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E codes: Rounding out the
patient’s story
Auto manufacturers rely on them to make decisions about improving
passenger restraints in vehicles. Industrial engineers may reference them
when advocating for improved design of staircases to prevent falls. Drug
companies use them to bolster support for child-resistant packaging.
What’s the magic information to which we’re referring?
E codes. These information-laden and sometimes underappreciated ICD9-CM codes capture environmental events, circumstances, and conditions
that cause an injury, poisoning, or other adverse effect. In essence, they tell
us the “where,” “why,” and “how” of the patient’s injury.
E codes are incredibly important in a variety of settings, says Pamela L.
Owens, PhD, senior research scientist, Center for Delivery, Organization,
and Markets at the Agency for Healthcare Research and Quality (AHRQ) in
Rockville, Md. This information can be used to evaluate the effectiveness of
policies and programs, determine the need for new interventions, and perform injury surveillance. AHRQ is one of many organizations that rely on E
codes and other data gathered through the Healthcare Cost and Utilization
Project (HCUP), the largest all-payer collection of hospital inpatient care
statistical information in the United States. AHRQ uses the data to analyze
utilization, costs, lengths of stay, and more.
Despite the fact that most E codes aren’t used in public reporting,
says Owens, assignment of E codes for injuries is fairly high nationwide.

Trendspotting

92%
Approximately 92% of inpatient injury
discharges included an injury E code.
Source: Healthcare Cost and Utilization Project.

7.7%
7.7% of 9,471 cases that included PSI 15
were based solely on E code assignment.
Source: University HealthSystem Consortium.

$245 billion
In 2012, the total cost of diagnosed diabetes, including direct medical costs and
reduced productivity, was $245 billion.
Source: American Diabetes Association.
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As with ICD-9-CM, the link between the diabetes and
its manifestation/complication must be clear. “Oftentimes, the physician will document the diabetes and the
underlying condition, but not tie them together,” says
Legg. Coders must continue to query when documentation is vague, she adds.

•
•
•

•
Start prepping physicians now
It’s never too early to start asking for more specific
documentation or incorporating additional elements
into EHR templates, says Cassidy.
ICD-10-CM will require the following details for
diabetes:

Specific type of diabetes
Specific type of underlying condition (if applicable)
Specific type of drug or chemical (if the diabetes
is drug- or chemical-induced) as well as how that
drug or chemical was taken (e.g., adverse effect vs.
poisoning)
Complications and/or manifestations of the diabetes (including the specific site of an ulcer or stage of
chronic kidney disease)

“If physicians don’t provide enough of this specific
documentation, coders will have a really big challenge,”
says Cassidy. H

Documentation of medical necessity drives
successful RA appeals
Most hospitals have been overwhelmed by Recovery Auditor (RA) requests for documentation. So
it’s no surprise that the RAs themselves seem to be
equally as burdened with the task of processing those
records.
“There has been a great deal of overload and overburden on the system in general,” says Marilyn S.
Palmer, DO, vice president of audit, compliance, and
education at Executive Health Resources in Newton
Square, Pa. “This is part of the reason why CMS is
addressing this Part A to B rebilling.” (See p. 10 for an
overview of the Administrative Ruling and proposed
rule related to Part B rebilling.)
Qualified Independent Contractors (QIC)—the
entities responsible for processing level two appeals—have 60 days to make a determination. If
they’re unable to do this, they must provide hospitals
with a process to escalate the denial directly to the
Administrative Law Judge (ALJ)—the third level of
appeals.
Palmer says the ALJ is increasingly remanding
cases back to the QIC, which only increases the burden placed on it. Executive Health Resources, which
assists hospitals in the appeals process, receives approximately 2,500 escalation notices per week,
she adds.

Medical necessity is a top target
What are some of the most common RA denials to
date?
“Cardiovascular procedures have been looked
at since the RA demonstration project began, and
they continue to be looked at going forward mainly
because of the dollar amounts of these procedures,”
says Palmer. “Screening doesn’t normally cover
these cases very well, and physician review is often
needed.”
Three out of four RAs list medical necessity of cardiovascular procedures as their top issue, according to
CMS data published in May 2012. Medical necessity of
minor surgery or other treatment billed as an inpatient
stay is the top issue for the fourth RA.
This data doesn’t surprise Jonathan G. Wiik,
MSHA, MBA, chief revenue officer at Boulder (Colo.)
Community Hospital. Forty-three percent of the hospital’s RA audits pertain to cardiovascular cases. Gastrointestinal and musculoskeletal cases rank second and
third at 24% and 21% respectively. The remaining 12%
fall under the “other” category.
Boulder Community Hospital, a 265-bed acute
care facility, began experiencing RA audits in 2010.
The audits focused largely on DRG code validations.
However, throughout 2011 and 2012, Wiik says the
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audits have shifted in focus exclusively to medical
necessity.
“We’ve got several million dollars held up in appeal
right now,” says Wiik. “That [amount] is only going to
get larger.”
Part B rebilling provides another option
Wiik says hospitals essentially have two choices in
light of CMS’ recent Administrative Ruling and anticipated final rule on Part B rebilling:
• Defend the admission criterion and utilization review (UR) process in an appeal and wait for the
reimbursement to which you’re entitled
• Ignore the UR criterion and process and accept reimbursement at a lower rate now by rebilling the
denied Part A claim to Part B
“We have taken the position at our hospital to appeal
[cases] that have appropriate documentation and that
are compliant,” says Wiik. “The incremental financial reimbursement that we’re getting is substantial.
We need to continue to appeal and justify what we’ve
done.”
Hospitals must look at each case individually to
determine the financial impact of rebilling to Part
B, says Palmer. “If you’re thinking about withdrawing cases that are in the process of appeal, you want
to think carefully about the implications of your
decision,” she says. Not only could the financial
reimbursement be significantly less, but it will also
require hospitals to refund the Part A deductible to
patients and rebill them for Part B. Communication
with patients about this change in status and what it
means for them is—and will continue to be—a challenge, she adds.
Concurrent reviews, strong RA process are key
“The best practice is to get it right from the start,”
says Palmer. “The best way to decrease denials or increase overturn rates begins with a compliant concurrent review of documentation.”
Wiik says that Boulder Community Hospital has
managed to overturn all of its denials at various stages
of appeal—and most frequently at levels one and two.
He attributes this success to staff members who are
dedicated to the audit and appeals process. Wiik says
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2.5 FTEs examine patient status seven days a week. The
hospital’s UR committee works in conjunction with Executive Health Resources to substantiate and defend/
appeal inpatient determinations.
The hospital also has a clearly defined procedure
for managing the appeals process. First, the patient
financial services (PFS) department receives a denial/request notification. Next, a member of the PFS
department sends the denial/request to a coder for
review. The coder then sends the denial/request to
the appropriate department for review. The hospital
tracks each of these transfers using its homegrown
tracker as well as Executive Health Resources’ appeals portal.
Education and diligence play a large role in ensuring compliance going forward, says Wiik. For example, the hospital’s chief medical officer leads education sessions for various specialties that are geared
toward documentation compliance. The hospital also
tracks metrics and audits of inpatient vs. observation
determinations and then reports feedback to senior
leadership. In addition, it publishes a medical staff
newsletter. A Program for Evaluating Payment Patterns Electronic Report committee also reviews data
quarterly to look for DRG outliers that could eventually become RA targets.
Physician education is crucial
Educating physicians about how to properly document medical necessity is an incredibly crucial part
of ensuring success with RA audits and appeals, says
Palmer. Documentation should include the following:
• Medical history (H&P)
• Current medical needs
• Severity of signs and symptoms
• Facilities available for adequate care
• Predictability of adverse outcomes
Predictability of adverse outcomes is the most challenging for physicians. “Physicians actually do this very
well, but we do it in our heads,” says Palmer. These
questions can help get physicians thinking about articulating their thought processes:
• What’s your impression of the patient?
• What are your concerns for this patient?
• Based on these concerns, what’s the potential for a
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poor outcome?
Discourage physicians from reporting a sign or
symptom rather than a diagnosis. “This is a really
hard habit to break,” says Palmer. Many physicians
say that they simply don’t know what to document,
she adds.
Encourage physicians to document what they
think is the cause of a patient’s chest pain, for
example. Ask them to document their top few

suspected diagnoses and concerns for those diagnoses, says Palmer. “If you expect the auditor to dig
through and put two and two together and build a
story themselves, you’re kind of asking a lot of
them,” she adds. H
Editor’s note
This article is based on content originally presented during HCPro’s audio conference
“Medical Necessity 2013: Reduce Risk and Overturn Denials.” For more information,
visit http://tinyurl.com/c8grjk9.

CMS releases FY 2014 IPPS proposed rule
Consider the following: A beneficiary is admitted to
a hospital pursuant to a physician order and receives
medically necessary care spanning at least two midnights. CMS will consider this appropriate for payment
under Medicare Part A, according to the FY 2014 IPPS
proposed rule released April 26. Actuaries estimate that
this proposal for what constitutes appropriate inpatient
care would increase IPPS expenditures by $220 million
due to an expected net increase in inpatient encounters. CMS proposes a 2% reduction to offset projected
spending increases.
The concept of appropriate Part A payments centers
around whether a physician expects the patient to require
a stay that crosses at least two midnights and admits
him or her based on that expectation. Medicare contractors will continue to focus on inpatient admissions with
lengths of stay crossing only one midnight or less, according to CMS. Physician documentation of a patient’s
medical history and comorbidities, severity of signs and
symptoms, current medical needs, and risk of an adverse
event will be paramount. CMS states the following:
If a hospital is found to be abusing this 2-midnight presumption for nonmedically necessary inpatient hospital admissions and payment (in other
words, the hospital is systematically delaying the
provision of care to surpass the 2-midnight timeframe), CMS review contractors would disregard
the 2-midnight presumption when conducting review of that hospital. Similarly, we would presume
that hospital services spanning less than 2 midnights should have been provided on an outpatient
basis, unless there is clear documentation in the

medical record supporting the physician’s order and
expectation that the beneficiary would require care
spanning more than 2 midnights or the beneficiary is receiving a service or procedure designated by
CMS as inpatient-only … If an unforeseen circumstance, such as beneficiary death or transfer, results
in a shorter beneficiary stay than the physician’s expectation of at least 2 midnights, the patient may be
considered to be appropriately treated on an inpatient basis, and the hospital inpatient payment may
be made under Medicare Part A.
Other notable changes in the proposed rule include:
Two new readmission measures (hip/knee arthroplasty and chronic obstructive pulmonary disease)
that would be used to calculate readmission penalties beginning in FY 2015.
• New measures for the FY 2016 Value-Based Purchasing Program, including one new clinical process measure (influenza immunization) and two
new healthcare-associated infection measures
(catheter-associated urinary tract infection and surgical site infection).
• Payment reduction for hospitals that rank among
the lowest-performing 25% with regard to HACs.
These hospitals will be paid 99% of what they
would have been paid under the IPPS.
•

CMS is accepting comments on the proposed rule
until 5 p.m. EST on June 25. Visit www.ofr.gov/
OFRUpload/OFRData/2013-10234_PI.pdf to view
the rule. H
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When a physician documents dementia secondary to
behavioral disturbances, can a coder code this condition? Must the physician document the terms violent,
aggressive, and combative and then link those terms to
the dementia?

A

The ICD-9-CM coding conventions define terms
listed in parentheses in both the alphabetic index and the tabular list as nonessential modifiers. As
such, the presence or absence of these terms doesn’t
impact the code assignment.
If coders refer to dementia in the alphabetic index,
they’ll see the phrase “with behavioral disturbance
(aggressive) (combative) (violent).” The title associated
with code 294.21 is dementia, unspecified, with behavioral disturbance.
This code distinguishes between dementia without behavioral disturbance (204.20) or dementia not
otherwise specified and dementia with a behavioral
disturbance.
In other words, regardless of whether providers specifically use the terms aggressive, combative, or violent
to describe a behavioral disturbance, coders should assign code 294.21. The terms aggressive, combative, and
violent are inclusion terms which allow coders to report
code 294.21 when the provider only states aggressive
behavior.
To answer your question, the physician must link
the dementia with behavioral disturbance. He or she
doesn’t need to state aggressive, combative, or violent,
as these are adjectives that can clarify a behavioral
disturbance.
Additionally, if the provider states dementia with aggressive behavior, coders or CDI specialists don’t need
to query the physician to assign code 294.21. That’s
because aggressive behavior (with dementia or in the
setting of dementia) automatically maps to this code.
Note that when the provider states dementia with

biting, this doesn’t default to code 294.21. Coders or
CDI specialists must query the physician to determine
whether biting is considered a behavioral disturbance.
Consider educating providers to document acute
confusion to differentiate it from the patient’s baseline
mental status. Acute confusion codes to 293.0 based
on the alphabetic index. Code 293.0 is delirium due to
conditions classified elsewhere, and is a CC as a secondary diagnosis.
Cheryl Ericson, MS, RN, CCDS, CDIP, CDI
education director at HCPro, Inc. in Danvers, Mass.,
answered the previous two questions.

Q

One of our orthopedic surgeons started to perform spinal fusions percutaneously. CPT provides
instruction on how to code this procedure; however,
these are inpatient surgeries, so we need an ICD-9-CM
code. We’re leaning toward code 81.00, spinal fusion unspecified. Do you think this is the correct code?

A

ICD-9-CM classifies spinal fusion by the anatomic portion (column) fused as well as the technique
(approach) used to perform the fusion. If you review the
ICD-9-CM tabular list under operations on the musculoskeletal system, you’ll see that there are currently no
codes available for percutaneous spinal fusion. The fusion codes specify anterior, posterior, and lateral transverse approach—not percutaneous. I have also searched
AHA’s Coding Clinic archives and found no instruction
regarding how to code a percutaneous spinal fusion.
Therefore, code 81.00 is our only choice until ICD-9-CM
includes a code for a percutaneous approach.
Laura Legg, RHIT, CCS, HIM director at Healthcare Resource Group in Spokane Valley, Wash.,
answered the previous question that originally appeared on JustCoding.com. H
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