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Princeton Survey on HealthCare Issues- (sponsored by the Harvard School of Public Health)

Population:  1,201 adults 

Interview method:  telephone

Most important healthcare issue for the President and Congress to deal with:  Protecting the privacy of medical records.

Idea for reinforcing the privacy rule: (from:  CARE Communications newsletter – The CARE Dialogue)

Implement a secret shopper program – a member of the board goes through the motions as if attempting to access patient health information that a stranger shouldn’t have.  When the Board member is politely stopped, the staff member is given $50. 

Make a difference in AHIMA’s future – VOTE!
It only takes seconds to go online or pick up the phone to elect our leaders.  THIMA has two of its outstanding members on the ballot:  Tony Taylor and Beth Bowman.   Brief biographies and photographs of all candidates are in the May Journal of AHIMA
To vote online: www.ahima.org-Candidate Community of Practice

To call toll-free:  (866) 720-7045 

Polls open: April 14-June 4.

~~~~~~~~~~~~~~~~~~~~~~
ICD-10-CM

by Susan Osborne, RHIA
This article summarizes information about ICD-10 and ICD-10-CM from a series of articles and texts listed in the attached bibliography.  
Development of ICD-10

· The World Health Organization (WHO) owns the ICD system. It released the tenth revision of the ICD system in 1992.

· The goal of the tenth revision was to: 

· Expand the content, purpose, and scope of the system

· Include ambulatory care services

· Increase clinical skills

· Capture risk factors in primary care

· Identify emergent diseases

· Group diagnoses for epidemiological purposes

· The purpose of ICD-10 is to:

· Promote international agreement and comparability in classification, collection, processing, and presentation of health data 

· Provide an international diagnostic classification for epidemiological and healthcare purposes

· Allow reporting of all mortality/morbidity data to the World Health Organization

Benefits of ICD-10-CM

· Provides greater specificity, clinical data, and information relevant to ambulatory and managed care encounters.

· Allows the possibility of greater expansion of codes.

· Extends beyond classification of diseases and injuries to include risk factors in a primary care setting.

· Includes recently identified diseases.

· Updates general terminology and disease classification to be consistent with accepted and current clinical practice.

· Provides more detailed information to providers, payers, and policy makers.

Brief Comparison of ICD-10-CM with ICD-9-CM

General/overall improvements

· ICD-10-CM codes are alphanumeric and include all letters except U.

· ICD-9-CM’s V and E codes are incorporated into the main classification in ICD-10-CM.

· Maximum length of codes in ICD-10-CM is seven characters.

· ICD-10-CM offers information relative to ambulatory and managed care encounters.

· Conditions new or not uniquely identified in ICD-9-CM have been assigned code numbers in ICD-10-CM.

· ICD-10-CM includes vacant three-character categories to allow for future expansion.

· ICD-10-CM groups injuries first by site (for example, hand), and then by type of injury.

· ICD-10-CM provides expanded excludes notes.

· Conditions with new treatment protocols or recently discovered etiology are listed in the appropriate chapters.

New or Expanded Features in ICD-10-CM

· Combination codes are used for symptoms, diagnoses, etiologies, and manifestations.

· Laterality is included in expansions of codes in the neoplasm and injury chapters.

· Information on patient’s trimester is included in obstetrics codes.

· Codes for insulin- and noninsulin-requiring types are included in diabetes section.

· Codes for postoperative complications have been expanded.

Improvements in ICD-10-CM Codes

· Conditions are grouped more logically.

· Subcategory titles are more complete.

· Fifth- and sixth-character subclassifications are incorporated into codes.

· Laterality of conditions is incorporated at the fifth- and sixth-character levels.

· Specificity has been increased.

· Extensions provide more information.

· Etiologies and manifestations are grouped in combination codes.

· Code titles have been changed to reflect new technology and recent terminology.

· Codes have been added to describe postoperative or postprocedural conditions.

· Trimester specificity has been added.

· Many new codes have been added.

Structure of ICD-10-CM

· The international ICD-10 classification is published in three volumes:

· Volume 1: Tabular List

· Volume 2: Guidelines

· Volume 3: Alphabetic Index

· ICD-10-CM includes only two volumes:

· Volume 1: Tabular List 

· Volume 2: Alphabetic Index

Implementation of ICD-10-CM

· Several factors are influencing the implementation of ICD-10-CM:

· HIPAA regulations designated the adoption of data sets, including ICD-9-CM.

· Several organizations have recommended that ICD-10-CM replace ICD-9-CM.

· AHIMA has developed six principles of data set maintenance.

· Modifications of ICD-10 have been successfully implemented in other countries.

Replacement of ICD-9-CM

· Several organizations have recommended replacing ICD-9-CM with ICD-10-CM, including:

· American Health Information Management Association 

· American Association of Professional Coders 

· American Hospital Association 

· Advanced Medical Technology Association

·  Federation of American Hospitals

Designation of Code Sets

· To be designated as a code set under the final provisions of the Health Insurance Portability and Accountability Act (HIPAA) of 1996, a code set must:

· Improve the efficiency and effectiveness of the healthcare system

· Meet the needs of health data standards users

· Be consistent and uniform with other HIPAA standards and with other private and public health data standards

· Have low additional development and implementation costs

· Be supported by an ANSI-accredited standards development organization

· Have timely development, testing, implementation, and updating procedures

· Be technologically independent of computer platforms and transmission protocols used in electronic healthcare transactions

· Be precise and unambiguous and as simple as possible

· Keep data collection and paperwork burdens on users as low as possible

· Incorporate flexibility to adapt to changes in the healthcare infrastructure, such as new services or provider types

· HIPAA final regulations designated five code sets for assigning diagnoses and procedures:

· ICD-9-CM

· Current Procedural Terminology (CPT-4)

· Healthcare Common Procedural Coding System (HCPCS) 

· Code on Dental Procedures and Nomenclature, Second Edition (CDT-2) National Drug Codes (NDC)

· The HHS repealed the mandate to use     NDC in 2003.

· Implementation of HIPAA final regulations was complete in Oct 2003. 

Principles of Code Set Maintenance

· AHIMA developed six recommendations and principles to guide the maintenance of code sets and support the implementation of ICD-10-CM:

· Principle 1: The committee responsible for system maintenance should be composed of representatives from all major stakeholder groups, including the government, providers, and private payers.

· Principle 2: The maintenance process should be open, with public meetings (broadcast live over the Internet) and opportunities for public input both at and outside the formal meetings. 

· Principle 3: Due to rapid advances in medicine and technology and the immediate need for codes to describe such advances, the maintenance process should be streamlined, with consideration given to the feasibility of more frequent system updates.

· Principle 4: The lag time between the proposal of a new code and its implementation should be minimized.

· Principle 5: A process should be established for developing rules and guidelines on the correct application of the coding system. The process should be open and permit broad input from all stakeholders prior to finalization of a significantly revised or changed guideline. The coding system’s rules and guidelines (and consequent reimbursement system changes) should be updated on the same schedule as the code set and made part of the official version.

· Principle 6: All requisite materials–code sets, guidelines, and other directives–should be in formats available from government or private entities. This would ensure that all stakeholders know where to go for unfettered access to the most up-to-date official versions and interpretive materials.

ICD-10-CM Implementation Planning

· Determine who will be affected by the implementation of the new coding system. 

· Form a committee, team, or task force made up of stakeholders to plan the implementation.

· Include representatives from health information management, information services, billing, accounting, human resources, senior management, and clinical staff.

· Create a training plan and develop training materials suitable for the facility.

Impact on Information Systems

· The organization will need to look at capital expenditures to support implementation of the new classification system:

· New or upgraded information system hardware

· New software

· Training costs for new coders and other personnel

· Hiring of additional information systems personnel to accomplish the implementation

· All electronic transactions that require a diagnosis and/or procedure code will need to be reviewed (and possibly changed).

· Areas that will need to be reviewed: 

· Billing systems 

· Decision support systems

· Clinical systems

· Encoding software

· Health record abstracting systems

· Aggregate data reporting systems

· Utilization and quality management systems

· Case-mix systems

· Accounting systems

· Clinical protocols

· Test-ordering systems

· Clinical reminder systems

· Performance measurement systems

· Medical necessity software

· Benefits determination systems

Software Changes Required

· Any field that requires a code number will need to accommodate up to seven characters rather than five digits.

· Any field that requires a code number will need to accept an alphanumeric code rather than just a numeric code (this may not be an issue because of the V codes and E codes in ICD-9-CM).

· Some reprogramming may be needed to differentiate between letters and numbers that tend to be hard to distinguish (for example, the number one [1] and the letter el [l]).

· ICD-10-CM codes may have up to four characters (numbers or letters) after the decimal point. ICD-9-CM, in contrast, has a maximum of two numbers (only) after the decimal point. 

· The size of data fields that accommodate the descriptions of the codes may have to be reviewed. Code titles are much more descriptive and, therefore, longer in ICD-10-CM than in ICD-9-CM.

· ICD-10-CM includes many more codes than ICD-9-CM does; therefore, organizations should make sure their systems will accommodate the additional data. Both ICD-9-CM and ICD-10-CM will have to be supported by the information system during the transitional phase of implementation.

· ICD-10-CM codes that consist of five characters may be confused with HCPCS Level II codes, which also begin with an alphanumeric character. This similarity should not be a problem when the software uses decimals in the ICD-10-CM codes, but it might be a problem if decimals were not used in the software.

Impact on Reimbursement

· It is anticipated that payments from third-party payers may be delayed until coders and billing personnel are fully trained on the system.

· Claims denials or rejections may increase owing to inaccurate coding, reporting, and processing.

· Initially, however, reimbursement levels should not be substantially affected by the implementation of ICD-10-CM.

Impact on Human Resources
· With the adoption of the new system, qualified coding professionals will be in demand, and retention of trained coders will be essential to the billing function of the facility.  Facilities will need to reevaluate salary structures and benefits packages to make sure that they are competitive with other healthcare organizations in the area.

Findings from ICD-10-CM Field Test 

Kloss: Benefits Outweigh Cost in Implementing ICD-10-CM, PCS 

AHIMA, in conjunction with the American Hospital Association (AHA), released findings this week from a field test of ICD-10-CM medical code sets conducted voluntarily over the summer by AHIMA members from all types of healthcare settings. The findings indicate that ICD-10-CM represents a significant improvement over the current ICD-9-CM coding system and can be implemented without excessive staff training costs or changes in documentation practices. More than 6,000 medical records were coded using ICD-10-CM. The majority of project participants agree that ICD-10-CM is an improvement over ICD-9-CM and advocate migrating to the new system in three years or less. 

Despite minimal training, participants were able to appropriately assign ICD-10-CM codes. Most participants felt migration to ICD-10-CM would only require a maximum of 16 hours of training conducted either face-to-face or through the Internet. Participants submitted data to AHIMA via a Web-based survey tool developed by a team from Ohio State University led by incoming AHIMA president Melanie Brodnik, PhD, RHIA. AHIMA and AHA presented this report to the National Committee on Vital and Health Statistics (NCVHS) on Tuesday, September 23, in Washington, DC. AHIMA's Sue Prophet Bowman, RHIA, CCS, and AHA's Nelly Leon-Chisen presented findings of the study to the full NCVHS. AHIMA's Executive President and CEO Linda Kloss, RHIA, CAE, also presented (see item 2). For a complete copy of the report, go to: 

http://library.ahima.org/ Search – ICD-10-CM Field Testing Project 
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ELECTRONIC MEDICAL RECORDS AT MEMORIAL HEALTH CARE SYSTEM

Interview with Sean Donohoe, RHIA, Director of Health Information Services/Coding/HIPAA-Privacy Officer

By Anna Davis, RHIA

Memorial Health Care System has used the Chart Maxx system since 1997 to scan their medical records. Memorial is working toward a total electronic system where there would be no paper based  medical records.

The medical records are scanned 3 days post discharge. All of the scanning takes place at the downtown campus. Prior to scanning the medical records are prepped and all forms that are already electronic are removed.  After scanning, a quality check is done and then the paper medical record is boxed up and sent to storage for 13 months after which it is destroyed. Once all of this is done     the medical record is available to any physician who has access to the system.  

Sean is very pleased with the system and discussed the positive things it has done for his department. Sean has no staffing on weekends or holidays. Sean has been able to let his outpatient coders, analysis staff, and transcriptionists work from home. This has produced a 24% increase in production. Sean’s daily staff is very minimal.

Sean stated that his cost savings have been mixed.  There was no savings with employees in the beginning but he has lost positions through attrition. Most of the savings was in not buying chart folders and chart tabs.

It is interesting to go into a department where there are no files    holding medical records as in most HIM departments.  All you have to do to see the medical records is to go to a computer terminal and call it up. Just think what the future holds.  No more misfiles and no more standing at a copier to copy medical records!
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
LEGISLATIVE UPDATE

By Cindy Nixon, Legislative Task Force Chair

Charging for Copies of Medical Records

An amendment to TCA § 68-11-304, relating to copy costs for medical records, was signed by the Governor on March 15, 2004.   The amendment removed the words “handling” and  “retrieval” from the law.  Some attorneys feel that this change opens the door for facilities licensed in the State of Tennessee to charge up to the full $15.00 for the first five (5) pages of a medical record requested by the individual patient or their personal representative, as defined by HIPAA Privacy Regulations.  Each facility should consult their legal counsel to ensure that they are in agreement before changing their fee structure.  

The parts of TCA § 68-11-304 which were amended are restated below:

“The charges to a patient or a lawyer authorized by the patient to review the patient's records shall not exceed the reasonable costs for (“handling”—removed as of 3/15/04) copying and the actual costs of mailing the records. The reasonable costs described herein shall not include any costs involved with the maintenance and storage of the records, nor shall it include any costs which may be from or associated with providing the records to any party other than a patient or a lawyer authorized by the patient to review the patient's records.
The charges for medical records to a patient or a lawyer authorized by the patient to review the patient's records which are equal or less than the following shall be presumed to be reasonable: a (“retrieval” removed as of 3/15/04) fee of fifteen dollars ($15.00) which shall include the first five (5) pages of the medical record and a per page charge of seventy-five cents ($0.75) a page for the sixth page up to and including the fiftieth page; fifty cents ($0.50) a page for the fifty-first page up to the two hundred fiftieth page and twenty-five cents ($0.25) a page for all pages thereafter.”
New FAQ’s and Best Practice Guideline

Some new Frequently Asked Questions and a Best Practice Guideline were approved by the Board and now will be posted on www.thima.org.

Frequently Asked Questions:

1. Can PHI be released if created after the date of authorization?

2. Should my facility/health care organization have a policy permitting email communication between our physicians, other care givers, other staff members and our patients?   

3. Can PHI be released to a foster parent?  Can a foster parent consent to treatment? 
4. Can a health care provider release records of another health care provider?  

Best Practice Guideline:

 Accounting of Disclosures for Public Health Oversight

Recommendations from the Strategic Planning Retreat for Next Year

The group recommended two representatives from each Local HIMA, and to identify representatives from various health care settings; include those who could have input into the editing of legal handbooks.  If you are interested in serving on the Legislative Task Force, just let us know in the Central Office (wandamck@aol.com).
They also recommended possible educational workshop for release of information in alcohol and drug rehabilitation and mental health facilities.

Tennessee Legal Handbook

The Tennessee Legal Handbook is scheduled to get updated this year.  This large task will be starting soon. Thanks to Alice Moore and Linda Robinson-Malmquist for creating the New Legal Handbook for Physician Offices!  Some new, helpful information includes retention, documentation guidelines, and release of information issues.  An order form will soon be available on the www.thima.org. 
~~~~~~~~~~~~~~~~~~
AHIMA E-Alerts

HHS Adopts New Federal Health Information Interoperatibility Standards 
The Department of Health and Human Services (HHS) announced that it has adopted 15 additional standards agreed to by the Consolidated Health Informatics (CHI) initiative to allow for the electronic exchange of clinical health information across the federal government.
The newly adopted standards are HL7's vocabulary standards for demographic information, units of measure, immunizations, clinical encounters, and clinical document architecture standard for text-based reports; SNOMED-CT for laboratory result contents, nonlaboratory interventions and procedures, anatomy, diagnosis and problems, and nursing; LOINC to standardize the electronic exchange of laboratory test orders and drug label section headers; HIPAA transactions and code sets for electronic exchange of health-related information to perform billing or administrative functions; a set of federal terminologies related to medications, including the Food and Drug Administration's names and codes for ingredients, manufactured dosage forms, drug products and medication packages, the National Library of Medicine's RxNORM for describing clinical drugs, and the Veterans Administration's National Drug File Reference Terminology (NDF-RT) for specific drug classifications; the Human Gene Nomenclature (HUGN) for exchanging information regarding the role of genes in biomedical research in the federal health sector; the Environmental Protection Agency's Substance Registry System for nonmedicinal chemicals of importance to healthcare. Additional information about these standards can be found on the CHI Web site at http://www.whitehouse.gov/omb/egov/gtob/health_informatics.htm.
HL7 EHR-SIG Advances Work on EHR Functional Model
During last week's HL7 Working Group Meeting in San Antonio, TX, the Electronic Health Record Special Interest Group carried out the ballot reconciliation process. All comments from the ballot, both positive and negative, were addressed. The Electronic Health Record System (EHR-S) Functional Model was made ready for publication as a draft standard for trial use (DSTU). Next, the committee will finalize reconciliation and publish the DSTU. Once published, a two-year trial use period will begin, during which industry feasibility will drive the DSTU to a full standard. During the trial use period, the committee will capture input via the HL7 Web site, surveys, and committee activities. The target year for publication of the final standard is 2006.
The ballot reconciliation process was a truly collaborative effort, with strong international participation and wide diversity from all sectors of the healthcare industry, including providers, vendors, government, payers, academia, and professional associations. 
In other HL7 news, in early May, the HL7 board of directors changed the status of the EHR-SIG from a special interest group to a free-standing technical committee. The group, renamed the Electronic Health Record (EHR) Technical Committee, will design standards to support the sharing of electronic health records. For more information, go to http://www.hl7.org/.
 Public Meetings on DME Coding and Payment Announced 
The Centers for Medicare and Medicaid Services has announced three public meetings to discuss their preliminary coding and payment determinations for new durable medical equipment (69FR22079). The meetings will be held on June 29-30 and possibly July 1. More information is available in the April 23 Federal Register available at http://www.access.gpo.gov/su_docs/fedreg/a040423c.html, and at the Healthcare Common Procedure Coding System Web site at http://cms.hhs.gov/medicare/hcpcs/default.asp. 
CMS Announces Changes in Criteria for Classifying Inpatient Rehabilitation Facilities 
The CMS published a final rule that revises the classification criterion, commonly known as the "75 percent rule," used to classify a hospital as an inpatient rehabilitation facility. This rule also modifies and expands the medical conditions listed in the regulatory requirements and temporarily lowers the percentage of patients required to fall within one of the specified lists of medical conditions. These regulations are effective for cost-reporting periods beginning July 1. The final rule may be found at http://www.cms.hhs.gov/providers/irfpps/default.asp.

CMS Seeks Volunteers for Chronic Care Improvement Program
CMS is seeking interested parties to implement and operate a chronic care improvement program as part of phase I of its voluntary chronic care improvement under traditional fee-for-services Medicare initiative (69FR22065). The initiative is one of many sponsored by the Medicare Prescription Drug Improvement and Modernization Act of 2003. Eligible organizations include disease-management organizations, health insurers, integrated delivery systems, physician group practices, or a consortium of entities. Applications must be received by August 6. Chronic care programs should be designed to improve clinical quality and beneficiary and provider satisfaction and achieve spending targets for expenditures. More information on the types of care that will be considered in the initial programs can be found at http://www.access.gpo.gov/su_docs/fedreg/a040423c.html
UPCOMING THIMA EVENTS
(contact the Central Office for more information – 931-967-4700 or wandamck@aol.com)

2004 THIMA Meeting with Tennessee Hospital Association

September 29 – October 1, 2004

Renaissance Hotel, Nashville

2004 AHIMA National Convention

October 9 – 14, 2004
Washington, D.C.

Annual Healthcare Quality Improvement Conference
Co-sponsored with QSource

October 28, 2004

Opryland, Nashville

Have an idea for a THIMA Newsletter article?

Contact Lisa Bagci, RHIA

Team Leader, Newsletter Editors

lbagci@crmchealth.org

931-646-2496
~~~~~~~~~~~~~~~~~~~~~~~~~~~~
ADVERTISE YOUR JOB OPENINGS
Support THIMA by placing
your job openings in 
FOR THE RECORD, 
on thima.org, and
on the THIMA job line
Update your member profile on the AHIMA Web site and join the Tennessee Community of Practice.
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NEWS OF INTEREST





e-HIM update:


We have a new acronym to learn:  CCR – continuity of care record.  (Along with CPR, EMR, EHR, and PHR).  The CCR is a joint effort of ASTM International, the Healthcare Information and Management Systems Society and the Massachusetts Medical Society.  It is a summary of personal health information that patients can carry from one provider to another and includes the patient’s allergies, medications, current/past diagnoses, demographic and insurance information.   CCR would eliminate the need to transfer records and repeatedly fill out medical history forms and medication lists.


It could be stored on a SMART card or a disk as a PDF or Microsoft Word file.   An authorized physician could open the document through a standard Internet browser.  Patients could also request a CCR printout to provide information to other providers.   CCR is a building block to the electronic health record and has many of the benefits of the electronic medical record.  


(Health Management Technology, May 2004)








President Bush is creating a new department with the Department of Health and Human Services with the goal of ensuring that most Americans have electronic health records within the next 10 years.  The federal government will develop health information standards and create incentives for healthcare providers to speed the adoption of health information technology.





HIM Workforce Study-


Be sure to read Melanie Brodnik’s Message in the May Journal of AHIMA.  The Workforce Research final report includes:


-impact of technology on the profession


-a professional identity that is changing and adapting


-the value of credentials


-challenges for academic education


-CE and image marketing
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