when the complication occurred:

 Intraoperative Complication
 Postoperative Complication

 Document any associated diagnoses/conditions

Presenter
Presentation Notes
Review the key points to include in a query for surgical complications.Always remember the queries cannot be leading.   Provide multiple options for the provider in the query:Query Options:Is an expected occurrence and is not a complicationIs not an expected occurrence and not a complicationIs a complication however, not due to the surgery/procedure - Specify cause:Is a complicationOther (specify)Unable to determine



Query Tips & Examples 

Presenter
Presentation Notes
We have included a tips and example case scenarios for query.
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Reasons to query for complication “Cause and effect”

 Vague documentation
 S/P ORIF, now with DVT

 Unclear significance of the diagnosis, expected/integral

 Postop ileus on day 1 after a major abdominal surgery

 Attribution of event unclear

 Postop urinary retention: Is the retention due to the surgery or, is the 
retention an adverse effect of anesthesia?

 Documentation conflict between attending and consultants: 

Example: A Provider documents “postop urinary retention”; 
second provider documents only “slow urinary output.”

Presenter
Presentation Notes
Vague documentation is a red flag to query.   Cause and effect relationshipConflict amongst providers in the documentation
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Postoperative relationship query
Please clarify the term “postoperative”
Condition is a complication of surgery
Condition occurred in the postoperative period unrelated 

to surgery
Condition was due to _______________
Condition incidental/integral to surgery
Other intended meaning (please specify)
Unable to determine
Other

Presenter
Presentation Notes
As a reminder - Ensure to provide several options for the provider so as not be to leading in your queries.
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Intraoperative accidental puncture/laceration

What is the Concern? When to Query? How to query?

A laceration, tear, or 
enterotomy that occurs 
during a procedure is 
not always clinically 
significant, and even 
when it is, it may not be 
avoidable given the 
nature of the patient’s 
anatomy and condition.

Query the surgeon for 
clarification:
• If clinical significance 

is unclear, or
• If the tear is 

identified as a 
complication but the 
description does not 
support clinical 
significance

Quote exact surgical language

Include options:
• Tear was not clinically 

significant
• Omit code

• Tear was integral and could 
not be avoided
• Omit code

• Tear was a complication of 
the surgery
• Assign code for 

accidental puncture 
and laceration

• Other
• Unable to determine

Presenter
Presentation Notes
**Red highlighted – this is noted to identify the instances, in which the tear would not be coded**
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Intraoperative accidental puncture/laceration Examples

 Code assignment is based on documentation available in the record for 
each individual case

 Example: Op note included, “Complication: serosal tear in small 
bowel”
• Recommendation: Query to confirm intent of documentation

 Example: An additional procedure (other than simple suture) was 
done to treat the laceration (e.g., a consultant called to operating 
room, additional evaluation of patient during procedure, an 
additional resection).**
• Recommendation: Query for inherency/unable to avoid due to 

disease process. **If provider does not note it was inherent and 
unavoidable, assign code because the clinical significance of the 
laceration was provided.

Presenter
Presentation Notes
As some intraoperative punctures/lacerations are inherent.Queries are often needed to clarify the clinical significance and if a true complication.
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Postoperative Acute Respiratory Failure
What are the concerns? When to Query? How to Query?

Ventilator requirements 
after surgery can be 
inherent to some 
procedures

If patient has clinically 
valid respiratory failure 
after surgery and it has 
not been documented as 
such

Identify the clinical indicators 
supporting the diagnosis

Include options: 
• Integral to the procedure
• Due to another condition

• – Excludes note under 
code J95.82- which 
states “acute 
respiratory failure in 
other conditions (J96-
)”

• A complication
• Other
• Unable to determine

Physicians do not know that 
the word “postoperative” in 
this context is the link 
needed to code respiratory 
failure as a complication

If “postop respiratory 
failure” is documented 
and it is not clear that it is 
a true complication of the 
procedure or caused by 
the surgeonIt is uncommon that 

respiratory failure after 
surgery is a complication of 
the procedure itself

Presenter
Presentation Notes
Review slide
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Postoperative Acute Respiratory Failure Example

 Reason for Query: clarification of post-operative respiratory failure 
75yom underwent CABG and AVR. He was transferred to the CICU 
intubated. POD #0 Intensivist note: Dx: Post-op respiratory failure. 
Extubated shortly after arrival to CICU to 2L NC without difficulty. 
Awake and alert. NAD. RR 16. Non-labored respirations. Sat 96%. POD 
#0 **Surgical follow-up note: Patient on 1L NC. Sats 98%. Respiration 
non-labored. No mention of post-op respiratory failure.
 Question: If able, please clarify the patient’s respiratory status after 

surgery.
• Ventilator management routine and integral or incidental to the 

CABG/AVR
• Respiratory failure was present and a complication of the 

procedure (due to the surgery/surgeon)
• Respiratory failure was present and due to other ___________ 

(please describe)
• Other _________
• Clinically unable to determine

Presenter
Presentation Notes
Review slide 
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Postoperative Ileus
What is the concern? When to query? How to query?
Documentation of 
“postoperative ileus” 
opens the possibility that 
it might be a complication

Query the surgeon if 
postop ileus is 
documented and it is 
unclear if it is integral, 
expected, or beyond what 
would be anticipated 
given the type of 
procedure.
• And if beyond what 

would be expected, 
what is the cause

Identify the clinical 
indicators

Include options: 
• Integral (inherent) to 

the type of procedure
• Due to patient 

characteristics
• Due to a complication 

of the surgery/surgeon
• Other
• Unable to determine

Further clarification must 
be sought

Presenter
Presentation Notes
Review slide
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Postoperative ileus Example
 Reason for query: Postoperative ileus clinical significance and cause. 

37yof with Crohn’s disease and bowel fistulas with chronic infection 
underwent ileal cecectomy. POD #2: “she is not passing gas . . . 
Complaining of crampy pain”; x-ray: loops of bowel without discrete 
obstruction. Tx: reduce oral intake, IVF, walk, minimize opiates, fleets 
enema. POD #3: x-ray reviewed, exam: distended abdomen, decreased 
bowel sounds; Dx: post op ileus POD # 4: Diet advanced to clears. POD 
#5: IVF stopped. Discharged on POD #6.
 Question: If able, please clarify if the ileus was:

• integral or incidental to an ileal cecectomy
• due to underlying Crohn’s and chronic infection
• due to opiate use
• a complication of the procedure (due to surgery/surgeon)
• due to other ___________ (please describe)
• clinically unable to determine

Presenter
Presentation Notes
Review slide
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Postoperative Hemorrhage/Hematoma
What are the concerns? When to query? How to query?
Slight bleeding after 
surgery or a small 
hematoma noted after 
surgery can be:
• Clinically insignificant 

(incidental)
• Inherent (integral) to 

the surgical procedure
• Clinically significant 

and a complication of 
the procedure

Query the surgeon for 
clarification:
• If clinical significance is 

unclear, and
• If the cause-and-effect 

relationship between 
the procedure and the 
condition is not 
established, and

• If there is no indication 
it is a complication

Identify the clinical 
indicators supporting the 
diagnosis.

Direct your question to the 
surgeon with an option to 
defer

Include options:
• Hemorrhage/hematoma 

was not clinically 
significant

• Hemorrhage/hematoma 
is a complication of the 
surgery

• Other intended 
meaning

• Unable to determine

Presenter
Presentation Notes
Review slide



Implications of incorrect 
assignment of complications

Presenter
Presentation Notes
As previously noted - Inaccurate code assignment of complications may potentially impact quality scores for both the hospital and physician.Coding has significant importance and impact as it relates to issues of quality of care and publicly reported data.
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Hospital-acquired conditions (HACs)
 The following conditions are excluded as CC/MCC if a POA indicator of N (not 

present at the time of admission) or U (insufficient documentation) is used:
 Foreign Object Retained after Surgery
 Air Embolism
 Blood Incompatibility
 Stage III and IV Pressure Ulcers
 Falls and Trauma
 Catheter-Associated Urinary Tract Infection (UTI)
 Vascular Catheter-Associated Infection
 Surgery Site Infection, Mediastinitis Following CABG
 Manifestations of Poor Glycemic Control
 Deep Vein Thrombosis (DVT)/Pulmonary Embolism (PE) with Total Knee or 

Hip Replacement
 Surgery Site Infection Following Bariatric Surgery for Obesity
 Surgery Site Infection Following Certain Orthopedic Procedures (Spine, 

Shoulder, Elbow)
 Surgical Site Infection Following Cardiac Implantable Electronic Device (CIED)
 Iatrogenic Pneumothorax with Venous Catheterization

Presenter
Presentation Notes
A Hospital Acquired Condition (HAC) is a medical condition or complication that a patient develops during a hospital stay, which was not present at admission.  In most cases, hospitals can prevent HACs when they give care that research shows, provides the best outcome for most patients.https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalAcqCond/Hospital-Acquired_Conditions
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Current PSIs (Patient Safety Indicators)
 The Patient Safety Indicators (PSIs) are a set of indicators providing information 

on potential in hospital complications and adverse events following surgeries, 
procedures, and childbirth.
 Death in low-mortality diagnosis related groups (DRGs)
 Pressure ulcer
 Death among surgical inpatients with serious treatable conditions
 Retained surgical item or unretrieved device fragment
 Iatrogenic pneumothorax
 Central venous catheter-related blood stream infection
 In-hospital fall with hip fracture
 Perioperative hemorrhage or hematoma
 Postoperative acute kidney injury requiring dialysis
 Postoperative respiratory failure
 Perioperative pulmonary embolism or deep vein thrombosis
 Postoperative sepsis
 Postoperative Wound Dehiscence
 Unrecognized abdominopelvic accidental puncture/laceration
 Transfusion reaction
 Birth trauma – injury to neonate
 Obstetrical trauma – vaginal delivery with instrument
 Obstetrical trauma – vaginal delivery without instrument

Presenter
Presentation Notes
The Patient Safety Indicators (PSIs) are a set of measures that screen for adverse events that patients experience as a result of exposure to the health care system. These events are most often preventable by changes at the Hospital or provider level.https://www.qualityindicators.ahrq.gov/Downloads/Modules/PSI/V30/2006-Feb-PatientSafetyIndicators.pdf



Coding clinics for reference

Presenter
Presentation Notes
A few coding clinic as references



62May 28, 2020

Skin necrosis at mastectomy site
 3rd Q 2017 pg. 6

 Question: A patient, who had recently undergone right mastectomy 
with immediate breast reconstruction using a tissue expander and 
AlloDerm, is readmitted for treatment of skin necrosis at the 
mastectomy site. The surgeon also noted early onset ecchymosis 
and ischemic changes, and the patient underwent excision of 
demarcated necrotic skin, subcutaneous tissue, and fat at the right 
mastectomy site. What is the correct diagnosis code assignment for 
this condition?

 Answer: Assign codes L76.82, Other postprocedural complications 
of skin and subcutaneous tissue, and I96, Gangrene, not elsewhere 
classified, for the skin necrosis (gangrene) of the right mastectomy 
site.

Presenter
Presentation Notes
Skin necrosis at mastectomy site      ICD-10-CM/PCS Coding Clinic, Third Quarter ICD-10 2017 Page: 6 Effective with discharges: July 27, 2017
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Postoperative ileus
 1st Q 2017 pg. 40-41

 Question: Since an ileus does not always involve obstruction, should 
a diagnosis of postoperative ileus be assigned code K91.3, 
Postprocedural intestinal obstruction? Previously, postoperative 
ileus defaulted to a complication code. However, in ICD-10-CM, 
there is no default code assignment for postoperative ileus.

 Answer: Query the physician to determine if the ileus is a 
postoperative complication. If the physician confirms that the ileus 
is a postoperative complication, assign code K91.89, Other 
postprocedural complications and disorders of digestive system. 
Code K56.7, Ileus, unspecified, should be assigned as an additional 
diagnosis to describe the specific complication. If, however, after 
query, the physician confirms that the ileus is not a surgical 
complication, assign only code K56.7. ***Only assign code K91.3, 
Postprocedural intestinal obstruction, for an obstructive ileus that 
the physician has documented as a post-op complication.

Presenter
Presentation Notes
Postoperative ileus      ICD-10-CM/PCS Coding Clinic, First Quarter ICD-10 2017 Pages: 40-41 Effective with discharges: March 13, 2017



64May 28, 2020

Postprocedural hematoma, hemorrhage and seroma

4th Q 2016 pg. 9-10

Question: A patient with a history of bilateral mastectomy 
followed by tissue expander presented with acute swelling 
of the left breast. She was diagnosed with acute 
postoperative hematoma which was determined to be 
underneath the pectoralis muscle. What is the diagnosis 
code for this condition?

Answer: Assign code M96.841, Postprocedural hematoma 
of a musculoskeletal structure following other procedure.

Presenter
Presentation Notes
Postprocedural hematoma, hemorrhage and seroma      ICD-10-CM/PCS Coding Clinic, Fourth Quarter ICD-10 2016 Pages: 9-10 Effective with discharges: October 1, 2016
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Test your knowledge
1. It is normal for implanted devices in the body to cause pain even after the 

healing time is complete.
A. True
B. False

2. When a code for complications of care has the external cause included in the 
code, there is no reason to assign an additional external cause code.

A. True
B. False

References:  ICD10 Chapter 6 and Chapter 19

Presenter
Presentation Notes
Please take a moment to review and select your answer for the final Test your knowledge question…Question 1)  False***There is a normal recovery post op period in which pain occurs, and resolves.  The pain should not continue beyond this routine period, when it does, it is classified to a complication.   Pain not associated with a specified post op complication is assigned to category G89.  Specified complications are assigned to codes from chapter 19 with an additional code from chapter 6.(** ICD10 codebook chapter 19, letter g, number 2 – pain due to medical devices in addition to chapter 6 number 3, G codes for acute or chronic pain.  This is dependent on provider documentation.)Question 2)  TrueSome of the complication codes include both the nature of the complication as well as the type of procedure that caused the complication. In this case, an additional external cause code is not required.  Ensure to review Section notes and code notes for accurate code assignment***
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References
 ICD-10-CM Official coding guidelines

 Coding Clinic

 https://journal.ahima.org/2018/10/25/its-complicated-post-operative-
complications/

 http://bok.ahima.org/doc?oid=65087#.XMruM-RYbIU

 https://www.icd10monitor.com/postoperative-complications-it-s-complicated

 https://www.outsourcestrategies.com/blog/coding-post-operative-
complications-with-icd-10.html

 https://www.ncbi.nlm.nih.gov/pubmed/30229870

 http://www.hcpro.com/HOM-318246-5728/ICD10-offers-opportunities-for-
complication-codes.html

 https://acdis.org/articles/note-instructor-reporting-post-operative-acute-
respiratory-insufficiency-versus-failure

 3M Best practices for managing documentation of surgical complications

Presenter
Presentation Notes
As well as the AHA Coding HandbookAAPC website**As we confront the challenges in coding, it is good remind ourselves that within the healthcare community we have a vast network of knowledge.  Sharing knowledge with one another, allows us to continue to learn and grow in our profession.”     We want to thank you again for taking time out of your day to attend the webinar and allowing us to share….and with that I will turn the back to Jody as she shares a few items as we complete our webinar session…..Jody…

http://bok.ahima.org/doc?oid=65087#.XMruM-RYbIU
https://www.icd10monitor.com/postoperative-complications-it-s-complicated
https://www.outsourcestrategies.com/blog/coding-post-operative-complications-with-icd-10.html
https://www.ncbi.nlm.nih.gov/pubmed/30229870
http://www.hcpro.com/HOM-318246-5728/ICD10-offers-opportunities-for-complication-codes.html
https://acdis.org/articles/note-instructor-reporting-post-operative-acute-respiratory-insufficiency-versus-failure
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