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Disclaimer

The information presented today may contain the views of the 
presenter and does not imply a formal endorsement or 
consultation. Participants are cautioned that information 
contained in this presentation is a not a substitute for 
informed judgment.

The participant and/or participant’s organization are solely 
responsible for compliance, coding and reimbursement 
decisions.
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Goals/Objectives

Participants will … Understand the FY2010 IPPS 
Key focus

Participants will … Review information on the MS-
DRG changes

Participants will … Receive information the Relative 
weight and LOS changes for MS-DRGs for 
FY2010

Participants will … HAC and POA impact on MS-
DRGs for FY2010
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IPPS Background & History

Goal was to identify a manageable number of patient 
groups that shared demographic, diagnostic, and 
therapeutic attributes

Medicare changed the structure of reimbursement in 
late 1983 in an effort to decrease the cost of health 
care with IPPS (Inpatient Prospective Payment 
System)
• Prospective payment based on submitted diagnostic, LOS, 

etc. elements
• Predetermine $
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Background & History on DRGs

Development of UHDDS (Uniform 
Hospital Discharge Data Set)

• This was established in 1974
• Specific data elements were 

required for all hospital inpatient 
stays

Within IPPS are MDCs (Major 
Diagnostic Category) which result 
in being subdivided into DRGs 
(Diagnosis Related Groups)

Major diagnostic categories 
(MDC) is a classification of 
diagnoses typically grouped by 
anatomic system and is the basis 
for the DRG system
Each DRG falls into a MDC

• 25 MDCs
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MDCs within IPPS
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Diagnosis Related Groups – DRG

DRGs are patient categories or groupings by the given diagnoses,
grouping like-diagnoses together

DRG grouping uses the presence of procedures, the age, the sex, 
the presence of a complication or comorbid condition, and the 
discharge status (disposition/patient status)
• Principal diagnosis linked & grouped by anatomical body system
• Patient’s surgical status:

• Principal diagnosis with or without non-surgical 
(OR) procedure (nonsurgical DRG), or extent of 
surgical (OR) procedure (surgical DRG)
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IPPS DRG
Inpatient Prospective Payment System 
(IPPS), the hospital is paid an amount 
for the expected cost of treatment and 
resources for a given DRG or a 
Diagnostic Related Group, not based 
on the actual costs but charges
Each DRG has a Relative Weight or 
“RW”

• The relative weight of the DRG is 
the same at each hospital

• Relative Weight (RW) = numeric 
figure (number) to reflect the 
relative “resource consumption”
associated with the specific DRG

The higher the relative weight, the 
greater the resources utilized, the 
greater the reimbursement
A computer software called 
“grouper” is used to compute 
(group) the DRG via the submitted 
demographics and coded data (ICD-
9-CM codes) and program 
algorithms

• Software program “encoder”
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Diagnostic Related Groups – DRG

GMLOS = the geometric mean length 
of stay. This value helps to determine 
the allowances that should be made 
for outliers and transfer cases. The 
GMLOS is calculated by CMS 
annually and is the same for a given 
DRG.

Outlier = is a case that has an 
exceptionally high cost compared 
with other cases classified to the 
same DRG. The fiscal intermediary 
(FI) will make an additional payment 
to the original DRG in these 
circumstances.  

• There is a specific formula 
used to determine outlier 
payment and is provided by 
CMS
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DRG Relative Weight

Original CMS DRG relative weights based on charges
MS-DRG relative weights (RW) based on costs
According to CMS, setting the DRG relative weights 

based on costs is expected “to reduce incentives for 
hospitals to cherry pick the healthiest and most 
profitable patients.”

Costs demonstrate the “resources” utilized to care for 
the patient

Higher costs, higher resources, higher payment
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RW is Cost-Based Methodology

There are 15 distinct hospital department cost-to-charge ratios (CCRs) 
used to calculate the cost-based weights:

Inpatient charging matters!

• Routine care
• Pharmacy
• Emergency Room
• Inhalation therapy
• Labor & delivery
• Anesthesia
• Laboratory
• Other services

• Intensive care
• Supplies and equipment
• Therapy
• Operating room
• Blood & Blood Products
• Cardiology
• Radiology
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MS-DRGs
•Many previous CMS 
DRGs separated patients 
by age (<17)
•MS-DRG has no specific 
age with the DRG 
groupings
•CMS says that IPPS is 
primarily representing 
the elderly, not pediatrics
•Cases with age <17 now 
rolled into parent DRG 
grouping
•Newborn MS-DRGs –
remain in place

•MS-DRGs continue to be 
divided into Medical and 
Surgical
•The impact of a surgical 
procedure can be 
significant, increasing the 
RW and the payment
•Some OR procedures do 
not affect DRG assignment 
(laparotomy for feeding 
jejunostomy), some non-OR 
procedures do (excisional 
debridement)
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MS-DRGs

MS-DRGs have up to three tiers of payment for each 
DRG based on the presence of:  

• a major complication or comorbidity (MCC)
• a complication or comorbidity (CC)
• no complication or comorbidity

The presence or absence of a “MCC/CC” can have 
significant impact on the MS-DRG assignment, the RW 
and payment
Complete, accurate, and timely documentation as well as 
coding should be the primary consideration of the 
coders AND also the ability to recognize and capture 
MCC/CCs



8

15

MS-DRGs

The MCC/CC list composed of:
• Significant acute diseases
• Acute exacerbations of chronic significant diseases
• Advanced end stage diseases
• Chronic diseases with extensive debility
• Consistently greater impact on hospital resources

Note: Multiple secondary diagnoses at one level does not cause a
patient to be assigned to a higher subgroup.  Example: Patient two 

regular “CCs” does not make a MCC.
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MS-DRG…Bring it together for the payment

Hospital Base Rate = $8200 for example
• Each hospital base rate is calculated based upon economic factors

MS-DRG 195 Simple Pneumonia without MCC/CC
• RW .8398 (FY08)
• GMLOS = 3.5
• Multiple 8200 x RW .8398 = $6886.36 payment

MS-DRG = DRG 194 Simple Pneumonia with CC
• RW = 1.0235 (FY08)
• GMLOS =  4.5   (this is important for CM/UR)
• Multiple 8200 x RW 1.0235 = $8392.70 payment

MS-DRG = DRG 193 Simple Pneumonia with MCC
• RW = 1.2505 (FY08)
• GMLOS =  5.5   (this is important for CM/UR)
• Multiple 8200 x RW 1.2505 = $10254.10 payment
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Discharge Disposition or Post-Acute Care 
Transfer Rule

273 MS-DRGs with PACT
Federal Register, table 5 has the list of MS-DRGs 
and designates which ones are impacted by 
PACT (Post Acute Care Transfer) rule

Compliance should be checking (audits, etc.) the accuracy of the patient 
status codes/discharge disposition…overpayments and underpayments!

18

Federal Register Table 5 – PACT
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Patient Status Codes – Impact payment 

It is considered to be a post acute care transfer (PACT) when the patient is 
transferred to one of the following:
• 02 Transfer to short-term general hospital
• 03 Skilled nursing facility
• 05 Another type health care institution not defined elsewhere 
• 06 Home health

• Within 3 days following discharge
• 62 Inpatient rehabilitation

• Includes distinct part unit of a hospital
• 63 Long term care hospitals
• 65 Psychiatric hospital

• Includes distinct part unit of a hospital

20

. . . 2010 IPPS Final Rule



11

21

22

Key IPPS Points

Inflation Update to payment rates 2.1%
“The policy and payment rates in this final rule will ensure that

Medicare beneficiaries continue to have access to high 
quality inpatient care in both short-stay acute care and 
long-term care hospitals” per Jonathan Blum, Director of 
CMS Center for Medicare Management.

Continue capital indirect medical education (IME) adjustment 
to payment rates for teaching hospitals

Hospital Quality measures – continue with 2.0% market basket
Outlier Threshold
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Key IPPS Points – con’t

Labor-Related Share
Wage Index
New Technology
MS-DRGs and Relative Weights
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IPPS Capital Teaching Adjustment

• CMS had already reduced the IPPS teaching 
adjustment by 50% in FY2009 and was planning 
to eliminate it totally in FY2010

• The American Recovery and Reinvestment Act of 
2009 restored the full capital IPPS teaching 
adjustment in 2009 and in future years. 

• The final rule continues to restore that full capital 
IPPS teaching adjustment.
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Market Basket Update

• CMS is required per the Prescription, Improvement 
and Modernization Act of 2003 (MMA) to rebase and 
revise the structure of both the operating and capital 
market baskets for FY2010. 

• FY2010 the operating market base update will be 2.1 
percent in FY2010

• Hospitals that do not participate successfully in the 
Reporting Hospital Quality Date for Annual Payment 
Update (RHDWAPU) program would receive less 2.0
percentage point market basket update.
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Quality Measures

• CMS included four new quality measures for 
hospitals. These quality measures require hospital to 
submit data under the RHQDAPU program. 

• The two additions to the existing Surgical Care 
Improvement Project (SCIP) measure set include the 
following: 
SCIP Infection (INF) 9 – Urinary catheter removed on 
postoperative day one (POD1) or postoperative day 
two (POD2) 
SCIP INF 10 – Surgery patients with perioperative 
temperature management



14

27

Quality Measures

The two structural measures include the 
following: 
Participation in a systematic clinical 
database registry: Nursing sensitive care 
Participation in a systematic clinical 
database registry: Stroke care
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New Technology Payment FY2010

• CMS approved the Spiration® IBV® Valve System 
for new technology payment of up to $3,437.50 
per case 

• CMS did NOT approve the LipiScan™ Coronary 
Imaging System for new technology add-on 
payment 
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Outlier Threshold

CMS is raising the outlier threshold to 
$23,140 to keep outlier payments equal to 
the 5.1 percent of total payments under 
IPPS.
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Medicare Code Editor (MCE) Changes
Diagnoses Allowed for Males Only Edit – Oversight in FY2009 now will 
be implemented
• 603.0 (Encysted hydrocele)
• 603.1 (Infected hydrocele)
• 603.8 (Other specified types of hydrocele)
• 603.9 (Hydrocele, unspecified) 

Manifestation Codes as Principal Diagnosis Edit (Manifestation codes 
describe the manifestation of an underlying disease, not the disease itself) – can 
not be a principal diagnosis
NCHS removed the advice “code first associated disorder” from three codes, 
thereby making them acceptable principal diagnosis codes.codes are:
● 365.41 (Glaucoma associated with chamber angle anomalies)
● 365.42 (Glaucoma associated with anomalies of iris)
● 365.43 (Glaucoma associated with other anterior segment anomalies) 

Removed these codes from the Manifestation Code as Principal Diagnosis Edit.
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Medicare Code Editor (MCE) Changes –
con’t

Invalid Diagnosis or Procedure Code – an error with this edit
ICD-9-CM code 00.01 (Therapeutic ultrasound of vessels of head and 
neck) was inadvertently left out of the MCE tables.
Add code 00.01 to the table of valid codes

Unacceptable Principal Diagnosis
“Code first any associated multiple endocrine neoplasia
syndrome (258.01-258.03)”
Over ride this edit and process claims containing codes 
from the subcategory 209 series as acceptable principal 
diagnoses.
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Medicare Code Editor (MCE) Changes – con’t

Creation of New Edit titled “Wrong Procedure Performed”
Background: January 2009 memorandum on surgery on the wrong body part 

https://www.cms.hhs.gov/mcd/viewdecisionmemo.asp?id=222
Memorandum on surgery on the wrong patient:
https://www.cms.hhs.gov/mcd/viewdecisionmemo.asp?id=221. 
Memorandum on the wrong surgery performed on a patient:
https://www.cms.hhs.gov/mcd/viewdecisionmemo.asp?id=223
New coverage decisions:revised E-code title is:
● E876.5 (Performance of wrong operation (procedure) on correct patient).
The two new E-codes are as follows:
● E876.6 (Performance of operation (procedure) on patient not scheduled for
surgery)
● E876.7 (Performance of correct operation (procedure) on wrong side/body
part)
Change to the MCE so that E-codes E876.5 through E876.7, whether they are in the
principal or secondary diagnosis position, will trigger the “Wrong Procedure 

Performed” edit. Any claim with this edit will be rejected.
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Medicare Code Editor (MCE) Changes – con’t

Procedures Allowed for Females Only Edit- code 75.37 
(Amnioinfusion) and code 75.38 (Fetal pulse oximetry) were 
inadvertently omitted from the MCE edit "Procedures Allowed for 
Females Only."

Surgical Hierarchies - relative resource intensity of surgical 
classes can shift as a function of MS-DRG reclassification and 
recalibration – No changes in FY2010
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HAC & Present on Admission
October 1, 2008 CMS began to only pay for those HACs 
(Hospital Acquired Conditions) coded with the 
following indicators:
• “Y” (present on admission) 
• “W” (not possible to determine (POA – Present on 

Admission) status, based on data and clinical judgment) 
CMS will not pay for HACs coded with the following 
indicators:
• “N” (not POA) 
• “U” (documentation insufficient)
If the patient is discharged AMA, expired or transferred 
and the HAC diagnosis (for example: catheter-related 
UTI) has a POA of "U,” then CMS will reimburse that 
case as if the POA were Y
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Present on Admission (POA)

No changes for FY2010
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“Never Events” – IPPS and POA Impact 
Unchanged for FY2010

The CMS IPPS conditions (and their ICD-9-CM codes) include: 
Foreign Object retained after surgery (998.4 , 998.7)
Air embolism (999.1) 
Delivery of incompatible blood products (999.6) 
Catheter-associated urinary tract infection (996.64 and various other urinary 
tract infection ( if the following appear with 996.64: codes 112.2 (CC), 590.10 
(CC), 590.11 (MCC)  590.2 (MCC) , 590.3 (CC), 590.80 (CC), 590.81 (CC), 595.0 
(CC), 597.0 (CC), 599.0 (CC) they will act as a MCC/CC, except if POA is “N”)
Pressure Ulcer stages III and IV (707.23, 707.24)
Vascular catheter-associated infection (999.31)
Mediastinitis after CABG (519.2) and one of the following procedure codes: 
36.10–36.19
Hospital-acquired Injuries – Fractures (800-829), Dislocations (830-839), 
Intracranial Injury (850-854), Crushing Injury (925-929), Burns (940-949) Electric 
Shock 991-994
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Hospital Acquired Conditions (HACs)

Surgical site infections 996.67 Infection or inflammatory process due to 
other internal orthopedic device, implant or graft (CC) and 998.59 Other 
postoperative infection (CC); following certain elective procedures, 
including certain orthopedic surgeries (81.01-81.08, 81.23-81.24, 81.31-
81.38, 81.83, 81.85, and bariatric surgery for obesity

• PrDx 278.01 Morbid Obesity and 2nd Dx 998.59 Other Postoperative 
infection (CC), and procedures 44.38, 44.39 or 44.95

Certain manifestations of poor control of blood sugar levels, primarily 
diabetic hyperosmolarity 250.20-250.23 (MCC), ketoacidosis 250.10-
250.13 (MCC), and hypoglycemic coma 251.0 (CC), secondary diabetes 
mellitus with hyperosmolarity 249.20-249.21 (MCC)

Deep vein thrombosis or pulmonary embolism (415.11 Iatrogenic 
pulmonary embolism and infarction (MCC), 415.19 Other pulmonary 
embolism and thrombosis of deep vessels of lower extremity (CC),
following or with total knee replacement and hip replacement 
procedures (81.51, 81.52, 81.54)

38

POA & UB-04 Claim 
(Screen Shot) 
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What Happens with HAC and POA = N …?

For the conditions that have been chosen, if that condition is the 
only “MCC/CC” on the claim and is POA = “N”, the claim will be 
paid at the lower weighted DRG. Meaning … paid as if the 
MCC/CC was not there
• Example: 

• Patient admitted with acute atrial fibrillation and over 5 days 
developed a pressure ulcer stage III* during the hospitalization
which is identified by a POA of “N.”

• The DRG assignment would be MS-DRG 309. 
• Payment for this case would be calculated as if the pressure 

ulcer was not present * – therefore, MS-DRG 310. 

40

Pressure ulcer with POA of No

Note:  It’s the only MCC 

The stage III& IV will be the MCC in 
FY09, codes 707.23, 707.24
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How Will the Reimbursement Be Affected?

With a MCC & POA Y:
Base rate = $6000
DRG 469 
Wt. 3.2901
Total Reimb = $19740

With MCC & POA N:
Base rate = $6000
DRG 470
Wt. 2.0077
Total Reimb = $12046

Let’s assume the base rate is $6000 for this hospital.  Patient’s LOS = 7 days

Loss Revenue = $7693
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Documentation and Coding Adjustment –
Good News!

2008 and 2009 Hospitals received a 
reduction %  NOT for 2010!!

Prior Years:
MS-DRG FY08 -0.6% payment reduction

MS-DRG FY09 -0.9%  + TOTAL -1.5% for FY09
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Federal Register Table 5 – List of MS-DRGs

44

FY2010 Modifications to MS-DRGs

MDC 5 (Diseases and Disorders of the Circulatory System):
Intraoperative Fluorescence Vascular Angiography (IFVA) procedure 
code 88.59 – analysis conducted … no change for FY2010

MDC 8 (Diseases and Disorders of the Musculoskeletal System and 
Connective Tissue): Infected Hip and Knee Replacements
CMS did examined hip replacement data and cases identified by 
procedure code 80.05 in MS-DRGs 480, 481, and 482,and knee 
replacement cases identified by procedure code 80.06 in MS-DRGs 
495, 496,and 497 using the FY 2008 MedPAR file

For FY2010 procedure codes 80.05 and 80.06 will be moved from their 
current assignments in MS-DRGs 480, 481, and 482 and 495, 496, 
and 497, and assign them to MS-DRGs 463, 464, and 465.
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FY2010 Modifications to MS-DRGs – con’t

Revise code title of procedure code 80.05 to 
"Arthrotomy for removal of prosthesis without 
replacement, hip" 

Revise the title of procedure code 80.06 to read 
"Arthrotomy for removal of prosthesis without 
replacement, knee"

46

Additions to and Deletions from the CC 
Exclusion List

.
Excluded secondary diagnoses bases on Five principles:
● Chronic and acute manifestations of the same condition should not be
considered CCs for one another.
● Specific and nonspecific (that is, not otherwise specified (NOS)) diagnosis
codes for the same condition should not be considered CCs for one another.
● Codes for the same condition that cannot coexist, such as partial/total,
unilateral/bilateral, obstructed/unobstructed, and benign/malignant, should not 

be
considered CCs for one another.
● Codes for the same condition in anatomically proximal sites should not be
considered CCs for one another.
● Closely related conditions should not be considered CCs for one another
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Additions to MCCs 

The following is the MCC list additions for FY2010:
277.88, Tumor lysis syndrome 
670.22, Puerperal sepsis, delivered, with mention of postpartum complication 
670.24, Puerperal sepsis, postpartum condition or complication 
670.32, Puerperal septic thrombophlebitis, delivered, with mention of 

postpartum complication 
670.34, Puerperal septic thrombophlebitis, postpartum condition or 

complication 
670.80, Other major puerperal infection, unspecified as to episode of care or 

not applicable 
670.82, Other major puerperal infection, delivered, with mention of postpartum 

complication 
670.84, Other major puerperal infection, postpartum condition or complication 
756.72, Omphalocele 
756.73, Gastroschisis 
768.73, Severe hypoxic-ischemic encephalopathy 
779.32, Bilious vomiting in newborn

48

MCC List – Table 6I.1
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Additions to the CCs 

Some CC additions include:
Chronic pulmonary embolism (416.2) – new code 
Chronic venous embolism and thrombosis of upper and lower 

extremities: axillary, subclavian, jugular veins, etc. (453.5x, 
453.6x, and 453.7x) 

Acute venous embolism and thrombosis of upper and lower 
extremities: axillary, subclavian, jugular veins, etc. (453.8x) 

Puerperal endometritis (670.1x) 
Hypoxic-ischemic encephalopathy, unspecified (768.70) 
Mild hypoxic-ischemic encephalopathy (768.71) 
Moderate hypoxic-ischemic encephalopathy (768.72) 

50

SUMMARY OF ADDITIONS TO THE MS-DRG CC 
LIST--TABLE 6J.1
209.71 Secondary neuroendocrine tumor of distant lymph nodes
209.72 Secondary neuroendocrine tumor of liver
209.73 Secondary neuroendocrine tumor of bone
209.74 Secondary neuroendocrine tumor of peritoneum
209.79 Secondary neuroendocrine tumor of other sites
416.2 Chronic pulmonary embolism
453.50 Chronic venous embolism and thrombosis of unspecified deep vessels of lower 

extremity
453.51 Chronic venous embolism and thrombosis of deep vessels of proximal lower extremity
453.52 Chronic venous embolism and thrombosis of deep vessels of distal lower
extremity
453.6 Venous embolism and thrombosis of superficial vessels of lowerextremity
453.71 Chronic venous embolism and thrombosis of superficial veins of upper extremity
453.72 Chronic venous embolism and thrombosis of deep veins of upper extremity
453.73 Chronic venous embolism and thrombosis of upper extremity, unspecified
453.74 Chronic venous embolism and thrombosis axillary veins
453.75 Chronic venous embolism and thrombosis of subclavian veins
453.76 Chronic venous embolism and thrombosis of internal jugular veins
453.77 Chronic venous embolism and thrombosis of other thoracic veins
453.79 Chronic venous embolism and thrombosis of other specified veins
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453.81 Acute venous embolism and thrombosis of superficial veins of upper extremity
453.82 Acute venous embolism and thrombosis of deep veins of upper extremity
453.83 Acute venous embolism and thrombosis of upper extremity, unspecified
453.84 Acute venous embolism and thrombosis of axillary veins
453.85 Acute venous embolism and thrombosis of subclavian veins
453.86 Acute venous embolism and thrombosis of internal jugular veins
453.87 Acute venous embolism and thrombosis of other thoracic veins
453.89 Acute venous embolism and thrombosis of other specified veins
569.71 Pouchitis
569.79 Other complications of intestinal pouch
670.10 Puerperal endometritis, unspecified as to episode of care or not applicable
670.12 Puerperal endometritis, delivered, with mention of postpartum complication
670.14 Puerperal endometritis, postpartum condition or complication
670.20 Puerperal sepsis, unspecified as to episode of care or not applicable
670.30 Puerperal septic thrombophlebitis, unspecified as to episode of care or not applicable
768.70 Hypoxic-ischemic encephalopathy, unspecified
768.71 Mild hypoxic-ischemic encephalopathy
768.72 Moderate hypoxic-ischemic encephalopathy
813.46 Torus fracture of ulna (alone)
813.47 Torus fracture of radius and ulna

52

SUMMARY OF DELETIONS FROM THE 
MS-DRG CC LIST--TABLE 6J.2

Code Description
453.8 Other venous embolism and thrombosis of other 

specified veins
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Review of Procedure Codes in MS DRGs 981 
through 983; 984 through 986; and 987
through 989

Prostatic Procedures – No changes in FY2010
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MS-DRG Volumes
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Relative Weight Table FY10
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FY2010 Heart Failure MS-DRGs

MS-DRG Title 
FY2010

FY2010 
Payment Avg. 

Projection

FY09 Payment 
Avg. Change

291 Heart Failure & 
Shock w/MCC RW 
1.4609
LOS 5.0

$8765 $8760 $+ 5.

292 Heart Failure & 
Shock w/CC
RW 0.9749
LOS 3.9

$5849 $6041 $- 192.

293 Heart Failure & 
Shock w/o 
CC/MCC  0.6940

LOS 2.9

$4164 $4332 $- 168.

(Hospital base rate of $6000)
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FY2010 (Simple) Pneumonia MS-DRG

MS-DRG Title 
FY2010

FY2010 
Payment Avg. 

Projection

FY09 Payment 
Avg. Change 

193 Simple Pneumonia 
W MCC 1.4378
LOS 5.3

$8626 $8596 $+ 30.

194 Simple Pneumonia 
w/CC
RW 0.9976
LOS 4.3

$5985 $6033 $- 48.

195 Simple Pneumonia 
w/o CC/MCC  
0.7095
LOS 3.3

$4257 $4389 $ - 321.

(Hospital base rate of $6000)
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Major Complication/Comorbidity/CC List

60

What Should Hospital HIM Coding Professionals and 
Clinical Documentation Improvement Specialists Do 

Now and Ongoing??
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Clinical Knowledge is Vital for Capturing 
Severity

Coding competency includes having clinical 
knowledge in anatomy, physiology, pharmacology 
and disease process

Obtain education and resources
But now, it’s even greater for inpatient coding…

(prepare for ICD-10 also)
Educate and partner with your  Medical Staff regarding 

pathogenesis of disease, etiology of symptoms, 
specific terminology and lateralization

62

HIM Coding Action Steps - Accuracy, Documentation, CMI, 
Audit and CDI

Recognize that core concepts remain the same: 
• Track CMI monthly, look for changes 
• Accurate and Complete Coding

• UHDDS Definition to support code assignment
• Physician Documentation is key
• Coding audits
• Concurrent documentation improvement program
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Hospital HIM Coding & Clinical Documentation 
Improvement Action

Recommended action steps
• Run facility secondary diagnosis volume data
• Review high volume diagnoses
• Understand impact of proposed MS-DRGs
• Identify opportunities for improvement
• Communicate with case management…

• Weekly or biweekly rounds together
• …and medical staff

64

IPP Final Rule Key Points…

The IPPS final rule includes a market-basket 
update of 2.1% for those hospitals that submit 
data on quality measures; hospitals not 
submitting data would receive a 0.1% update. 
The final rule did not implement a 1.9% reduction 
for the effect of coding or classification changes.
This final rule represents an increase of $2.2 
billion in payments to hospitals in FY 2010. 
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Summary

Regulations require healthcare providers to capture all 
clinical data with new emphasis on complication  and 
“never events”

Clinical documentation is at the center 
• Physician awareness and education

Linkage of documentation to the coding and payment 
systems continues

There is a linkage to quality measures and scorecards 
of performance from documentation and coding

Coding rules and guidelines

66

Final Rule in the Federal Register
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Questions?

68

Gloryanne.h.bryant@kp.org
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