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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.
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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 tocontinue 
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



CONFIDENTIAL 7 © 2019 himagine solutions inc.

Mason Henk, Manager of Recruitment
jhenk@himaginesolutions.com

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

Brad Justus, VP of Client Development
bjustus@himaginesolutions.com 
813.331.0713 / 727.492.6360

Do you know an HIM professional that is 
looking for the following:

● A new opportunity

● Supplementing their income

● Flexibility of working from home
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Agenda
 Coding as the Voice of Quality Outcomes

 Impact of Risk of Mortality and Severity of Illness:  Why it Matters

 Glasgow Coma Scores – Impact to SOI/ROM 

 Accuracy of Present on Admission Indicators

 Coding/Sequencing of  Do Not Resuscitate status and Palliative Care

 National Institutes of Health Stroke Scale scores

 Selection of correct Principal diagnosis 

 Secondary diagnosis

 Clinical Indicators and Query Opportunities

 Audit Trends



Coding as the Voice of Quality 
Outcomes
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Coding as the Voice of Quality Outcomes

➢ Does your coding reflect the true acuity and severity of the 
patient’s record?

➢ Are you working hand-in-hand with physician’s to improve 
documentation to paint the best picture?

➢ What does your hospital report card look like?

➢ Clinical coded data is used to measure a hospital’s severity, acuity, 
risk of mortality, and quality of care outcomes. 

➢ This data is available to the public for individuals to judge who has 
the best quality of care.    
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Hospital Profiles/Outcomes

❑National profiling of hospital utilization of resources and patient 
outcomes are measured by various agencies to include:
o Healthgrades
o Centers of Medicare and Medicaid Services
o Leapfrog Hospital Ratings
o NAHQ (National Association for Healthcare Quality)
o Joint Commission
o AHRQ (Agency for Healthcare Research and Quality)

❑ Healthgrades/CMS statistics are provided to the public specific 
to hospitals and physicians on quality performance grades.

❑ Capturing accurate data is critical to hospital reputations and 
financial stability.   
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AHRQ and it’s Mission
AHRQ (Agency for Healthcare Research and Quality) 

▪Agency within the U.S. Department of Health and Human 
Services
▪Tasked to improve Quality of the Healthcare System

• Provides hospital tools and information to improve and maintain high quality 
and safety standards of care

• The Agency invests in research and evidence based analysis to ensure health 
care is safe for patients while providing the highest quality of care.

• They create materials to teach and train health care systems and 
professionals to achieve and maintain these quality of care standards.

• AHRQ provides measures and data that track performance and evaluate 
progress of health systems throughout the U.S.

• Assist quality leaders and organizations in both assessing and implementing 
change and improvements
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Top Outcomes Used to Measure Quality

CMS (Centers of Medicare and Medicaid Services) uses 
outcome measures to calculate overall hospital quality. 

Top 5 (five) categories include: 

1. Mortality 
2. Safety of care 
3. Readmissions 
4. Patient experience 
5. Effectiveness of care 

Mortality statistics and outcomes are captured with 
accurate reporting of Diagnosis/Procedural codes that 
impact SOI/ROM indicators.
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Current PSIs (Patient Safety Indicators)
 The Patient Safety Indicators (PSIs) are a set of indicators providing 

information on potential 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



15June 23, 2020

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



Impact of Risk of Mortality and 
Severity of Illness:

Why it Matters
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Accurate Documentation and Code Assignment

 Diagnosis/Procedural codes are reflective of the patient’s condition during 
the hospital stay.  Inaccurate code assignment may characterize “on paper” 
that the patient is healthy, when they have actually died. 

▪ If coded incorrectly, data reported can be contradictory to what has 
occurred.

 Physician education for accurate documentation is crucial to providing the 
clear and concise picture of the patient’s condition.

 Quality Matters – Coding should reflect the cause and mechanism when a 
patient has expired..(i.e. if low ROM and SOI on an expired patient, most 
likely some diagnoses are missing)

 This requires Physicians, CDI and Coding to consciously work as a team to 
tell the patient’s story clearly and accurately.

 Clinical indicators – important for potential additional diagnosis and queries
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Test your knowledge

Identify which of the following have potential impact 
to Risk of Mortality and Severity of illness?  Select all 
that apply. 

A. Code sequencing

B. Patient Age

C. Principal Diagnosis

D. Procedures

E. Secondary Diagnosis

F. All of the above
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SOI/ROM Indicators

Severity of illness (SOI): The extent of physiologic 
decompensation or organ system loss of function. 

Risk of mortality (ROM): The likelihood of dying.

 Severity of illness and risk of mortality are impacted by: 

▪Acute and Chronic underlying conditions
▪Combination of multiple serious diseases and/or injury 

 SOI/ROM categories

▪ Minor (1)

▪ Moderate (2)

▪ Major (3)

▪ Extreme (4)
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Progression of Diagnosis-Impact to SOI

Example:

1. Minor:  K74.60 cirrhosis of liver unspecified

2. Moderate:   K70.31 cirrhosis due to alcohol, with ascites

3. Major:  K72.00 acute liver failure without coma

4. Extreme:  K72.01 acute liver failure with coma

Educational Note:  Detailed review of documentation is 
imperative. Code to the greatest level of specificity documented.  
Query if clinical indicators and/or documentation require 
clarification.  
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Progression of diagnosis  - impact to ROM

1) Minor:  E11.22 DM w/CKD, N18.1 Stage 1

2) Moderate:  E11.22 DM w/CKD, N18.6 End Stage Renal   
Disease

3) Major:  E11.22 DM w/CKD, N18.6 ESRD, I13.2 with 
hypertensive CKD and Heart Failure, I50.9 heart failure 
unspecified

Rationale: With each progression of the illness and associated 
conditions, (co-morbidities) the risk of mortality potentially 
increases
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ROM & SOI Impact – Impact of data reporting

 U07.1 COVID-19 – asymptomatic (w/o manifestations) 

• = ROM and SOI of 3/2

 U07.1 COVID-19, with identified manifestations of J12.89 (viral pneumonia), 
and J96.00 (Acute Respiratory failure unspecified whether with 
hypoxia/hypercapnia)

• = ROM and SOI 3/3

 U07.1 COVID-19, with J12.89 (viral PNA), and J96.00 (Acute respiratory 
failure, unspecified whether with hypoxia or hypercapnia, and comorbid 
condition of I50.23 (Chronic systolic CHF now in (acute) exacerbation) 

▪ =ROM and SOI of 4/4

 Data Reporting identified patient’s presenting with COVID-19 with 
associated manifestations and additional patient chronic conditions, results 
in high risk of morality for patients with this disease.



Glasgow Coma Scores – Impact to 
SOI/ROM
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Test Your Knowledge

Case Study:

Patient is admitted with altered mental status.  CT was performed 
and a neurology consult was ordered.  At the time of admission, 
the MD documents GCS score of 14: verbal, motor, and eye.  
Acute conditions ruled out during stay.  
Final Diagnosis:  Altered Mental Status
In this case scenario, what are the correct diagnoses for 
encounter?

A. R41.82 (altered mental status, unspecified); R40.2310 (best motor response, none, 
unspecified time); R40.2110 (eyes open,  never, unspecified time); R40.2210 (best 
verbal response, none, unspecified time)

B. R41.82 (altered mental status, unspecified); R40.2413 (GCS score 13-15, at hospital 
admission)

C. R41.82 (altered mental status, unspecified)
D. R40.2321 (best motor response, in the field); R40.2141 (eyes open, spontaneous, in 

the field); R40.2231 (best verbal response, inappropriate words, in the field)
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Glasgow Coma Scores
GCS scores can be applied to describe impairment of 

consciousness from any cause.

Total score should not be coded when there is documentation in 
the record indicating the individual scores.   CC 2Q2015 pg 17-18.

Scores can be documented by non-physician personnel. CC 
1Q2014 pg 19-20.

Multiple coma scale scores can be captured, however it is best 
practice to capture the lowest score.

 Individual scores affect SOI/ROM and may affect DRG

▪ Lowest 2 scores of each component are MCCs.

▪ Example:  Pt. with possible pneumonia. Upon arrival to ED, pt. nonverbal, 
does not open eyes with abnormal motor response.
• Dx J18.9 PNA, unspecified, and R40.2431(total score 3-8) – DRG 195 SOI/ROM 1/1

• Dx J18.9, PNA, unspecified, R40.2211 (verbal-none), R40.2111 (eyes-never open), 
R40.2331 (motor-abnormal) – DRG 193 SOI/ROM 4/4



Accuracy of POA Indicators
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Test your Knowledge
Case Example:  Patient admitted to hospital in Acute 

Respiratory Failure.  Consult note on second day of 
admission states chest x-ray performed day after admission 
identifies a consolidation in both lower lung lobes.  
Discharge Summary documentation states Pneumonia.  How 
would the Coder address the Pneumonia at time of coding?

Please select the correct answer below:

1) Pneumonia with POA of N

2) Query for clarification of the present on admission status of pneumonia

3) Pneumonia with a POA of Y

4) Disregard pneumonia diagnosis as only documented on the discharge 
summary
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POA Indicators

Mandated by The Deficit Reduction Act of 2005 for 
discharges on or after October 1, 2007.

POA Indicators are used for multiple reasons

▪Evaluation of quality of care
▪Reimbursement
• For discharges on or after October 1, 2008, IPPS hospitals do not receive 

a higher payment for a HAC that would result in a higher 
reimbursement.*

Guidelines in Appendix I of ICD-10 CM Manual
▪ No required timeframe in identifying condition as POA

▪ Assign “N” if at least 1 of the conditions included in a combination 
code was not present on admission.  Ex: COPD with acute 
exacerbation.

*https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/wPOA-Fact-Sheet.pdf
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POA Indicators
Present On Admission indicators are used by the hospital to 

determine if the condition a patient has is present at time of 
admission, or occurred after admittance.

Options in POA reporting:

▪ Y – Yes – Condition was present at the time of inpatient admission

▪ N - No – Condition not present at the time of inpatient admission

▪ U - Unknown – Documentation is insufficient to determine if the 
condition is present on admission

▪ W – Clinically undetermined Unreported/Not used – (Exempt from POA 
reporting) – Provider is unable to clinically determine whether the 
condition was present on admission or not
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Example

Case Scenario:  Patient has been admitted to the hospital for 
treatment of acute renal failure. H&P documents patient has BP 
of 87/49; UA at admission show RBC’s in urine. Pulse ox 89, 
placed on BIPAP. Coder identifies the patient is also noted to 
have myoglobinuria/hemoglobinuria and significant 
hypotension.  Physician additionally documents – multi-organ 
failure.

What is the potential query or queries for this admission?

Answer:  Query for the potential Acute Tubular Necrosis;  and query for 
the specified type or types of organ failure (i.e. Liver, respiratory, etc.)

Rationale:  Clinical indicators for ATN are present 
(myoglobinuria/hemoglobinuria) and “multi-organ” failure identifies organ 
failure is present, determining which organs are in failure as well as the acuity is 
imperative.  These diagnosis have potential impact to ROM and SOI



Coding/Sequencing of         
Do Not Resuscitate Status &   

Palliative Care
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DNR Status / Palliative Care

No official Coding Guidelines regarding sequencing

Most hospitals mandate sequencing in the top 9

No affect on DRG, SOI or ROM assignment

Can affect core measure compliance rates that would impact 
IP/OP annual payment rate increases (IQR/OQR) and value 
based purchasing (VBP) return rates. 1

▪ VBP Program – offers incentives to hospitals based on quality of care2

1http://www.hcpro.com/content.cfm?dp=HIM&content_id=276597

2https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/HVBP/Hospital-Value-Based-Purchasing.html

http://www.hcpro.com/content.cfm?dp=HIM&content_id=276597
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/HVBP/Hospital-Value-Based-Purchasing.html
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Do Not Resuscitate 

DNR orders are written instructions from a physician advising 
health care professionals, the patient or healthcare proxy have 
signed consent to not perform CPR or restore breathing if the 
patient experiences cardiac arrest or respiratory arrest.

DNR orders are a legally binding physician’s order, based on the 
patent’s or healthcare proxy wishes.

 All other medically indicated treatment is continued, unless 
patient or Proxy decide to limit it.  

Official Coding Guidelines Chapter 21, letter c, number 3: 

Z66 do not resuscitate “This code may be used when it is 
documented by the provider that a patient is on do not 
resuscitate status at any time during the stay”
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Palliative Care (Comfort Care)
 Care is provided to improve the patient’s quality of life. Most 

often seen in patient’s with a serious or life-threatening disease. 

 Goals are to treat and prevent symptoms and side effects 
associated with a disease and /or its treatment. 

 Care will address social, spiritual, and psychological issues as 
well.

 Provider documentation may use terms such as comfort care, 
supportive care, symptom management, etc.

 Patients may still receive active treatment when receiving 
Palliative Care. 

Palliative care is not limited to the acute care setting., it may be 
provided in the Physician office, a Long term care hospital, Skilled 
nursing facilities, as well as the patient’s home.
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Palliative Care Code Assignment
 Code assignment is based on physician documentation. 

 Provider documentation needs to clearly state whether palliative care is 
provided

 The associated diagnosis(s) will need to be documented, and coded.   

 If the hospital admission is for palliative care, the Provider needs to clearly 
document this.  This impacts Selection of Principal Diagnosis when coding.

Example: Oncologist direct admits patient from home as patient had 
chosen home hospice.  However the family expresses they are uncomfortable 
with appropriate care of the patient at home and request the patient be 
admitted for palliative care, until death, which is now imminent.

Rationale: Admission is clearly for Palliative Care, and in accordance with coding 
guidelines to sequence Z51.5 as Principal Diagnosis.



National Institute of Health 
Stroke Scale
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National Institute of Health Stroke Scale

❖NIHSS – Common diagnostic 
method for quick assessment of 
the severity of a stroke

❖Eleven different elements of the 
patient’s abilities are evaluated

❖Assists with identifying the 
location of the stroke and stroke 
severity

❖Accurate predictor of patient 
outcome

❖2018/2019 CMS focus for Hospital 
Quality reporting
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Reporting NIHSS score codes

 ICD10 chapter 18, letter i. – NIHSS Stroke Scale:  “The NIH stroke scale 
(NIHSS) codes (R29.7- -) can be used in conjunction with acute stroke 
codes (I63) to identify the patient's neurological status and the severity of 
the stroke. The stroke scale codes should be sequenced after the acute 
stroke diagnosis code(s). At a minimum, report the initial score 
documented. If desired, a facility may choose to capture multiple stroke 
scale scores.”

 Although guidelines direct the NIHSS scores “can be used”, Coders should 
be abstracting at the minimum the initial NIHSS score reported for acute 
stroke/infarction admissions.

 It is Imperative to code NIHISS scores as CMS collects this data to provide 
clinicians, facilities and patients a measure to improve  outcomes 
following acute stroke. ***

 **Implementation of the revised stroke mortality measure By CMS in the 
FY 2023 payment determination, using claims data from July 2018 to June 
2021.



Principal Diagnosis Selection
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Selection of Principal Diagnosis
o ICD-10-CM Codebook Coding Guidelines –

selection of PXDX – “condition established after 
study to be chiefly responsible for occasioning 
the admission”

o Two or more conditions, both present on 
admission, both equally contribute to 
admission, both equally treated

o If two diagnosis meet the definition of principal 
diagnosis – select Principal diagnosis that utilize 
the most resources 

o Ensure the present on admission indicators are 
accurate.

o The detail in the record will often reveal the 
principal diagnosis

o The principal diagnosis impacts the SOI and 
ROM as well as the DRG
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Complexity of Care and Selection of Principal Diagnosis

 The Principal Diagnosis should reflect the overall use of resource and focus 
of treatment during the admission, reflecting the complexity of care and 
severity of illness for the patient.

 Physicians do not determine Principal Diagnosis.  Detailed review of all 
documentation is required by the coder, and a thorough knowledge and 
understanding of coding guidelines.  **If the diagnoses are unclear or 
conflicting documentation is noted, always query provider to enable 
accurate code assignment.

 Complex admissions with multiple diagnosis meeting the definition of 
Principal Diagnosis require a deep dive into the scope of care provided, 
therapies provided, and diagnostic workups.

 Note:  When assigning principal diagnosis, coding conventions in the ICD-10-
CM, the Tabular List and Alphabetic Index take precedence over these official 
coding guidelines. (See Section I.A., Conventions for the ICD-10-CM)
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Case Study
 Patient is status post decompressive craniectomy with preservation of bone 

flap due to acute traumatic subdural hematoma, readmitted to the hospital 
for treatment of subdural hygroma (no loss of consciousness).  He underwent 
placement of a subdural peritoneal shunt and replacement of the native 
bone flap. 

Diagnosis assigned:    Assign code G96.0, Cerebrospinal fluid leak, for the 
subdural hygroma following traumatic brain injury. Also, assign code S06.5X0S, 
Traumatic subdural hemorrhage without loss of consciousness, sequela, to 
capture the traumatic subdural hematoma. 

Rationale:  Subdural hygroma, also called traumatic subdural hygroma, is a 
collection of cerebrospinal fluid in the subdural space that can occur following 
head injury. Other possible causes may include but are not limited to congenital 
anomaly, neurologic surgery, and chronic subdural hematoma.  Patient 
readmitted due to hygroma, not the acute subdural hematoma…(i.e. reason for 
admission after study)

Reference:  Coding Clinic Second Quarter 2018, page 13 – “traumatic subdural 
hematoma”



Reporting Secondary Diagnosis
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Reporting Secondary Diagnosis
Chronic and Treated Conditions Do impact SOI and 
ROM

• SOI/ROM scores may vary depending on patient age 
and associated conditions

• SOI/ROM may vary with a secondary condition in 
association to the Principal Diagnosis

• SOI/ROM may vary with other secondary/co-morbid 
conditions abstracted 

• SOI/ROM may vary with the abstracting of certain Z 
codes

➢ ICD10 Coding Guideline Section III ICD10 Codebook:  
Reporting Additional Diagnosis:

➢ **Clinical evaluation; therapeutic treatment; 
diagnostic procedures; extended length of hospital 
stay; increased nursing care and/or monitoring

➢ Look for Potential impact:  Cachectic, sores/wounds
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Impact of Secondary Diagnosis
 Reporting of secondary diagnosis impact Quality Reporting Data and 

reimbursement as they can potentially impact MSDRG, APRDRG, ROM and 
SOI

 Secondary diagnoses is how comorbid conditions (CCs) and major comorbid 
conditions (MCCs) are captured.

 Case mix complexity (resource intensity, clinical intervention, treatment 
difficulty) is accurately captured when reporting all documented secondary 
diagnosis, and also knowing when to query to clarify potential diagnosis.

 Correct reporting of secondary diagnosis and accurate ROM and SOI can 
also assist in prediction of a hospital readmission risk

 Always code to the greatest level of specificity, query when necessary as 
specificity may change the ROM, SOI and impact to DRG



Clinical Indicators –
Opportunity to Query
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Test Your Knowledge
 Question: True or False?: The below highlighted Coding Convention/Guideline  

is directing the coder that all documented diagnoses are to be abstracted; 
regardless of any clinical criteria in the record.

 ICD10-CM Coding Guideline Section I, A – Coding Conventions, general coding 
guidelines…19:

▪ The assignment of a diagnosis code is based on the provider’s diagnostic statement 
that the condition exists. The provider’s statement that the patient has a particular 
condition is sufficient.  Code assignment is not based on clinical criteria used by the 
provider to establish the diagnosis.

✓ The answer is False

✓ Rationale: Coders are responsible for following Coding guidelines, 
(UHDDS) guidelines for a reportable diagnosis – Evaluated, Treated, 
Monitored, etc.  Additionally, “guideline 19” does not direct coders to 
ignore clinical indicators.

Reference:  Coding Clinical 4thQ 2016 pages 147-149 “Clinical criteria and code assignment”



48June 23, 2020

Documentation
❖ It is imperative to identify diagnosis that require specific 

documentation to code to the greatest level of specificity and 
when a query is necessary

❖Review clinical indicators to better capture the clinical picture of 
patients and potential query opportunities

❖Ambiguous documentation of possible, probable diagnosis, 
require a query to clarify and/or confirm.  Look for monitoring, 
evaluation, and/or treatment of the condition to include in the 
query.

❖CDI professionals are crucial with emphasizing to the providers 
the quality of their documentation is reflective of the patient’s 
illness; Additionally with providing on-going education for the 
physicians
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Documentation Opportunities

➢ Physician Query is an opportunity to clarify for:

❑Specificity
❑Contradicting statements by different providers
❑Present on Admission
❑Clinical Indicators without qualifying diagnosis
❑Treatment plans without qualifying diagnosis

➢ Diagnosis that have potential impact to Mortality 
scores with clarification

❑ Acuity
❑ Congestive Heart Failure
❑ Specific type of Pneumonia
❑ Malnutrition
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Documentation Opportunities
 Acuity of various diagnosis

▪ Clarification of Acute or chronic diagnosis or a combination of both

• Examples:  Acute Respiratory Failure or Acute Renal

 Congestive Heart Failure

▪ Clarification of Acute vs. Chronic

▪ Diastolic vs. Systolic or combination of

 Pneumonia

▪ Specify type of Pneumonia

• Some bacterial pneumonia can impact SOI/ROM and DRG

• Physician documentation to link laboratory evidence to type of 
pneumonia

 Malnutrition

▪ Specify degree of malnutrition (mild, moderate, or severe)

▪ Severe malnutrition equates to a SOI of 4 as an MCC
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Clinical Indications
 Physician documents:  Brain noted on MRI to have mass effect with midline 

shift.

▪ This type of documentation is indicative of an associated diagnosis (i.e. –
brain compression, which is an MCC) Query physician

 Diagnosis from provider documented as “Alcohol abuse” and “Alcohol 
withdrawal”. 

▪ Query physician for clarification – is this dependence? (Alcohol 
dependence with withdrawal is a CC)

 Respiratory therapist notes patient hypoxic, RN notes document patient 
placed on BIPAP, orders confirmed, assessment identifies rapid respiratory 
rate.  

▪ Query physician for associated diagnosis, and acuity.  The indication is 
Respiratory failure, acute respiratory failure is an MCC   

 Documentation notes patient is overweight.  Physician orders nutritional 
consult, nutritionist and admitting RN assessment note patient’s BMI at 50.3.   

▪ As the BMI is indicative of Obesity/Morbid Obesity, query physician for 
associated diagnosis.  BMI is a potential CC
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Example

 Patient presents to ER in Withdrawal from alcohol dependence, suffering 
from persistent abdominal pain, documented to have thrombocytopenia, 
High anion gap noted, as well as elevated ABG’s,   Admitted to hospital for 
further evaluation.    

 Clinical indicators are present for acidosis.  A query to clarify the clinical 
significance of the anion gap and ABG’s, as well as an associated diagnosis 
for the IV sodium bicarbonate may result in the physician diagnosis of 
Acidosis.  

 Rationale:  By adding the acidosis, which is a CC, to the current 
documented diagnosis of Alcohol Dependence with withdrawal, abdominal 
pain, and thrombocytopenia; this will increase the ROM to 2

 **Remember clinical detail may reveal diagnosis inadvertently missed by 
the physician when documenting. 
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Test your knowledge
Case Scenario:  Patient presented to ER, with elevated WBC’s, 

hypotension, and fever,  Patient is then admitted to hospital with 
diagnosis of Sepsis, UTI, Pneumonia, and urine cultures 
documented by provider as E. Coli. 

After record review, what is the next best step for the coder?  
(select all that may apply)

1. Code A41.9 Sepsis, J18.9 pneumonia unspecified, N39.0 UTI 
unspecified, and B96.20 unspecified E.Coli

2. Query provider to clarify if the Sepsis is due to the E.Coli
3. Query Provider for clarification if the Pneumonia and Sepsis 

are both due to the E. Coli
4. None of the above



Audit Trends
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Quality Audit Trends Resulting in Error
 Dependence on encoder tool: (ie: CAC systems) **under use of coding 

books, coding clinics, and references for directives and confirmation of codes.

 Greater depth of knowledge required in a specific area:– (Example: in-depth 
spinal cases, neurosurgery cases, pediatric cases)

 Incorrect root operations, and/or body area/site utilized in assigning PCS 
codes. (Example: body of operative report may provide detail of an “open” 
procedure, yet code assigned to Laparoscopic). 

 Misunderstanding of coding guidelines:   Example: Underdosing of 
medications requires understanding the guideline – “taking less of a 
medication than prescribed”. This requires 2 codes, possibly 3 to accurately 
code. (underdosing T code to identify medication; Z code to identify intention 
if known; and possibly place of occurrence)

 Incorrect Discharge Disposition– Impact to Severity of illness – (example 
discharge to SNF)
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Quality and Compliance Audit Trends
 Greatest impact to ROM and SOI identified during quality reviews are missed query 

opportunities.  

▪ Not capturing diagnosis to highest level of specificity 

▪ Clinical indicators without documentation of an associated diagnosis

 Inaccurate and incomplete documentation and coding directly impact ROM and SOI, 
which results in adverse impact to the facility and physician. 

▪ Reflects low quality of care and rating for both Facility and physician.

▪ Low ROM/SOI scores – indicate “on paper” the patient looks too healthy to have 
expired.  

 Incorrect sequencing of diagnosis and procedures prior to completing account.

▪ Incorrect Principal diagnosis and principal procedure

 Missed abstracting all secondary diagnosis documented.

▪ **Reminder** many status codes impact ROM and SOI.  (Z93.0 tracheostomy 
status, for example)



Perspective on Data

Conclusion
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Quality Matters

Understanding the impact of coding and the 
subsequent analysis of this data emphasizes the 
importance of accuracy in coding

This data is reported, captured, analyzed, and utilized to 
ultimately provide the best quality of care and 
treatments for patients

Inaccurate code assignment may potentially skew plans 
of care

HIM professionals are essential to providing data that 
will impact patient’s care plans and outcomes both now 
and in the future
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