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PREFACE

ealth Information Management: Principles and Organization for

Health Information Services, sixth edition, recognizes the con-
tinuing need for guidance in developing efficient health information
management (HIM) systems for healthcare institutions. This important
revision of the 2003 edition is designed to capture the significant changes
in the HIM field and profession in recent years.

The first edition of this book was published in 1984, and it replaced
Medical Record Departments in Hospitals: Guide to Organization, which
had originally been published by the American Hospital Association in
1962 and revised in 1972. Second and third editions of the book were
published in 1988 and 1994, respectively, under the title Organization of
Medical Record Departments in Hospitals. The fifth edition was published
by Jossey-Bass in 2003.

This book serves as a comprehensive general reference to patient medi-
cal records and HIM. It is useful to a healthcare institution’s chief executive,
chief operating and financial officers, and information systems technology
personnel. It is also essential reading for health professionals who need a
general overview and understanding of HIM practices. The text also cov-
ers appropriate information for faculty and students in health information
administration and technology educational programs. It serves as an intro-
duction to HIM practices and issues for information systems. In addition,
individuals in smaller healthcare institutions will find this book useful in
applying the basic principles of HIM. As the appropriate application of
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these basic principles requires a careful analysis of the individual healthcare
institution’s needs, various operations in HIM are discussed herein. The
healthcare industry continues to undergo constant change and the tech-
nology used in managing health information has experienced very rapid
change.

Throughout this book, the term health information management practi-
tioner will encompass both the registered health information administrator
(RHIA) and the registered health information technician (RHIT). Both lev-
els of the profession hold a variety of positions within the HIM discipline.
These include management and supervisory positions, as well as clinical
documentation specialists, coders, quality managers, and more.

The American Health Information Management Association (AHIMA)
has over 100,000 members. Many additional credentials are available for
HIM professionals besides the long-standing RHIA and RHIT. Readers are
encouraged to visit the website, www.ahima.org, for a significant amount
of information regarding the field and the profession.

— Margaret A. Skurka
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CHAPTER 1

Health Information
Management and the
Healthcare Institution

Felecia Williams

The more things change, the more they stay the same.
— Jean-Baptiste Alphonse Karr

o say that the field of health care has evolved over the past decade
would be an understatement, but the quote from Mr. Karr is as true
today as it was the day he made the statement. But with all that has changed,
some things have remained the same. People still get sick and seek care at
the hospital or clinic and physicians, nurses, therapists, and a host of other
health professionals continue to provide care, in hopes of a healthier world.
Additionally, the terms health and medical are still used interchangeably;
this is even more pronounced when speaking of health/medical records in
an electronic format.
In reality, medical and health are very different colors in the wide
spectrum of the field of medicine. Health care, much like the health record,
is not limited by the activities or documentation of activities that take



place under the care of a physician and/or hospital. Health care not only
includes services provided by a physician, but also includes a patient’s
lifestyle (i.e., food choices, physical activity, sleep patterns) and genetic
predispositions. Where health incorporates outside forces, medical care
and the medical record are driven by services provided under the care of
health professionals.

Advancements in technology have changed the manner in which
health information management (HIM) professionals perform their work,
but it hasn’t changed the work. Timely, accurate, and complete health
records are still the foundations for high-functioning HIM departments,
which contribute to the overall success of a hospital.

In this chapter the discussion will focus on the roles and responsibilities
of professionals that work within or for the hospital and their relationship
to the HIM department. This will include the Board of Trustees, the
CEO/President and the Medical Staff. This chapter will also discuss the
functional areas of the HIM department, the HIM professional, and finally,
the interactions between HIM and other departments and healthcare
professionals within the facility.

Figure 1.1 shows a sample hospital organization chart. In this case, the
HIM department’s executive reporting structure falls under the medical
staff. This is not always the case. To begin the discussion on the hospital
hierarchy and roles of key players, it should be noted that the role of HIM
is not restricted to a single reporting line.

RESPONSIBILITY OF THE BOARD OF DIRECTORS

At the top of a hospital hierarchy resides the Board of Directors. The board
of directors for a hospital, or any organization for that matter, has the
ultimate responsibility for the success and/or failure of the organization.
Members of the Board of Directors are generally leaders in their profes-
sional area of study, which is not restricted to health care, and are also con-
sidered to be upstanding citizens in the community. These members may be
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Figure 1.1. Sample Hospital Organization Chart.

Board of
Directors
[
President/
CEO
[
VP Medical . VP VP VP
Staff/Medical VP Nu.mng — Information — Finance/ VP Human Ancillary | VP L,eédl
. Services . Resources . Services
Director Services CFO Services
Physician 1P Project Business HR — General
— Laborat
Recruitment Operations Mgmt. Office Operations aboratory Counsel
Physician Ambulator Info. Education
ysict watory Systems  [— Insurance ueatio Radiology — Risk Mgmt.
QI Operations . and Training
Operations
Director Emergency g [ . N Therapy | |
HIM Services Data Mgmt. Finance Services

Note: The HIM executive reporting structure falls under the medical staff.




appointed to their position, but most are elected to serve for a specific time
frame (term).

The hospital Board of Directors is responsible for the strategic vision
casting activities such as planning for expansions, increased quality care
through community outreach, as well as policy development for the hospi-
tals’ services. The board also has the responsibility of assigning the Presi-
dent or Chief Executive Officer (CEO) to take on the responsibility of the
day-to-day activities within the hospital.

The board has regular communication with the President/CEO. These
communications keep the board apprised of changes to local, state, and
federal regulations that may impact the way the hospital is doing business.
In addition to working with the CEO, the board may work directly with
other departments’ leadership when a strategic plan directly involves
resources for that area. The board expects the CEO to work with the
medical staff to ensure enforcement of policies and procedures and their
bylaws. Reporting of activities of the medical staft and other departments
are directed to the CEO, who then shares this information with the Board
of Directors.

Information shared with the board is used for continuous improve-
ment of policies and procedures, as well as future strategic activities. Strate-
gic planning activities at the board level may be planned for as many as
10 years ahead. Using reports from the CEO allows the board to define
visionary opportunities to improve the quality of care provided, and allows
providers on staff to offer increased services and partner with the com-
munity to increase their presence and improve the overall health of the
community.

RESPONSIBILITY OF THE PRESIDENT/CHIEF EXECUTIVE
OFFICER (CEO)

The President/CEO of the hospital, generally an appointed position, is
responsible for the day-to-day activities taking place within the hospital.
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This individual addresses the quality of care from all aspects, including
the completion of medical records. Areas of patient satisfaction, patient
safety, and employee satisfaction are not merely items on a checklist when
it comes to their responsibilities; these items are just as important as the
legal and ethical aspects of running a hospital, including health record
compliance.

Given all the technology and patient accessibility to rating tools,
ensuring patients are comfortable and satisfied is a priority. Unhappy
patients and families use social media as well as the local news stations to
report any incidence of discomfort. Contrary to the promotional statement
claiming that “any publicity is good publicity,” in the hospital business
bad publicity is just that, bad publicity, and can negatively impact patient
counts and therefore the financial status of the facility. The CEO works
with the marketing and public relations staff to increase awareness of
any new programs being offered, the latest accreditation requirements,
and any other accomplishments to help build a positive reputation for
the hospital.

Because the CEO is ultimately responsible for the day-to-day workflow,
this individual generally has hired some of the best and brightest in the
areas of medicine, technology, finance, and law to handle the ground-level
activities. In the area of medicine, an appointed Medical Director takes
on the responsibility of hiring decisions, including credentialing criteria,
residency programs, quality improvement, continuing education, and
committee assignments. This is not an exhaustive list of the medical
director’s responsibilities. The medical director may have constant com-
munication with the HIM director, as the subject matter expert (SME) for
health record development, maintenance, laws, rules, and regulations. The
Chief Financial Officer (CFO) is responsible for ensuring the hospital is in
good financial standing, and this includes keeping the lights on. Keeping
the lights on may seem like a trivial phrase to attach to such a major
responsibility. This is more than just the physical lights in the build, but
encompasses determining all available funding sources, working with the
actuarial area for predictive modeling, and meeting payroll according to
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the schedule developed by the facility. The CFO may also interact regularly
with the HIM department, as the coding of health records generates
revenue.

The Chief Information Officer (CIO) is responsible for all aspects of
technology being used in the hospital. If the entire hospital used a single
system, this would be a relatively easy task; however, given the nature of
hospital work, it is quite possible that areas like registration, laboratory, and
radiology are working on completely independent systems. They may be
interfaced to communicate with one another, but maintenance schedules
and unplanned system downtime can seriously complicate these respon-
sibilities. Additionally, the HIM department may have a completely sepa-
rate system.

RESPONSIBILITY OF THE MEDICAL STAFF

The rules, regulations, and bylaws for a hospital command the ethical terms
by which a provider is expected to perform, but also address the areas
pertaining to the maintenance of health records. In the technology-driven
world in which we currently live, the expectation for a provider to maintain
the HIM tenants of timely, accurate, and complete health records is sig-
nificantly heightened. Although the terms electronic health record (EHR)
and electronic medical record (EMR) are continuously exchanged, what
most hospitals have is an EMR. The lack of interoperability keeps facilities
from having a true EHR. The medical staff and the HIM department play
a major role in the format and design of paper forms, as well as screen
design and navigation in an electronic environment. As a member of the
forms committee, the medical staff is able to provide feedback on the most
efficient way for providers to use the record.

Credentialing and Privileges

Any provider seeking to offer care at a hospital must go through the
credentialing process. The Joint Commission’s Comprehensive Accred-
itation Manual for Hospitals (CAMH) contains a section that is very
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specific to medical staff. Per Standard MS.01.01.01, medical staff bylaws
will dictate the privileges granted to the provider (The Joint Commission,
2015). Privileges granted through the credentialing process do not simply
impact the care the provider can render to patients, but this also drives the
expectations for their completion of the medical record. For example, an
anesthesiologist is not expected to complete the operative report. Although
he is a member of the surgical team, this is not his responsibility and would
be cause for concern in the HIM department if he were authenticating
operative reports.

Though physicians have the ultimate responsibility for the patient, they
are not the only persons who document activities and other data in the
health record. Nurses, therapists (e.g., physical, speech, respiratory), social
workers, dieticians, and others write in the health record. The record serves
as a communication tool between providers and other healthcare profes-
sionals engaged in the care of a patient.

Authentication

The very definition of the legal health record is under scrutiny in the
electronic environment, and this is further complicated by authentica-
tion standards. How providers authenticate health records should be
specifically addressed in the bylaws, but at a minimum, standards should
include the full name and credentials of the author, along with a unique
identifier, the date and time. A unique identifier may be the provider’s
national provider identifier (NPI) or an identifier assigned by the facility.
Regardless of the identifier used, the provider is responsible for making
sure that they are the only person using it.

FUNCTIONS OF THE HIM DEPARTMENT

The HIM department is still the nucleus of patient information. Whether
the health record is paper or electronic, the ability to support the continuity
of care through collection, analysis, verification, protection, and dissemi-
nation of information is essential. The emphasis on timely, accurate, and
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complete records allows the health record to serve as a communication tool
between providers within the facility, and externally as well. Health Infor-
mation Management professionals’ knowledge of data collections supports
research efforts as well as reporting requirements, such as vital statistics,
cancer registry, and other diseases registries if established. HIM profession-
als also have responsibility for coding, transcription (where still in use), and
release of information. Even though some services may be outsourced to
vendors, the HIM department has the ultimate responsibility for meeting
the needs of the patients and families for these service areas.

THE HIM PROFESSIONAL

The roles and responsibilities of HIM professionals continue to grow as
technology advances and patients take a more active role in their health.
The American Health Information Management Association (AHIMA)
is the professional association for HIM professionals. AHIMA (2013)
defines Health Information Management as “an allied health profession
that is responsible for ensuring the availability, accuracy, and protection of
the clinical information that is needed to deliver healthcare services and to
make appropriate healthcare-related decisions.” Responsibilities for HIM
professionals are growing both inside the hospital as well as externally.
Some of the responsibilities can be easily placed into the categories that
support the acronym of the profession:

Health

* Analyze and code clinical data
* Collect data to support research and required reporting

¢ Use clinical data to support financial decisions

Information

* Storage of patient data in a defined format

* Reports of aggregate patient data

8 Health Information Management



* Maintenance of data dictionaries according to state and federal
standards

Management

* Development of policies and procedures for use, maintenance, and
destruction of health records

* Management of HIM functional areas (i.e., coding, abstracting, release
of information)

* Chair/participation in hospital committees

This does not at all reflect an exhaustive list of HIM functions. HIM
professionals hold over 200 job titles in 40 types of organizations (AHIMA,
2015a, 2015b). The increase in technology directly related to HIM, as well
as the increase and variety of credentials now available, makes the HIM
professional a sought-after professional to fill a great variety of roles. It is
not uncommon to find HIM professionals as Privacy and Security Officers,
Chief Information Officers, or even in Risk Management. Traditional roles
like HIM Director, HIM Manager, or Coding Supervisor are still relevant
in HIM, but nontraditional roles are becoming more accessible to HIM
professionals.

Even with the growth in the profession, some responsibilities of HIM
remain very traditional. An example is the maintenance of the Master
Patient Index (MPI). The MPI database is used to capture demographics
of every patient that enters the hospital in any capacity. Sometimes
duplicate records are created for a patient; the HIM department is
responsible for the merging of duplicate records to ensure that all docu-
mentation for a patient exists in a single record. Another responsibility
of HIM professionals that remains in the traditional role is the knowl-
edge and understanding of Joint Commission standards. A review of
medical records is always a portion of the Joint Commission survey
process. HIM professionals can help a facility to successfully navigate the
survey process.
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Educational Requirements

The growing list of jobs, roles, and responsibilities for HIM professionals
are not merely happenstance. HIM professionals receive education
and training that prepare them to take on the growing roles at expert
levels. Currently masters, baccalaureate, and associate-level educational
programs are accredited by the Commission on Accreditation of Health
Informatics and Information Management Education (CAHIIM). Pro-
grams must be accredited by CAHIIM in order for graduates to be eligible
for AHIMA professional HIM certification exams (CAHIIM, 2015).

AHIMA’s Vision 2016 focused on changes to HIM education (Gordon,
Watzlaf, & Mancilla, 2013). These changes include transforming HIM
to a graduate-level profession, creating specialty tracks at the associate
level, and developing a more qualified HIM faculty (Calhoun, Rudman, &
Watzlaf, 2012).

Changes to the HIM curricula map for all education levels continue
to propel HIM professionals into varying healthcare roles. Listed below are
AHIMA’s required course content areas for accredited programs:

* Classification Systems

* Health Record Content and Documentation
* Data Governance

* Data Management

* Secondary Data Sources

* Health Law and Ethics

* Data Privacy, Confidentiality, and Security

* Release of Information

* Health Information Technologies

* Information Management and Strategic Planning
* Analytic and Decision Support

* Healthcare Statistics and Research Methods
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* Consumer Informatics and Health Information Exchange
* Information Integrity and Data Quality

* Revenue Cycle and Reimbursement

* Regulatory

* Fraud and Surveillance

¢ Clinical Documentation Improvement

* Leadership Roles and Change Management
* Work Design and Process Improvement

* Human Resources Management

* Training and Development

* Strategic and Operation Management

* Financial Management

* Project, Vendor, and Contract Management

* Enterprise Information Management

According to the U.S. Bureau of Labor Statistics, the job growth
between 2012 and 2022 is expected to be more than 20% for HIM
professionals (Bureau of Labor Statistics, 2015). The list of topics covered
in HIM courses helps to develop the attributes that enhance the skills of
HIM professionals and contribute to this growth. The topics are intended
to be covered at every educational level.

AHIMA used Bloom's Taxonomy to indicate the level at which a
student is expected to master a particular skill (Peterson, 2015).
For instance, Data Governance, Subdomain I.C, found in Domain
| (Data Content, Structure, & Standards-Information Governance)
has a taxonomy level of 3 (Apply) at the associate level, level 4
(Analyze) at the bachelors level, and level 5 (Evaluate) at the masters
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level. Another area of interest and growth for HIM professionals is
found under Subdomain II.A, Health Law (Domain Il—Information
Protection: Access, Disclosure, Archival, Privacy, & Security). At the
associate level, the taxonomy level is 3 (Apply), but at the master's
level the taxonomy level is 6 (Create). Masters' level HIM professionals
have the responsibility for creating and maintaining policies related
to regulatory areas such as HIPAA, Meaningful Use, the Accountable
Care Act, and HITECH, just to name a few.

As shifts in the field of HIM continue to occur, educational goals will
continuously be adjusted to meet market and employer needs.

After successful completion of a CAHIIM accredited program, grad-
uates are eligible to take AHIMA’s national certification exams. There are
two HIM certifications: At the associate level, graduates take the Registered
Health Information Technician (RHIT®) exam, and at the bachelors’ level,
they take the Registered Health Information Administrator (RHIA®) exam.

Individuals who hold the RHIA credential are experts in the man-
agement of health information. They manage the maintenance of health
records including abstracting, coding, and reimbursement. They may also
have responsibility for legal and regulatory requirements as it relates to
health records, data analysis, release of information, vendor management,
information systems, and department budgets. They serve as the liaison
between providers, insurers, and patients, with a goal of ensuring that
each party has accurate, timely, and reliable health information. They
interact across all levels of an organization, including serving as the
chair of committees regarding information management standards
(AHIMA, 2015d).

Individuals who hold the RHIT credential are described as technicians,
having a more hands-on role than that of the manager. Where RHIAs man-
age the duties in HIM departments, RHITs perform a great deal of the
day-to-day activities. They abstract, analyze, and code data from health
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records, input data into computer systems, and some may serve as cancer
registrars.

Passing the exam to receive the certification and use the HIM creden-
tials is just the beginning. HIM professionals must complete continuing
education in order to maintain continued use of the credentials. RHITs are
required to obtain 20 hours of continuing education units (CEUs) every 2
years, whereas those with the RHIA credential are required to obtain 30
hours of continuing education every 2 years (AHIMA, 2015d).

Although the RHIA® and RHIT® credentials are probably the most
widely recognized in the field of HIM, AHIMA currently has seven addi-
tional certifications available to HIM professionals. The first three certifi-
cations are in the area of coding; the last four certifications are considered
specialty areas.

1. Certified Coding Associate (CCA®)

. Certified Coding Specialist (CCS®)

. Certified Coding Specialist— Physician-based (CCS-P®)

. Certified Documentation Improvement Practitioner (CDIP®)
. Certified Health Data Analyst (CDHA®)

. Certified in Healthcare Privacy and Security (CHPS®)

. Certified Healthcare Technology Specialist (CHTS)

NN U W W N

More on Certification

Certified Coding Associates (CCAs) are medical coding experts who
demonstrate coding expertise in all healthcare settings (AHIMA, 2015d).
They are not limited to hospital-only or physician-only roles. This provides
a great deal of flexibility as well as opportunities for increased learning. The
U.S. Bureau of Labor Statistics had predicted a shortage of qualified CCAs
by the year 2015, so the job outlook for HIM professionals in this area
is extremely positive. The October 2015 implementation of ICD-10-CM
was a potential primer for this predicted shortage of qualified workers in
this area.
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Unlike the CCA®, the Certified Coding Specialist (CCS®) has expertise
in the area of hospital coding. This is not to say that they are unable to
code physician records, but their focus and area of expertise lies within
the hospital setting. HIM professionals with the CCS credentials serve as
subject-matter experts in both ICD and CPT coding nomenclature. This
is necessary as hospitals provide services in both inpatient and outpatient
settings (AHIMA, 2015d).

On the flip side of the CCS® credential is the CCS-P®. These are
coding professionals whose expert level lies within the physician office
setting. This includes group practices, multispecialty clinics, and specialty
centers. Heavily versed in CPT coding, these professionals are familiar
with ICD coding as well (AHIMA, 2015d).

Certified Documentation Improvement Specialists (CDIP®) are HIM
professionals who have the expertise to assist organizations to improve the
quality of information documented within the health record. Improved
documentation has the ability to improve patient outcomes, meet stan-
dards and regulations, improve reimbursement, and minimize legal issues.
Keeping in mind that the health record serves as a communication tool
across the organization, improved documentation aids everyone, and these
professionals drive that improvement (AHIMA, 2015d).

Individuals who possess the Certified Health Data Analyst (CDHA®)
credential are experts in data analysis and validation techniques. Although
they may appear to be knee-deep in the details and working with data at a
molecular level, their role provides a more strategic view for an organiza-
tion. The analysis these HIM professionals provide can assist organization
executives with decisions that can impact the services provided within the
organization for years to come (AHIMA, 2015d).

For many years, the issue of privacy in health care was the responsibility
of the legal area and security was driven by the technology or operations
management area. While this may still be true in some organizations, more
and more, HIM professionals are being sought to take on these responsi-
bilities. Hence the Certified in Healthcare Privacy and Security (CHPS®)
credential was developed. Individuals who possess this credential have the
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responsibility for creating, implementing, and maintaining a privacy and
security program that meets federal, state, and local regulations and laws,
as well as any organization-specific rules. They must continuously keep
abreast of changes in legal mandates that will impact their organizations.

One more HIM credential is the Certified Healthcare Technology
Specialist (CHTS). This credential is designed to meet the needs of the
rapidly changing technology that directly impacts and is specific to health
care. The electronic health records, patient portals, and other applications
used specifically within healthcare organizations require technology
experts to implement and maintain these systems (AHIMA, 2015d).
Known as HIT Pro prior to 2013, the CHTS credential has six subspecialty
exams (Pearson, 2015), with specific CHTS designation extensions.
They are:

1. Certified Healthcare Technology Specialist— Clinician/Practitioner
Consultant (CHTS-CP)

2. Certified Healthcare Technology Specialist— Practice Workflow and
Information Management Redesign Specialist (CHTS-PW)

3. Certified  Healthcare Technology  Specialist—Implementation
Manager (CHTS-IM)

4. Certified Healthcare Technology Specialist — Implementation Support
Specialist (CHTS-IS)

5. Certified Healthcare Technology Specialist— Technical/Software
Support Staff (CHTS-TS)

6. Certified Healthcare Technology Specialist— Trainer (CHTS-TR)

The continued growth as well as the challenges in the field of health care
have been drivers for additional certifications in health information man-
agement. The challenges related to the collection, storage, retention, and
security of health data in an electronic format, coupled with the growing
amount of health data that is being collected from various sources, require
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a level of expertise that HIM professionals can offer to healthcare organi-
zations. Specific details outlining some of the duties as well as the eligibility
requirements and maintenance for all HIM credentials can be found on the
AHIMA website at www.ahima.org.

As of the end 0f 2014, AHIMA’s Commission on Certification reported
that there were more than 80,000 certified HIM professionals. Of this
population, 55% hold the RHIA® or RHIT® credentials (AHIMA, 2015d).

Career Opportunities

Healthcare organizations everywhere use health records to document
plans of care for patients. The need to capture, secure, maintain, and
distribute patient information is a justifiable reason to hire HIM pro-
fessionals. AHIMA has developed a career map to assist current and
future HIM professionals with choosing a career path (AHIMA, 2016).
HIM professionals span across the healthcare continuum in employment
opportunities. Below is a list of just a few of the work environments:

* Hospitals (civilian and military)
* Insurance companies

* Behavioral health facilities

* Nursing homes

* Home health agencies

* Long-term care facilities

* State and federal penal facilities
* Veterinary services

* Health data organizations

* Information systems organizations
+ Compliance organizations

* Educational institutions

* Healthcare professional associations
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The paradigm shift from “Medical Record” managers to “Health
Information” managers continues to occur and HIM professionals are
even stronger information stewards. Patients now are not merely seeking
medical services, but are truly consumers of healthcare services. The
roles of HIM professionals continue to grow. The professional who was
once completely behind the scenes, deep in the basement, surrounded
by paper files filled with dust, may now have an office in the “C” suite
(i.e., Chief Information Officer, Chief Financial Officer, Chief Medical
Officer, Chief Executive Officer).

HIM professionals have a strong commitment to the profession and are
constantly striving to ensure a seat at the table. There is a unique body of
knowledge in HIM that is unparalleled in the other health profession area.
There is a strong Code of Ethics that drives the profession and all that have
chosen to walk the HIM path.

HIM Jobs

With over 200 job titles to choose from, HIM professionals can write and
rewrite the script on their career paths. Below is a sample list of traditional
and emerging jobs that HIM professionals hold.

* Cancer Registrar

* Chief Information Officer

¢ Chief Privacy Officer

* Clinical Data Analyst

+ Consultant

¢ Decision Support Specialist

¢ Director of HIM

* EHR Implementation Specialist
* HIM Manager

* Medical Coder

* Physician Practice Manager
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* HIM Project Manager
* Release of Information Specialist
* Revenue Cycle Manager

* Vendor Relations Manager

The responsibilities for HIM professionals continue to grow and the
profession has gracefully accepted each new role as it emerges. The rules,
regulations, and laws surrounding how, when, and who can and will receive
healthcare treatment continue to change. Therefore the manner in which
data is collected, stored, and shared will also continuously change to meet
those needs.

New Role

The field of HIM is experiencing a very exciting time for growth. Changes in
regulations that directly impact healthcare providers, especially large hos-
pital networks, have created an opportunity for HIM professionals to have
a seat at the table of Information Governance (IG).

The term information governance is not new. Information Technology
(IT) areas have used some form of IG for more than a decade. In the IT
space, IG is defined by rules and decision-making rights for the collection,
use, and control of information (Kooper, Maes, & Roos Lindgreen, 2011).
IG has also often been confused with data governance, but where data gov-
ernance is focused on the data going into a system, information governance
is the combination of data governance and IT governance and focuses on
the output (AHIMA, 2015a).

Since it is known that the healthcare industry often stands alone
in its needs, AHIMA has taken the liberty to provide a definition in an
effort to encompass those needs. AHIMA defines information gover-
nance as “an organization-wide framework for managing information
throughout its life cycle and supporting the organization’s strategy, oper-
ations, regulatory, legal, risk, and environmental requirements” (Kadlec,
Warner, & Washington, 2014). This definition speaks to the continuum
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of undertakings that impact consumers of health care, both directly and
indirectly.

In October 2014, AHIMA published the Information Governance
Principles for Healthcare (IGPHC)™ (AHIMA, 2014), which has eight
principles that healthcare organizations can adopt to better position
themselves in the IG arena. The principles are:

1. Accountability
. Transparency
. Integrity

. Protection

. Compliance

. Availability

. Retention

(o I e Y B S N S

. Disposition

These principles are not legal requirements, but are recommendations
for a successful information governance program. The box below contains
high-level descriptions of the IG principles for health care as published
(AHIMA, 2014).

Information Governance
Principles for Health Care

® The Principle of Accountability states that “An accountable
member of senior leadership or a person of comparable authority,
shall oversee the information governance program, and del-
egate program responsibility for information management to
appropriate individuals."
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* The Principle of Transparency states that “an organization's pro-
cesses and activities relating to information governance shall be
documented in an open and verifiable manner."”

The Principle of Integrity states that an IG program “shall be con-
structed so that the information generated by, managed for, and
provided to the organization has a reasonable and suitable guar-
antee of authenticity and reliability."”

The Principle of Protection states that “the appropriate levels of
protection from breach, corruption, and loss are provided for infor-
mation that is private, confidential, secret, classified, essential to
business continuity, or otherwise requires protection.”

The Principle of Compliance states that the IG program will
be “constructed to comply with applicable laws, regulations
standards, and organizational policies.”

The Principle of Availability states that “an organization shall main-
tain information in a manner that ensures timely, accurate, and
efficient retrieval.”

The Principle of Retention states that “an organization shall main-
tain its information for an appropriate time, taking into account
its legal, regulatory, fiscal, operational, risk, and historical require-
ments."

The Principle of Disposition states that “an organization shall pro-
vide secure and appropriate dispositions for information no longer
required to be maintained by applicable laws and the organization’s
policies."

What Is HIM's Role in Information Governance?

HIM professionals have a vast working knowledge of health care that
includes clinical, regulatory, finance, and technology skills. These areas,
coupled with the role of subject-matter expert in information man-
agement, make the HIM professional a prime candidate in the area

20 Health Information Management



of Information Governance. Working with senior leadership, HIM
professionals are positioned to assist any organization meet their strategic
goals. Below is a list of some activities where HIM can be involved
(AHIMA, 2015c¢):

* Engage and educate organizational leadership on the functions and
need for IG

* Recommend and help establish a steering committee that addresses
the organization’s information policy and aligns information resources
with strategy

Identify opportunities, gaps, risks, and challenges where IG can be
beneficial

» Work with stakeholders to achieve metrics and goals for improvements
in data and information

* Define and establish standards for enterprise data and information to
enhance its comparability and consistency

* Serve as steward for patient data and information, regardless of its
source —internal or external

Relationships with Other Departments

The many healthcare initiatives such as Pay for Performance (P4P),
Meaningful Use, Patient-Centered Medical Homes, and others continue
to shift the healthcare pool. Not only the number of people receiving
care, but also the type and setting of the care can be an issue. When
the acute care hospital was the primary setting for care and third-party
payers (insurance companies) and employers worked closely to determine
which services would be covered, the role of HIM professionals was
primarily contained to the hospital. Now with a physician office, urgent
care facility, minute clinic®, or stand-alone ancillary service provider (e.g.,
radiology, laboratory) around every corner, patients are not contained and
neither is their health information.
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HIM professionals are following the patient population and continue
to provide a service that helps patients have the best health outcomes
possible. Inside the hospital, HIM professionals work on cross-functional
teams to achieve these outcomes: working with providers, nurses, and
therapists regularly to ensure the health record, whether paper-based,
electronic, or hybrid, supports fact-based care. HIM professionals also
support strategic initiates of the hospital, such as the implementation of
electronic health records, cost-savings from remote staff, and development
of reports to justify hospital building additions. Admission and discharge
statistics, which are maintained by the HIM department, accurately reflect
the patient load of the hospital. Sharing this information with the CEO
and Board of Directors can lead to decisions that drastically change the
landscape of a facility. The accuracy and availability of health information
can be instrumental in determining if the facility’s lights will remain on.

CONCLUSION

The health record, regardless of format, still represents a central point of
communication for healthcare organizations. At the executive level, the
information captured can enhance the strategic vision for an organization.
The medical staftf and other clinicians use the health records for clinician
decision-making, and the HIM professional uses the information to meet
legal and regulatory guidelines. Increased volumes of health-related data
collection coupled with improved technology to capture and store this
information continue to increase the roles HIM professionals play in the
field of health care. As the United States continues to add pins to its map
of healthcare innovations, HIM professionals are increasing their presence
in future discoveries.

Information Governance, Healthcare Technology, and Privacy and
Security are just a few of the roles in the healthcare industry that were
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previously filled by professionals in other arenas. HIM professionals have
merged into these roles and emerged as experts, collaborating with teams
of professionals to present a multidisciplinary team that best supports the
mission of the organization. The future of health care is bright and HIM
professionals contribute to that glow.
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CHAPTER 2

Health Record Content
and Structure of the
Health Record

Linda Galocy

hapter 1 focused on the roles and responsibilities of various
professionals who work in a healthcare organization. In addition,
the Health Information Management (HIM) professional was discussed
at length. Ensuring a complete health record according to organization
policies, external regulations, and accrediting bodies such as the Joint
Commission and the Healthcare Facilities Accreditation Program falls
under the scope of responsibility of the HIM professional. The Federal
Conditions of Participation and state departments of health are the regu-
latory bodies that are also drivers that govern a complete medical record.
The HIM professional is responsible for guiding the development of
organizational policy using these regulations and accreditation standards
as a guide to ensuring a complete health record.
Primary and secondary users of the health record need to be assured of
a complete, legible, timely, and accurate medical record. The medical record
contains a rich source of information that is used for many purposes besides
patient care. Secondary health record databases are created, populated, and



are shared with outside organizations based on data documented within
the healthcare record. For this reason, organizations maintain several sec-
ondary health record databases that will be covered in this chapter. As
DeAlmeida and Paone discuss in Chapter 4, “Healthcare Topics in Data
Governance and Data Management,” the term information governance is
defined as the “set of policies and procedures that an organization performs
to manage the specifics of who, how, and why data is handled within the
organization.” As we think about the amount and type of data being input
into a medical record, the information that is a result of that data, and the
numerous sources of databases within and external to a facility, it is vital
that an organization take a “governance” approach to management of the
medical record. The quality of databases maintained in an organization is
only as good as the quality of documentation in the medical record. Various
concepts of “governance” will be discussed throughout this chapter.

HEALTH RECORD CONTENT

An adequate health record service incorporates all of a patient’s pertinent
clinical information within a single record. Such consolidation is impor-
tant for current and continuing care purposes, utilization management,
and clinical quality performance improvement and management activities.
Based on Joint Commission (2015a) standards for patient-specific data, the
information is used to accomplish the following objectives:

* Facilitate patient care

* Serve as a financial and legal record
* Aid in clinical research

* Support decision analysis

* Help organize and strengthen patient safety efforts

To ensure thoroughness, all departments that participate in patient
care must document their activities in the health record. Thus the specific
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content of a health record varies with regard to the departments that treat
the patient and subsequently record related information. For example,
the health record of a patient who receives services from physical and
occupational therapy, speech therapy, social service, and nutrition services
will contain documentation of care from all these departments. The health
record of a patient who undergoes surgery will contain records from the
surgery department, anesthesiology, and pathology, depending on the
services received.

Health record content will vary from setting to setting. For example, the
content of an acute care record will vary from the content of a rehabilitation
record, but the overall structure and the types of documents and documen-
tation required are fairly consistent from setting to setting. The following
sections will address the differences in content required in various health-
care settings, but as previously stated, all departments that participate in
patient care must document in the health record.

Use of Abbreviations in the Health Record

To maintain the clarity that is so essential to health records, health-
care facilities should maintain a listing of abbreviations, acronyms,
and symbols that the medical staff has approved for use in documen-
tation. Healthcare facilities should strive to reduce or eliminate the
use of abbreviations and symbols as much as possible. Moreover, each
abbreviation and symbol should have only one meaning. Diagnoses
and procedures should be documented using accepted disease and
operative terminology that includes the etiology, anatomic site(s),
severity, laterality, and other details, as appropriate. When informa-
tion is documented using abbreviations, symbols, or acronyms that
could have many meanings, it is recommended that an “organization
identifies what will be used to eliminate ambiguity” (Joint Commis-
sion, 2015c). The HIM professional is responsible for ensuring that
abbreviations are used in health records only when appropriate and
that abbreviations do not threaten the objective description of facts
essential to both good medical practice and scientific progress. Every
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organization should also have a list of abbreviations, acronyms, and
symbols that should not be used in health record documentation
(Fahrenholz, 2013).

Joint Commission, Federal Conditions of Participation, and State
Content Standards

The Joint Commission accredits a number of healthcare settings, such
as hospitals, ambulatory health care, behavioral health care, long-term
care and rehabilitation hospitals, critical access hospitals, and laboratory
services. Accreditation standards are revised and published annually in the
Joint Commission’s respective manuals— for hospitals the standards are
published in the Comprehensive Accreditation Manual for Hospitals (Joint
Commission, 2015b). The HIM professional should remain abreast of the
standards, elements of performance (which provide further detail of the
intent of the standard), and scoring guidelines related to the management
of the health record. There are two chapters in particular that are useful
to the HIM professional: “Information Management” and “The Record of
Care, Treatment, and Services.” The “Information Management” chapter
focuses on effective organization-wide information management (Joint
Commission, 2015b). The standards are organized around the functions
most relevant to patient care rather than around the hospital’s depart-
ments, services, and professional disciplines. These changes affect the HIM
professional’s ability to maintain the health record of the facility and to
prepare for and participate in the Joint Commission survey process.

The chapter “The Record of Care, Treatment, and Services” includes
the actual documentation requirements for all parts of the medical record.
There are other documentation requirements that the HIM professional
needs that are offered throughout several other chapters in the Joint Com-
mission manual. It is also necessary that HIM professionals have access to
the latest edition of the manual, within the setting in which they work, and
a working knowledge of other relevant Joint Commission publications such
as the accreditation manuals for ambulatory care and long-term care (Joint
Commission, 2015Db).
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The Centers for Medicare and Medicaid Services (CMS) develop the
Conditions of Participation (COP) for healthcare organizations that must
be met in order to receive Medicare and Medicaid reimbursement (Centers
for Medicare and Medicaid Services, 2014). The Conditions of Participation
contain standards for the organization and staffing of medical record ser-
vices, standards for the form and retention of the medical record, and the
content of the medical record. The COP standards are closely aligned with
the Joint Commission. It is up to the HIM Professional to remain abreast of
these standards and use them as a guide to formulate organizational policy
for documentation.

Organizations may not be surveyed directly by CMS. The Joint
Commission has deeming authority, meaning “hospitals accredited by an
organization with deeming authority can elect to be ‘deemed’ as meeting
CMS requirements based on successful accreditation by the other orga-
nization” (Phillion, 2009). Since the Joint Commission standards exceed
that of CMS, as long as a facility meets or exceeds the Joint Commission
standards, a separate survey by CMS may not be necessary.

State departments of health have regulations in place that also affect
patient care documentation, management of the health record, as well as
staffing of the health information management department. It is up to the
HIM professional to remain abreast of these standards, which can vary
from state to state, and also utilize these standards to guide organizational
policy development. Many state departments of health will also perform a
survey of a healthcare organization; the timing will vary by type of organi-
zation and by state, to ensure continued compliance with state regulation.

The Joint Commission, as well as the Centers for Medicare and
Medicaid Services, specifically requires information in the medical record
that identifies the patient, supports the diagnosis, justifies the treatment,
documents the course of action and subsequent results, and facilitates the
continuity of care. In addition to the Joint Commission requirements, a
specific state regulation may also govern other information to be included
in the record. The individual state licensing authority is an appropri-
ate reference for state laws or regulations. It is necessary for the HIM
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professionals to thoroughly review state licensing standards through the
Department of Public Health in their home state.

The sections that follow describe standards for records involving var-
ious types of care or departments or facilities. Included are the following

items:

¢ Inpatient records

* Observation patient records

* Ambulatory care records

» Emergency care records

* Home health records

* Long-term care and rehabilitation records
* Hospice records

* Behavioral health care

* Records in other healthcare settings

Inpatient Records

Records must be maintained for all inpatients, that is, for all patients admit-
ted to the facility. The Joint Commission (2015b) standards for inpatient
health or medical records require that each record include the following

information:

+ Patient identification data, including the patient’s name, address, date
of birth, and the name of any legally authorized representative

* Patient’s sex
* The legal status of patients receiving mental health services

+ Communication needs, including the preferred language for discussing
health care

* Allergies to food and medication

 Evidence of known advance directives
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* The reasons for admission or treatment

* The initial diagnosis or diagnostic impression

* The record and findings of the patient’s assessment

* All reassessments and any revision of the treatment plan

* Conclusions or impressions drawn from the medical history and phys-

ical examination
* All relevant diagnoses established during the course of care
* Consultation reports
* Clinical observations
¢ The patient’s response to care
* Any emergency care provided to the patient prior to arrival

* Progress notes made by the medical staff and other authorized
individuals

* Any diagnostic and therapeutic orders
* Every medication ordered or prescribed

* Every dose of medication administered, including the strength, dose,
and route

* Any access site for medication, administration devices used, and rate
of administration

* Any adverse drug reactions

* The goals of treatment and the treatment plan

+ All diagnostic and therapeutic procedures and test results

* Every medication dispensed or prescribed on discharge

* Discharge diagnosis

* Any referrals and communications made to external or internal care
providers and to community agencies

* Conclusions at the termination of hospitalization

* Discharge instructions to the patient and family
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* All operative and other invasive procedures performed and the use of
anesthesia

* A clinical resume or discharge summary or a final progress note or
transfer summary

Note that Joint Commission standards require that the medical record
contain evidence of informed consent for procedures and treatment when-
ever the healthcare facility policy requires such consent (Joint Commis-
sion, 2015b). The informed consent form is not to be confused with the
authorization for treatment form, which is signed at the time of admis-
sion. The term informed consent implies that the patient has been informed
of the procedures or operation to be performed, of the risks involved, and of
the possible consequences. To comply with this requirement, a healthcare
facility representative should discuss the benefits of a proposed action with
the patient and review risks, alternatives, subsequent procedures to be fol-
lowed, and the right to refuse treatment. All discussions and review are
documented. (The medical staff and the governing board, consistent with
legal requirements for appropriate informed consent, develop the policy on
informed consent.)

By signing the consent form, the patient or the patient’s representative
indicates that he or she has been informed, understands the information,
and consents to the procedure or treatment. Properly executed informed
consents must be placed into the patient’s record prior to surgery. In emer-
gency situations, documentation of verbal agreement for care, treatment,
and services through written signature; electronic signature; or, when a
patient is unable to provide a signature, documentation of the verbal agree-
ment by the patient or surrogate decision-maker must be made (Joint Com-
mission, 2015b). When a surrogate decision maker is used, he or she is to
be identified and so noted in the patient record.

Observation Patient Records

Observation care is a well-defined set of specific, clinically appropriate
services, which include ongoing short-term treatment, assessment, and
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reassessment before a decision can be made regarding whether patients
will require further treatment as hospital inpatients or if they are able to be
discharged from the hospital. Observation services are commonly ordered
for patients who present to the emergency department and who then
require a significant period of treatment or monitoring in order to make a
decision concerning their admission or discharge (Centers for Medicare
and Medicaid Services, 2014).

Records must be maintained for patients who are in observation care.
Observation beds (distinguished from inpatient beds) may or may not
be located in a unit designated for patients on observation status— for
instance, ambulatory surgery patients who need additional time to recover
or patients who need to be observed following outpatient surgery. The
observation typically will last less than 24 hours, but should not exceed 48
hours. Patients may be admitted to or discharged from the facility through
the observation unit.

When observation beds are permitted, written policies and procedures
address their type of use by patients, the maximum time of their use, and
the mechanism for providing appropriate surveillance. The medical record
information is incorporated into the patient’s permanent record, and all
pertinent documentation is recorded while the patient remains on obser-
vation status.

Ambulatory Care Records

Ambulatory care records are typically generated in ambulatory surgery,
health clinics, and physicians’ offices. The content standards established
by the Joint Commission for facility-sponsored, ambulatory care services
require the following information (Fahrenholz, 2013):

* Patient identification
* Documentation and findings of assessments
* Conclusions or impressions drawn from the history and physical

* Relevant history of the illness or injury and of physical findings
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* Diagnostic and therapeutic orders
* Diagnosis or impression

* Reports of diagnostic and therapeutic procedures and tests and their
results

* Operative and other invasive procedures

* Progress notes made by the medical staff and other authorized
individuals

* Patient disposition and any pertinent instructions given for follow-up
care

* Immunization record
* Allergy history
* Growth charts for pediatric patients

* Referral information to and from agencies

For patients receiving outpatient care on a continuing basis, a summary
list should contain the following information:

* Known significant medical diagnoses and conditions, including the
date of onset and date of resolution

* Known significant operative and invasive procedures
* Known adverse and allergic drug reactions

* Medications known to be prescribed for or used by the patient

Ambulatory care has received much attention in recent years due to
changes in the healthcare delivery system. Maintaining standards for the
quality and content of ambulatory care records is often difficult because
of the episodic nature of ambulatory care, the fragmentation of care that
can result from the presence of specialty clinics, and the rapid pace that is
characteristic of outpatient care, which foster’s brief entries of information.
To maintain standards, ambulatory care systems must be integrated
or networked with the healthcare facility’s clinical information system.
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Integration allows for the exchange of patient data among providers,
coding systems to report required data, a mechanism for protecting
patient confidentiality, and statistical data collection and dissemination.
In addition, the integrated system ensures that healthcare professionals
involved in a patient’s care have available a valid means of communication
regarding that person’ total health picture.

The HIM professional should assume an active role in the development
or modification of the health record system, according to the type of ambu-
latory care facility. The Uniform Ambulatory Care Data Set, approved by
the National Committee on Vital and Health Statistics, identifies a common
core of standard data items with accompanying uniform definitions. The
items are recommended for inclusion in records of all ambulatory health
care. Data items include patient data, provider data, encounter data, diag-
nostic services, disposition, problem, diagnosis or assessment, and thera-
peutic and preventive services (National Committee on Vital and Health
Statistics, 2015).

Emergency Care Records

Joint Commission standards and legal considerations dictate that a health
or medical record be maintained on every patient who seeks emergency
care and that the emergency record is incorporated into the patient’s
permanent medical record. The Joint Commission’s standards for infor-
mation to be entered into the emergency care record include the following
(Fahrenholz, 2013):

* Identification

* Time and means of arrival

* History of present illness or injury

* Physical findings and vital signs

* Emergency care provided to the patient prior to arrival
* Diagnostic and therapeutic orders

¢ Reports of procedures, tests, and results
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* Clinical observations, including the results of treatment
* Diagnostic impression

* Conclusion at the termination of treatment, including final disposition,
the patient’s condition at discharge, and any instructions given to the
patient or family for follow-up care

* Patient leaving against medical advice

An emergency record may be retained separately, but it is strongly rec-
ommended that if a patient is admitted or placed in observation care that
the emergency record is incorporated into these health records to ensure
patient safety and streamlined continuity of care.

Home Health Records

Standards for facility-sponsored home-care programs include the main-
tenance of accurate records for every patient receiving care through the
program. The records maintained for home-care patients should be sim-
ilar to those maintained for inpatients and ambulatory care patients, and
professional staff members in the home-care program should have access
to the inpatient and ambulatory care records of their patients during the
development of written patient care plans.

The federal government has developed guidelines for home health
records in programs approved for use by Medicare patients. The Condi-
tions of Participation for Medicare-certified home health agencies require
compliance with the Outcome and Assessment Information Set (OASIS)
collection and transmission requirements.

In the home-care record, the progress notes should include docu-
mentation of signs and symptoms, treatment or services rendered, any
medication administered, the patient’s reaction to treatment or medica-
tion, any change in the patient’s condition, and instructions given to the
patient or family. To be Medicare-certified, skilled nursing care must be
provided along with physical, speech, or occupational therapy, medical
social services, or home health aide services.
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The HIM department’s responsibilities for record services within the
home healthcare program include:

* Record security and procedures for the orderly transfer of the health
record among inpatient and ambulatory care facilities and home
healthcare service

* Disclosure of health record information to outside parties
* Implementation of any recommended changes in form design

» Coordination of the transfer of records to and from home healthcare
offices

A publication from AHIMA titled Documentation for Health Records
provides additional information. The publication includes documentation
requirements specific to home care and hospice organizations, review
guidelines that include documentation for Medicare reimbursement, the
Uniform Data Set for Home Care and Hospice, legal issues specific to these
settings, quality requirements, model confidentiality policies, and relevant
Medicare benefits (Fahrenholz, 2013).

Long-Term Care and Rehabilitation Records

A long-term care or nursing facility may be located within or outside the
medical facility that administers it. Alternatively, a small healthcare facility
may use the swing-bed method, whereby bed designation can be changed
from acute care to skilled care and vice versa, depending on the level of care
required by each patient.

The term nursing home is typically used to refer to all three levels of
long-term care: (1) skilled nursing facilities, (2) nursing facilities, and
(3) convalescent care. Skilled care, the most comprehensive level of care
at a nursing facility, is reserved for patients who require skilled nursing
care 24 hours a day and, on a regular basis, utilize various support services
such as medications, injections, and catheterizations. In a nursing facility
or convalescent care facility, the care is not as complex, but residents
do require 24-hour supervision, assistance with activities of daily living
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(ADLs), and may require some rehabilitation services. This resident does
not qualify for the level of intensity of rehabilitation services that are
provided in a skilled nursing facility.

The content of the health record in the nursing facility is similar to that
of a record in an acute care facility, regardless of the level of care provided.
Therefore, the same health record forms can be used for both acute and
skilled care. However, entries must be made in the demographics section
and in the body of the record to identify clearly the date of transfer to and
from acute care and skilled care levels. For statistical and financial pur-
poses, the health record must differentiate between the two levels of care.
When the patient is transferred from the acute care level to skilled care, a
written summary of the acute care stay should be included. The instructions
and orders for skilled care should then be entered into the health record as
the patient’s care continues.

If the nursing facility is located some distance from the healthcare
facility, it may not be feasible, practical, or desirable to transfer the patient’s
entire health record when the patient is transferred from acute care to
skilled care. In this case, a clinical resume, or discharge summary, is
prepared along with nursing care instructions and copies of any pertinent
portions of the health record for inclusion in the nursing facility’s health
record. Additional information on standards for health record services in
long-term care facilities is offered in the latest edition of the Joint Com-
missions Accreditation Manual for Long-Term Care, 2015 and AHIMA’s
Documentation for Health Records, 2013.

Rehabilitation facilities train or retrain individuals who have been
disabled by disease or injury to attain the highest possible level of func-
tional ability. The Joint Commission or the Commission on Accreditation
of Rehabilitations Facilities (CARF) may accredit facilities that provide
rehabilitative care. CARF requires that a unit record be maintained for
each person admitted to a rehabilitation facility. Documentation in the
record should be clear, concise, complete, and prompt. General health
record documentation requirements and record-keeping practices are
applicable. The HIM professional should consult the appropriate Joint
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Commission and CARF manuals, as well as state regulatory requirements
and the Medicare requirements for more detailed information.

Hospice Records

Hospice care is an alternative to hospital-based acute care for terminally ill
patients. The health record for hospice care must be compatible with the
records of care provided to the terminally ill patient and the needs of the
hospice. HIM professionals must be familiar with the hospice services
that are covered and reimbursable under Medicare, Medicaid, private pay,
third-party payers, community funds, or other sources, as well as state
licensing and health-planning requirements. AHIMA’s Documentation
for Health Records includes model health record forms and instructions
for their use, health record documentation guidelines, a recommended
minimum data set, confidentiality guidelines, and health record system
guidelines.

Behavioral Health Care

All facilities that provide psychiatric care and that are licensed as hospi-
tals are surveyed under the Joint Commissions Accreditation Manual for
Hospitals. Facilities that provide psychiatric care but that are not licensed
as hospitals are surveyed under the Joint Commission’s Accreditation Man-
ual for Behavioral Health Care. Such facilities include freestanding alcohol
and drug abuse rehabilitation programs and community mental health cen-
ters. There are other, widely accepted, accreditation bodies for behavioral
health care besides the Joint Commission. They are the Commission on
Accreditation of Rehabilitation Facilities (CARF), the Healthcare Facilities
Accreditation Program (HFAP), and Council on Accreditation (COA).

In addition to the standard documentation of health records in other
settings, mental health records require evaluation and treatment plan
entries, flow charting, and psychiatric evaluations. The HIM professional
employed in this setting should be familiar with federal and Joint Com-
mission requirements, or other accreditation body requirements that
are applicable throughout the country as well as with varying state and
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local regulations. Legal issues and confidentiality concerns are of extreme
importance in mental health records. The HIM professional must keep
pace with the continual changes in regulations and systems in health
information to maintain the most functional clinical information system
in the area of mental health.

Records in Other Healthcare Settings

Along with the various types of health records that must be main-
tained within the settings previously discussed in this chapter, there
are many other healthcare settings that require medical records to
be maintained. HIM professionals, working in settings other than those
outlined in this chapter, must be familiar with regulations, laws, and accred-
itation standards, if applicable, for the healthcare setting in which they are
employed.

Many healthcare facilities have contractual arrangements with health
maintenance organizations (HMOs), preferred provider organizations
(PPOs), and numerous other third-party payers to provide inpatient,
emergency, and diagnostic services as requested and authorized by the
insurer. “An HMO is an entity that is a combination of the provision of
health insurance and the delivery of healthcare services” (Sayles, 2013).
HMOs are financed through fixed premiums paid by members in return
for the availability of all services included under the plan. In contrast to
a fixed-premium arrangement, PPOs use a fee-for-service system. The
PPO panel contracts with providers to offer care to PPO subscribers at a
negotiated discounted cost.

Regardless of payer, record-keeping responsibilities are maintained
by the organization and the medical facility that provides health record
and information services. However, third-party payers rely on patient
information in order to reimburse the practitioner, practice, or facility for
services rendered. They also rely on patient information for internal data
analysis. The Health Information Management professional should find
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job opportunities with third-party payers due to their coding knowledge,
data analysis skills, and fluent knowledge of the medical record.

Within the healthcare facility itself, departments other than HIM
maintain other types of records to permit continuity of therapy or
departmental case studies and reports. During the patient’s stay, the
daily records of physical therapy, occupational therapy, or social services
are maintained more easily in those departments, provided that timely
progress notes are entered into the patient’s health record. Evaluation
and treatment information is incorporated into the health record when
treatment or therapy has been completed, either by providing a summary
or by inserting the actual documents. The original documents are placed in
the permanent health record, and a copy is maintained in the department.
Department worksheets designed for temporary use are destroyed after
the summary information is recorded in the permanent health record.
Work sheets containing notes that could be misinterpreted later should
not be a part of the permanent record.

Secondary Health Data

Healthcare facilities maintain many different secondary health data sets.
These indexes, databases, and registers are used to classify and locate
health records as well as contain internal and external data. Ease in
locating information facilitates patient-care management and research,
quality-of-care review, utilization management, and administrative and
financial functions, as well as compliance with federal and state regulations
and licensure requirements. HIM professionals are typically responsible
for extracting healthcare data from the medical record into a database or
registry for the purposes of internal and external reporting. An Informa-
tion Governance program will include policies and procedures regarding
the who, how, and why of extraction of data from the medical record.
A clear understanding of the various uses of secondary health data is also

necessary to include in an Information Governance program.
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MASTER PATIENT INDEX

The master patient index, or MPI, is an electronic file that identifies all
patients who have been admitted or treated at a healthcare organization.
All patients registered to receive care as either inpatients or outpatients,
including referral, clinical, emergency care, home care, or other care
provided by the facility, are listed individually in the MPI. As the key
to locating patient records, whether in paper or electronic format, a
complete and accurate MPI is a crucial part of an institution’s patient
information system. The MPI identifies all patients who have been treated
in the healthcare facility or enterprise, as well as the health record number
associated with the name.

In this age of integrated healthcare delivery systems, maintenance
of an accurate MPI is more important than ever. The MPI is a crucial
informational link in the development of the national health infor-
mation network, health information exchanges, the establishment of
multihospital systems, and the vertical integration of hospitals, physician
practices, home care agencies, and long-term care and other nonacute
care facilities. In these environments, it is particularly important to
facilitate mergers of various indexes to create an enterprise-wide MPI
that provides access to longitudinal patient records. The longitudinal
record includes all health and illness data collected on an individual
from birth until death. The end result of data mergers should be an
accurate and effective MPI that links the patient to facilities within an
organization or enterprise and across patient care settings. A strong
Information Governance program must include master patient index
maintenance.

Minimum Data Elements

Two levels of data elements should be included in the MPI: (1) demo-
graphic data and (2) visit-level data. The demographic data contain
identifying information about the patient. This information should be
verified during registration for each visit and updated as needed. The
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visit-level data include information that changes with each encounter.
The American Health Information Management Association (AHIMA;
2010) suggests that the minimum data set for patient identification in the
MPI include the following information:

Demographic Level

* Internal patient identification — medical record number

* Person name —legal name, including surname, given name, middle
name or initial, and name suffixes and prefixes

* Date of birth —birth date by month, day, and four-digit year
* Gender

* Race

* Ethnicity

* Address by street, city, state, and ZIP code

* Telephone number

* Alias/previous/maiden names

* Social Security number

* Facility identification

¢ Universal patient identifier (when established)

Visit Level
* Account number/visit number
* Admission/encounter/visit date
* Discharge or departure date
* Encounter or service type
* Encounter/service location
* Encounter primary physician

* Patient disposition
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These data elements should be accurately matched with persons being
registered to minimize duplicate records within a facility and across patient
care settings.

Optional data elements that may also be maintained in the MPI include
those in the following list:

* Marital status

* Mother’s maiden name

* Place of birth

* County

* Blood type/Rh

* Employer

* Work telephone

* Advance directive and surrogate decision-making information
* Organ donor status

* Emergency contact name, relationship, address, and telephone
* Guarantor name, relationship, address, telephone

* Payer information

* Problem List

* Primary physician name, address

* Referring physician

* Receipt of notice of privacy practices

Because it is costly to enter and store data, an institution should keep
only the information that it will use. Provision should made for the cor-
rection of errors in a name or date of birth, for cross-referencing name
changes, such as a change in a woman’s surname upon marriage, and for
the use of hyphenated names.

The MPI, long the key to numerically filed paper-based records, is the
key to electronic data repositories and integration of all information across
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the continuum of care. Thus the data in the MPI must be organized in such
a way that it is complete and accurate and is maintained in a manner that
ensures the protection of patient privacy.

The HIM professional should be responsible for the quality of the MPI.
The MPI must be monitored for its accuracy and adherence to minimum
data requirements. Duplication in health record numbers is a problem that
can be caused by incomplete patient demographic information, errors in
previous entries, or failure to carefully check for an existing MPI file when
registering patients for subsequent visits. The organization should have
written procedures for handling any duplication in health record number
assignments. When duplication errors are discovered, new numbers must
be issued to all but one of the duplicate patients, and corrections must be
made throughout the various health information systems.

The MPI is the key to the retrieval of health records for patient care
purposes. It also contains the demographic items that, once entered into a
computerized health information system, provide the core data for use in
studies of patient accounts. These demographic items also are used in sta-
tistical studies of case-mix (the categories of patients, including both type
and volume that are treated by a facility).

Back-Up Measures

It is important to have back-up measures in place for automated MPIs
in case of computer downtime. One option is to have a computer that is
off-line to the facility’s main system and in which the MPI data are backed
up each night. Other options include paper printouts, computer output
microfiche (COM), or computer output to laser disk (COLD) that should
be routinely generated and available for staft use in record retrieval.

DISEASE AND OPERATION INDEXES OR DATABASES

The disease and operation index or database is a compendium of infor-
mation, arranged by diagnosis and procedure code that provides, at a
minimum, health record numbers of patients in which information on
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specific illnesses, injuries, or procedures can be found. It is a list of all
cases in disease code order and procedure code order. This database
is a cross-referencing tool for locating health records by diagnosis or
procedure to carry out activities related to the following:

* Epidemiological and biomedical studies
» Health services research studies

* Statistical data on occurrence rates, age, sex, and complications or
associated conditions

* Quality management and improvement activities

* Continuing medical education

Physician Index

The physician index lists doctors by name or unique personal identification
number (UPIN), thus providing the health record numbers of patients who
received treatment or consultation from a particular physician. Data can
easily be retrieved for a particular physician, such as the number of patients
seen during a particular period of time.

REGISTERS MAINTAINED BY HEALTHCARE FACILITIES

Healthcare institutions may also maintain a variety of registers. The need to
maintain certain types of registers can be determined by the requirements
for record control measures or by state regulations imposed on the facility.
Computerized health information systems allow for maintaining all regis-
ters. If a computerized system is not in place, these registers are typically
maintained in log books.

Patient Register

The patient register (sometimes known as the admission register) is a
chronological list of patients’ names arranged by date of inpatient admis-
sion. Minimum data items required are the date of admission, the patient’s
name, and the health record number. Additional items often include room
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assignment, sex, and the name of the attending physician. A copy of the
daily list of admissions and births generated by the facility’s admission,
discharge, and transfer (ADT) system serves as an admission register. State
licensing laws often include requirements for a patient registration log or
an admission register. Computerized HIM systems can easily generate
such reports.

Birth and Death Registers

Healthcare institutions also maintain birth and death registers. Many state
vital records laws require the maintenance of birth and death registers.
These registers may be maintained as a part of the healthcare facility’s infor-
mation system’s database or as a log that is kept manually. A birth register
is a listing of all births at the facility. The purpose of the register is to be able
to re-create a birth certificate if necessary. The register may be maintained
in the delivery, or obstetrical department, or in the HIM department. The
department responsible for completing birth certificates is also responsible
for maintaining the birth register. The register information can be simple or
detailed, depending on the needs of the obstetrical service and the health-
care facility. Minimum data include the date and time of birth, the sex of
the baby, the status of the baby (live birth or fetal death), the name of the
mother, the name of the physician or staff member in attendance at the time
of delivery, and the date that the birth certificate was forwarded to the local
registrar of vital records.

A death register—a chronological list of all patients who expired in
the facility or who were dead on arrival —may be maintained in the HIM
department or in the pathology or admitting department. A computerized
register, also a part of the institution’s health information system, contains
the date of death, the name of the physician who completed the medical
portion of the death certificate, and the name of the funeral director,
coroner, or medical examiner who removed the body from the healthcare
facility. The funeral director typically is responsible for completing the
remainder of the death certificate and filing it with the local registrar of
vital records. When the body is removed by the coroner or medical exam-
iner for examination, the cause-of-death portion of the death certificate is
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completed by that official. The healthcare facility obtains a receipt for the
body from the party that removes it. This receipt may be filed either in the
patient’s health record or in the department of pathology.

Operating Room Register

The operating room register is a list of all operative procedures performed
in a facility’s department of surgery. This register includes the date of each
operation, the patient’s name and health record number, and the names
of the surgeons and assistants. The register provides statistical data for a
variety of purposes within the institution, such as utilization management,
case-load analysis, and performance improvement activities. In some
states, the register is required by law. Computerized systems can easily
generate such reports.

Emergency Department Register

Patients who are treated in the emergency department are listed in a
chronological register that is maintained in the emergency department
or service. The Joint Commission accreditation standards require that a
control register shall be maintained on every patient seeking emergency
or urgent care. This control register may include the following information
for individuals seeking care: identification (such as name, age, and sex),
date, time, and means of arrival, nature of complaint, disposition, and time
of departure. Patients who are dead on arrival are typically entered into the
emergency department register; however, a health record is not generated.

Statistical data can be compiled from the emergency department reg-
ister and used for monthly reports. They can also be used in case-mix anal-
ysis or in studies of utilization management, quality assessment, and risk
identification. The computerization of data in the department facilitates all
clinical data management activities.

Special Registries
In addition to the databases, indexes, and registers already described,
healthcare facilities may maintain a variety of other special subject indexes.
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For example, institutions with a burn center may wish to maintain an
index that provides specific statistical data on the treatment provided and
on the utilization of the specialized service. Or a facility treating patients
with AIDS-HIV may develop a special registry for research purposes.
Before such registers are created, the cost of maintaining the database
should be justified on the basis of interest in and actual use of the data and
on the basis of requirements for participation in payment programs.

Cancer Registry. Typically, a healthcare institution’s cancer program
consists of four components: (1) the cancer committee, (2) the clinical
program and cancer conferences, (3) patient care evaluation, and (4) man-
agement of the cancer database. The cancer registry is a system designed
for the collection, management, and analysis of data on persons with diag-
noses of cancer. The major purposes of the registry are to provide lifetime
follow-up of the cancer patient and to provide meaningful information
for research, statistics, and continuous quality improvement activities. The
patient’s health record is the basic source document from which pertinent
information is abstracted for use in the registry.

The responsibility for maintaining the cancer registry is usually
assigned to the cancer registrar. This individual may be an HIM profes-
sional who is a registered health information administrator (RHIA) or a
registered health information technician (RHIT); and the individual must
be a certified tumor registrar (CTR) —a professional who has successfully
completed the certification examination of the National Tumor Registrar
Association.

Cancer registrars are guided by the publications of the Commission
on Cancer (COC) of the American College of Surgeons: the Cancer
Program Standards and the Facility Oncology Registry Data Standards
(FORDS). These publications outline the requirements for healthcare
facilities concerning the quality of all oncology care provided to cancer
patients and the standards for data collection.

In meeting the requirements just outlined, the cancer registrar’s
responsibilities include case finding, abstracting data, and reporting and
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follow-up. Case finding is the process of identifying patients that should
be entered into the cancer registry program. Once patients are identified,
a review of the health record is performed, and specific information is
entered into a computerized abstract. The type of information entered into
the abstract should include patient demographic information, type and
site of the cancer, diagnostic methodologies, treatment methodologies,
stage of the cancer at diagnosis. For reporting, a cancer registry is required
to complete an annual report. This report provides data on the number of
cases for the time period, types of cancer cases, sites of cancer, and may
include more details focusing in on various demographics. Patients who
are entered into the cancer registry must be followed. This means that
there must be regular attempts by the cancer registry to follow up with
each patient at least once per year. This follow-up should include status of
the cancer; where the patient is receiving treatment, if not at the facility
that diagnosed the patient; or if the patient is deceased it should be noted
within the registry database. Follow-up may occur directly with the patient
or the attending physician.

The COC grants approval of cancer registry programs in healthcare
facilities based on compliance with ACS guidelines. In many states, the can-
cer registry program is carried out at the state level, and healthcare facilities
must submit abstract data from patients’ health records. If a statewide reg-
istry is in existence, the HIM professional must plan staffing adequate to
perform the required functions.

The National Program of Cancer Registries has been implemented
by the Centers for Disease Control and Prevention (CDC) to provide
funding for states to improve existing cancer registries and to set standards
for completeness, timeliness, and quality of cancer registry data. HIM
professionals must know the specific reporting requirements in their
state regarding cancer registries and what their facility must do to meet
legislative requirements.

Trauma Registry. A trauma registry may be established to track the out-
come of care for serious trauma patients who are treated at the healthcare
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facility or trauma center. A sophisticated registry can maintain various data
elements and also be used to monitor quality, design prevention programs,
and conduct research. The information maintained in trauma registries
around the country is not standardized. However, data elements typically
include the following areas:

* Demographics

* Injury information (time, place, date)

¢ Information gathered by the emergency medical service provider
* Referring healthcare facility

* Emergency department admission information
* Emergency department treatment

* Healthcare facility diagnoses and procedures

* Severity measurements

* Probability of survival

* Quality assessment indicators

» Complications

* Outcome

Organ Transplant Registry and Other Specialized Registries. In
an organ transplant registry, an index may be maintained to identify
the organs or tissues removed from brain-dead patients for transplantation
purposes. The index identifies such items as the patient’s health record
number, the organ(s) or tissue removed, the date of the procedure, and
identification of any outside team that performed the procedure. This
“harvesting” of organs for transplantation purposes can also be coded
using an appropriate code from the Current Procedural Terminology
(CPT) system. In healthcare facilities that have transplantation programs,
the HIM department links the recipient’s health record number to the
donor’s entry.
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Special indexes or registers can also be established to meet the needs
of an individual or group of staff physicians or a specialized community
need. Examples include a database for birth defects, diabetes, or implants.
These may be needed only for a specific time period, so steps should be
taken annually to determine whether each special index is needed and is
still being used.

Information Governance programs should include all indexes and
registries maintained within an organization. Strong policies and proce-
dures are necessary to ensure that only data that are required and used are
collected for the purposes in which they are intended. It is necessary to
ensure that quality data is collected. Are systems in place to ensure accurate
and timely collection of data? Are systems in place to ensure that data
being shared between systems are accurate and complete? Are external
reporting systems reporting accurate information? These questions are
important to the development and maintenance of strong Information
Governance programs.

CONCLUSION

Effective information management and Information Governance both play
acrucial role in a successful healthcare facility operation. A complete health
record must be maintained according to organizational policies, external
regulations, and accreditation bodies. The HIM professional is responsible
for ensuring the accuracy, timeliness, completeness, and integrity of patient
care documentation according to organizational policies.

Secondary health data are key information sources within the HIM
department. The HIM professional must use current systems for the
maintenance of these indexes, registers, and registries and strive to ensure
that they are accurate and complete at all times. An accurate and complete
primary patient record facilitates correct entry of data into the computer
database, with the end result being reliable data for the facility. Also, as
data are shared between different information systems, it is important to
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ensure that the data are accurate and complete. The HIM professional’s
skills in research, database analysis, and statistical reporting are integral to
efficient data storage and display. By using a common database to collect
and integrate systems used in all indexes, registers, and registries, the
healthcare facility can develop and implement Information Governance
strategies that affect the quality of care, the cost of care, and the efficiency
with which care is provided.
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CHAPTER 3

The Health Record:
Electronic and Paper

Linda Galocy

very HIM department maintains systems that identify each patient

and his or her health record data, along with documentation of all
the services provided to the patient. In addition, HIM systems provide
for the ready retrieval of this information in whatever format it has been
stored. More specifically, the efficient operation of the HIM department
depends on effective systems and methods for performing the following
functions:

* Merging and preserving the documentation of patient care provided by
various professional services to an individual during an episode of care

* Merging or cross-referencing records of care that a patient receives
during more than one episode of care

* Identifying each patient and his or her health record by a unique
personal identification number (UPIN)

* Providing a designated filing location for each patient’s health record
* Accounting for removal of any record from its filing location

* Allocating for logistical, service, and equipment requirements



The methods and systems that an HIM department uses to perform
these functions depend on the types of patient care services provided,
the annual number of admissions and visits, the computerized systems in
place, and the department’s budget and space allocation. A common goal
among all HIM departments is to promote efficiency and accuracy in the
maintenance of the health record and in the record identification and filing
systems used to locate it. One role of the HIM professional is to evaluate
the various methods and select the most efficient, cost-effective methods
that allow the record to be quickly retrieved when needed. This chapter
examines various record identification and filing systems commonly used
in HIM departments, and considerations for space, service, and equipment
requirements.

RECORD IDENTIFICATION SYSTEMS

Currently, most healthcare facilities maintain health records in an elec-
tronic format. There are healthcare organizations that do have paper-based
records or some combination of paper-based and computer-based records,
otherwise known as hybrid. The next few sections discuss the principles
of numbering and filing, destruction, storage, and equipment required for
paper-based and hybrid record systems.

Alphabetical Filing

The easiest method of record identification is identifying the record by
the patient’s name. This method requires only the patient’s name to file
and retrieve the record —information that is attainable from the patient
him- or herself. No separate system of cross-referencing the patient’s name
and health record number is needed. However, the accurate spelling of all
patient names is of extreme importance. It is also important to create a
system to track name changes, such as from marriage or divorce.
Although this system appears to be quite simple in that the information
is obtainable from the patient and most people know how to alphabetize,
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it is not quite that easy to maintain. Different spellings of the same name
(for example, Smith, Smithe, Smyth, or Smythe; or Cindy, Cindi, or Cyndji)
and the complex spellings of some ethnic last names make an alphabetical
filing system more difficult to accurately maintain than it would first appear.
Therefore, it is important to thoroughly train staff to verify patient names
and spelling and to accurately and consistently file alphabetically.

Another factor to consider with alphabetical record identification is
patient confidentiality. Patient names are typically written on the file folder,
which makes the name easily observable. In addition, because the record is
not protected by identification numbers that would need to be obtained
from the master patient index (MPI), the record could be easily retrieved
from the file by an unauthorized individual.

Alphabetical record identification systems are most appropriate for
smaller healthcare offices or facilities with a stable population, such as a
small solo physician or group practice office. It is also more practical for
facilities with little or no computerization.

Numerical Identification

In any large healthcare system involving the names of individuals, unique
numbers are issued to differentiate one person from another. For health
information systems, numbering methods typically include unit number-
ing, serial numbering, or serial-unit numbering. A numerical identifica-
tion system for health records requires the use of the master patient index
(MPI) to cross-reference the patient’s name with his or her assigned record
number.

Unit Numbering System

A unit numbering system is based on the one-time issuance of a number to
a patient. The same number is used to identify that patient and his or her
health record on all subsequent admissions or visits. One unit numbering
system can serve a number of functions within the healthcare facility. To
provide rapid and accurate identification, the maintenance of an MPI using
a computer system is typically used. At the time of patient registration, the
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admitting department can then obtain the health record number of any
patient who has been previously registered in the system or can easily regis-
ter a new patient. This unit number obtained via the MPI is used to identify
all patient health information. For patient accounting purposes, however,
a separate account or billing number is assigned for each encounter.

Issuance of Numbers. When a unit number is used, all departments issu-
ing a number must be able to determine immediately whether a number
already exists for an individual patient or whether a new number should
be assigned. Provisions for issuing unit numbers can then be instituted
as needed. In the automated system, the computer program controls the
issuance of numbers by automatically assigning the next sequential num-
ber to a new patient admission. Daily computer printouts of admissions and
discharges are distributed from a data processing system. These lists contain
the patient name and number, as well as institution-specific information.
Many cross-checks can be performed with these admission, discharge, and
transfer lists, including the verification of a patient unit number.

Procedures for Error Correction. The maintenance of the master patient
index requires documented procedures for handling errors that are inher-
ent in number assignments. The most common error is the assignment of a
new number to a patient who already has a unit number. When an error is
found in number assignment the error must be corrected as soon as possi-
ble within the master patient index, but also, all departments and services
involved in the diagnostic workup and treatment of the patient need to be
notified of the change. The unit number is used to locate patient infor-
mation in other departmental systems. All affected departments need to
correct the error in number assignment also. The business office needs to
be notified. Steps for correcting errors in identification numbers should be
carefully engineered to prevent mistakes and delays in the procedures for
verification of patient identification, such as those used by radiographers
and clinical laboratory personnel.
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Shelf Requirements for Records Filing. The use of a unit-numbering
system for the HIM department affects space allocations for filing records.
Each shelf must accommodate growth in the size of individual records due
to readmissions and ongoing visits to ambulatory care facilities. In assign-
ing a given number of records to each shelf file, 25% of the shelf space
should be set aside for future increases in the bulk of the records. Additional
space will become available as records that are not used for 3 to 5 years are
moved to the inactive file. However, in a unit-numbering system usually
only the unit number is reactivated and the health record remains in the
inactive file.

The unit-numbering system requires more intense service and control
by the HIM department than do other numbering systems. However,
it provides the basis for the integration of records for inpatient care,
ambulatory care, emergency care, hospice care, long-term care, and
home care.

Serial Numbering System

The serial numbering system is a method in which the patient receives
a new record number for each inpatient admission or outpatient visit at a
facility. In a facility that has a relatively stable patient population, such as
a community hospital, one patient could have many numbers and therefore
many health records filed in different locations.

A major advantage of this system is that it is easy to assign a number
because it is not necessary to determine whether the patient had been
assigned a number previously. Major disadvantages are that it requires the
maintenance of a number for each encounter. In a paper-based record-
keeping system this results in higher supply costs, as each encounter
requires a new file folder for the new number. Serial numbering is much
more time consuming when record retrieval is needed, as it is necessary
to retrieve all the patient’s records from multiple locations. The extra time
required to locate a patient’s entire record may discourage physicians from
requesting “old records” because they do not want to wait for them, which
may affect patient care negatively.
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Serial-Unit Numbering System

The serial-unit numbering system combines the methodology of both unit
and serial numbering systems. This system assigns a new identification
number to patients for each inpatient admission or outpatient visit at a
facility. Each time a patient is seen, the previous records are brought for-
ward and filed under the latest number issued. The serial-unit numbering
system works best for healthcare facilities that do not have ambulatory or
long-term care units. The constant movement of files in institutions with
these units is inefficient.

The Serial-Unit System and the Unit Record. The serial-unit num-
bering system of filing is compatible with a unit record system for
inpatient health records. Each time the patient is admitted, all previ-
ous inpatient records are brought forward and filed under the latest
identification number that has been issued to the patient. The system
requires a cross-referencing system for number identification in the
MPI and in the file area. All serial identification numbers assigned to
a particular patient are listed under his or her name in the MPI. As
records are removed from their filing location, a cross-reference note to
the latest identification is entered and documented in the old location.
This is necessary in order to locate the records under the new number. In
healthcare facilities with frequent readmissions, the health record number
is continually updated, and the computer data are changed to designate
the most recently assigned identification number. Health record files are
continually guided to the current filing location.

Unique Health Identifiers

In 1996, the Health Insurance Portability and Accountability Act
(HIPAA) mandated a unique patient identifier for healthcare
purposes. Due to concerns about privacy, funds have not been
appropriated to fund any work toward the adoption of a unique
health identifier (UHI). (AHIMA’s Advocacy and Public Policy
Team, 2015)
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The key issues for the HIM profession with regard to the UHI include
privacy, data integrity, and the accurate linkage of information. UHIs have
been controversial because of the perception that all of an individual’s infor-
mation could be available through the unique identifier. In 2013, the Office
of the National Coordinator for Health Information Technology (ONC)
launched a Patient Matching Initiative to “identify common attributes that
achieve high positive match rates across disparate systems, and define the
process and best practices that are most effecting to support high positive
patient matching rates” (Stevens, 2013).

FILING SYSTEMS FOR PAPER-BASED RECORDS

Paper health records are filed according to one of two systems: (1) an
alphabetical system or (2) some form of numerical filing.

Alphabetical Filing

Records that use an alphabetical identifier must be filed with an alphabet-
ical filing system. These records may simply be filed in strict alphabetical
order — A to Z—by patient last name. For identical last names, the patient
first name and then middle name are used to determine the filing order.
When only the initial of the first name (or no middle name) is available,
the rule of “nothing before something” is used. This means that an initial of
“T” is filed before a name of “Julia.” Each name is considered as a group for
filing purposes. For example, last names with prefixes such as O, Mc, Van,
and so on are filed as if there were no apostrophe or space in the name.
Hyphenated names are filed as if there were no hyphen.

Numerical Filing Systems

Although alphabetical filing is the simplest method to implement, facilities
that have a large patient population typically use a numerical filing system.
The master patient index must be used in order to reference the medi-
cal record number and locate the patient record. Straight numerical and
terminal digits (TD) are the two most commonly used systems.
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Straight Numerical Filing System

The straight numerical filing system incorporates the sequential arrange-
ment of records by health record identification numbers, starting with the
lowest number and ending with the highest number. The highest num-
bers, which identify the most recent cases, represent the greatest amount
of retrieval and filing activity. Therefore, most activity and personnel will
be concentrated in one part of the file area.

Because this filing system does not evenly disperse the records or the
activity and personnel for maximum use of the entire file area, one section
can become congested when records are pulled or loose reports are filed.
This results in the inefficient operation of the file area.

Personnel are usually familiar with the principle of filing by number
sequence, so less training is needed. However, quality controls are needed
to ensure that records are filed correctly. Unless the entire health record
number is checked before the record is filed, it is possible to misfile it by a
100- or a 1,000-number sequence. Finding a misfile is usually more time
consuming in a straight numerical sequence file than in a TD file; in those,
colored folders may be used to enhance filing accuracy.

TD Filing

TD filing is a method that distributes health records equally in filing units
throughout the file area. By providing for equal distribution, TD filing per-
mits a more even workflow pattern. Personnel retrieve and file records in
all parts of the file area rather than just one. The number is read from left
to right for identification purposes and read from right to left for filing
purposes.

A typical TD method divides the patient number into three parts; the
last two digits of the number are the “primary or terminal digits,” which
identifies the first section of file location. For example, a file area is typically
divided into 100 sections, starting with 00 and ending with 99. A health
record number of 512640 would be read as 51-26-40, with the last two
digits — 40 — designating the first section of the file location. All records
ending in 40 would be located in a designated section. The second section
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of the filing arrangement is based on the middle two digits of the health
record number —26. The health record 51-26-40 would be filed behind
a shelf guide labeled “26-40,” along with all other records that have the
last four digits of 2640. If five second-order sections were allocated to each
filing shelf, the TD arrangement and sequence of health records with the
last four digits ranging from 2540 through 2940 could be filed as shown in
the following example:

e Section one: 01-25-40, 02-25-40, 03-25-40, 04-25-40, 05-25-40,
and so on

* Section two: 01-26-40, 02-26-40, 03-26-40, 04-26-40, 05-26-40,

and so on

* Section three: 01-27-40, 02-27-40, 03-27-40, 04-27-40, 05-27-40,

and so on

* Section four: 01-28-40, 02-28-40, 03-28-40, 09-28-40, 10-28-40,
and so on

 Section five: 06-29-40, 07-29-40, 10-29-40, 11-29-40, 12-29-40,
and so on

In the example, there are gaps in health record numbers behind the
division for 28-40 and 29-40. These gaps represent records that have been
moved to the inactive files. Removal of inactive records does not alter the
TD filing arrangement.

The key to the TD system is a design that permits the file personnel to
visualize the actual location of the record in the file when reading the health
record number. The retrieval and filing time may be faster when the file
clerk is able to read 51-26-40 as “Go to section 40, look behind guide 26,
and retrieve (or file) record 51.” In large healthcare facilities, the file room
is divided into sections. For example, section 1 covers records with num-
bers ending in 00-19; section 2 covers records with numbers ending in
20-39; section 3 covers records with numbers ending in 40 through 59,
and so on.
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Training periods for file clerks learning to use the TD filing system
often are slightly longer than for a straight numerical system. However, the
advantages of the system compensate for the training time required.

Considerations in Filing Systems

Considerations in developing the health record filing system include record
security, the choice between centralized and decentralized file areas, the
numbering style, color-coding system, and type of file folder to be used.

Security. Record security is of the utmost importance when developing
a health record filing system. Records must be stored in a location that is
secure to prevent unauthorized access. Records must be placed in a file or
room that can be locked. The records must also be protected from hazards
such as fire and water damage.

Centralized Versus Decentralized Files. A centralized file is one in
which all records for a facility are in a single location. A centralized
file area is convenient to maintain in a healthcare facility that has no
satellite clinics. However, with the trend toward offering care off-site at a
clinic or surgicenter of the main facility, the concept of decentralization
is common. In decentralized filing, certain types of records are kept in
different locations, typically where the record originated.

With the decentralized record system, a procedure must be imple-
mented to maintain the flow of information between the satellite facility
and the main healthcare institution. The system ensures the indexing of
the patient’s ambulatory and inpatient care encounters, and the records
for both types of visits are readily accessible. A fax machine can be used
to transmit data to and from the decentralized sites. This, however, raises
legal issues of confidentiality, authenticity, and validity of the document
in the patient record. It is essential that the healthcare facility develop
and maintain policies and procedures that define the types of information
that may be faxed, and to whom and under what circumstances. AHIMA
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has published a practice brief titled “Facsimile Transmission of Health
Information” to assist HIM professionals in the development of guidelines
for the faxing of information (Davis, 2006).

Numbering Style. 'The method used to place the patient’s identification
number on forms and folders merits attention. It is common practice to
divide identification numbers into groups of two or three digits, with a
space or hyphen to accent the division. In some instances, a one-digit
or two-digit division in a certain location within the number represents
a code. As in the TD filing system, the last two digits indicate the filing
section and the filing unit. Dividing a four-digit to six-digit number into
a two-digit division (for example, 050785 would be written 05-07-85)
promotes accuracy in reading and copying the number, as well as in filing
the record.

A basic method that is used in some healthcare facilities is a three-part
numbering style—that is, 00-00-00. This method provides uniformity,
familiarity, and a basis for expansion. If this style were not in use and if
the highest number in present use were a five-digit number (for example,
51234), the former numbers could easily be converted to a three-part style
by adding a zero as the first digit (for example, 05-12-34). As mentioned
earlier, six-digit numbers can also be grouped into two sets of three
digits. Although a six-digit numbering system is the most common, these
numbering methods may be used with a number as large as nine digits.

Color-Coding System. Health record folders are usually color coded to
facilitate sorting and filing and to minimize misfiling problems. Color-
coded folders were originally developed as part of TD filing systems. The
color scheme on the folder is used to identify the file location for the health
record number. Color coding may also be used with alphabetical filing
systems in which the first few letters of the patient last name are color
coded.

A color-coding system can be simple or detailed, depending on vari-
ables such as costs and the needs of the facility. Typically, color coding the
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numbers is kept simple, with no more than three or four of the health record
numbers being placed on the file folder. Vendors offer many options in
filing systems, such as preprinted color bars, pressure-sensitive color labels,
laminated continuous strip labels, and the like.

File Folders. There are many factors to consider when selecting appropri-
ate file folders. The weight of the folder material should be selected, based
on the length of time the record is kept in paper format and the activity of
the file. Heavier weight should be used for records kept on paper for longer
periods of time and for files in which there is heavy filing and retrieval
activity. Reinforcement on the top and side panels is also important for
these kinds of records. Folder bottoms should be scored to accommodate
the facility’s average size record.

Fasteners are typically placed in the folder to secure the record con-
tents. Fasteners are important in preventing the loss of reports. The size,
location, and design style are also factors to consider.

Miscellaneous Patient Forms

The principle of centralizing all information pertaining to a patient in a
single record is desirable, with a few exceptions. To provide a central filing
location with easy access, patient-related correspondence and reports gen-
erated by outside parties are filed in the folder along with the patient’s health
record but are not considered of the legal health record. Such materials
include patient-related correspondence from insurance carriers, govern-
ment agencies, and other healthcare institutions. Summaries or reports of
patient care that have been provided by another healthcare institution are
filed with the patient’s health record, but they may not be considered to be
a part of the legal health record.

Chart Requisition and Tracking Systems

The selection of methods for requisitioning health records, charging out
records, and tracking the location of records is just as important as the
selection of numbering and filing systems and filing equipment. The HIM
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department is responsible for maintaining controls on records that are not

in the files. Such methods may be computerized or manual, or a combina-

tion of the two.

Factors to be considered in developing or revising methods for requi-

sitioning and charging out records include the following:

Identifying or instituting a uniform database for requisitioning
and charging out records. The database should include the health
record number, the patient’s name, the date of request, the date that
the record was dispatched to the requester, the name of the person
requesting the record, the name of the person calling for the record (if
it is different from that of the person requesting it), and the location
where the health record will be used and located.

Establishing a uniform size in a manual system (such as 3" X 5") for all
requisition and charge-out forms. In addition, paperwork can be sim-
plified by designing multiple-part, carbonless forms. In this way, one
copy can accompany the record, one can be placed in the charge-out
file, and one can be placed in the outguide.

Developing policies to determine which staff members are and are not
authorized to request records.

Establishing a health record policy requiring that any record not in its
filing location be accounted for. This includes the records of patients
who are currently being treated in the healthcare facility, records being
completed, records being processed within the HIM department, and
records being used for nondirect patient care purposes, such as quality
management; all must be accounted for by an appropriate charge-out
slip or entry into the computer system.

Ensuring the proper functioning of an automated system. This includes
ascertaining that the system accurately prioritizes software-generated
requests, processes online inquiries from every system terminal, and
tracks multiple volumes of the same record in multiple file-room

locations.
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With a few exceptions and some modification, the preceding consider-
ations can be used in either a manual or computerized chart requisition and
tracking system. In many departments, optical scanning equipment, such
as bar codes and scanners, is used for documenting all record requests and
returns. An automated chart tracking system can locate records at any time.
Computer systems can generate requisition slips for outguides and “chart
pull” lists that are based on pending requests for records. Programs also
provide reports on record activity and staft workload. A vast number of
management and statistical reports are available via an automated system
and should be reviewed by the appropriate department staff.

Bar coding is often used in HIM departments to track charts. Most
healthcare institutions are using bar coding somewhere in the facility, such
as in inventory tracking or patient identification. The machine-readable
identification that is offered by bar-coding technology has many advantages
over key entry. It can eliminate the need to reenter data, and it can drasti-
cally reduce the rate of error. Many computerized chart tracking systems
use bar coding to sign records in and out of the HIM department and to
facilitate online inquiries about the current locations of records. Bar coding
may also be used to link paper records to electronic records.

LOGISTICAL, SPACE, AND EQUIPMENT CONSIDERATIONS

Every day, medical staff members complete or reference health records in
the HIM department. Ensuring the prompt completion of, and ready access
to, health records requires that the HIM department be located in an area
that is accessible to the medical staff. In addition, admitting or nursing per-
sonnel need access to the department if it is not open around the clock.
Security surveillance to safeguard health record information and informa-
tion systems when the department is closed is also a consideration when
reviewing locations for the HIM department.

Space allocation is determined by the departmental services pro-
vided, the equipment and systems used, and the daily workload handled.
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Although services vary among healthcare facilities, services and tasks
considered in allocating space include those in the following list:

* Maintenance of the file area

* Record assembly and analysis

* Coding and abstracting

* Release of information

* Medical transcription

* Department management

* Record completion

* Departmental functions regarding the following elements:
* Quality assessment
* Clinical pertinence review
* Cancer registry

* Outside record review by representatives of various organizations
(for example, a state quality improvement organization) or outside
contracted services

The Permanent File

Record file management includes the receipt, filing, retrieval, and dissem-
ination of records from both active and inactive file areas. Open-shelf file
units are the most commonly used storage method for health records.
High-density, movable, open-shelf filing equipment can be electri-
cally operated for access and require less space than other open-shelf
filing units.

Movable file units that rest on tracks are one potential space-saving
option. However, a disadvantage of this system is the limited access to files,
which may be an issue in a busy department. Automated filing systems
are available for easy record retrieval. Such a system may bring requested
records to the appropriate person by entering some basic data. Although
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automated filing systems can save time, increase efficiency, and be used
with all types of media, they have the disadvantage of being costly to
implement.

The Unit-Numbering System. The unit-numbering system implies
that the patient receives the same number for each admission or visit to
the healthcare facility. Therefore, if a unit-numbering system is used, the
department director must ensure that adequate space is provided on the
shelf for the growth of records due to readmissions and repeat clinic visits.
Reviewing data from previous years is the best predictor for future space
requirements. The director should determine the average size of his or her
facility’s health record in order to project the linear filing inches that will
be required for the next 5 to 10 years.

Active and Inactive Record and File Locations. The terms active and
inactive are used in referring to both the health record and file locations.
A health record is typically classified as active when the last discharge or
visit date is within 3 to 5 years of the current date. Active records are main-
tained in readily accessible files that are referred to as active files. If there
were a sharp decline in readmissions between 3 and 5 years, the decision
might be made to maintain records for only the past 3 years in the active
file area.

Statistical data on the rate of readmissions should be maintained
and used in planning for current and future space needs. These data
provide needed information for department management and for facility
administration. Maintaining data on readmissions that occur within
designated time periods, such as 1 month, 6 months, 1 year, and 5 or
10 years from the date of last discharge provides valuable data for the
healthcare facility’s information management system. Data accessed by
utilization management, for example, are useful in reviewing readmissions
that occur at specific intervals. A facility-wide CQI team may identify and
explore any problems that are identified in the data.

Inactive records are less often retrieved and refiled. Therefore, these
files may be located in an area that is less accessible than that for active files.
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Inactive files may be microfilmed or put on optical or magnetic disks to
save space. Microfilming and computer storage also provide easy accessibil-
ity. Space requirements depend on whether the microfilming is performed
in-house or by an outside company. In addition, space consideration should
address the type of equipment that is necessary to store and read the storage
media and to convert this medium into paper copy.

The length of time that a record must be retained in original or
miniaturized form varies from state to state. Each state hospital association
can provide information on the state’s legal requirements for record
retention. A very useful resource is the AHIMA Practice Brief “Retention
and Destruction of Health Information” (AHIMA, 2013).

Record Assembly and Analysis

Workspace is needed in the HIM department when records are assembled,
and possibly scanned and indexed in the electronic environment. Records
are then subsequently analyzed for completeness. During this process,
staff members will require the use of scanners and designated workspace
in order to keep work organized.

Coding and Abstracting

Systems for coding and abstracting are computerized. Space needs include
an area for the computer and its component parts. Ample space is necessary
for the paper health record, if not electronic, and coding books, reference
materials, and any other supplies a coder is required to have. As facilities
move to an electronic health record it is becoming more common for cod-
ing staff to work remotely. However, consideration should still be given to
providing for some space for onsite coding staff when needed.

Release of Information

The healthcare facility’s release of information function may be handled
with internal or outsourced staff or both. The workstation(s) should include
space for the computers, printers, duplicating equipment, telephones, fax
machine, and any other equipment that is necessary to carry out this func-
tion satisfactorily. The workstation(s) may be located near the entrance
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to the department or near a service window that is convenient for pub-
lic access. Requests for information may be made in person by the patient
or by another person with authorized access to the record. The request may
also be made by phone from another healthcare facility or from a physician’s
office for continued patient care.

Medical Transcription

Transcription department systems have gone from digital dictation systems
to speech recognition systems. As such, the transcription service is able
to access the dictation system, the patient demographic system, and other
systems in transcribing medical dictation.

The HIM professional should become thoroughly knowledgeable
about the myriad computerized solutions to the process of producing
voluminous, timely patient care reports. Selection of an integrated suite of
medical document management options requires knowledge of dictation,
transcription, document replication, and distribution. One solution is for a
healthcare facility to maintain its own hardware and a network-based envi-
ronment so that data can be shared among all users. Another is to employ
voice-recognition technology that transmits the spoken word to a database
for immediate review or printout, thus eliminating the need to transcribe
dictation. In such a system, the caregiver verbally records patient informa-
tion, and it is then electronically documented using medical transcription
technology. The department director should weigh the advantages and
disadvantages of such a system from a variety of vendors.

In processing medical dictation, a department can use a medical tran-
scription service rather than fulfill this function in-house. When an outside
service is used, the department director should work with the service to
establish and maintain standards for quality and confidentiality.

Department Management

The HIM professional who manages the department should have an
office with sufficient space for conducting supervisory conferences
and management-level meetings. Meetings conducted with physicians,
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administrators, department employees, or others require privacy. Other
management personnel within the department may also require individual
offices, or the floor layout can provide for shared offices among the
supervisory staff.

Physician Record Completion

A work area for physicians to use in completing health record documen-
tation is typically located adjacent to the HIM department. It should be
accessible and quiet and provide tools for complete access to the healthcare
facility’s electronic health record system. A shelving area may be necessary
to house the incomplete records if not electronic. Space needs include an
area for the computer and its component parts. Physicians require access
to a computer in order to complete records, if the facility has an electronic
health record system, or to access any other electronic departmental sys-
tems that are necessary to complete their work. Space must also be available
for medical staff members and others to conduct any reviews of health
records for research and other data-gathering and analysis activities.

Quality Assessment, Utilization Management, and Other Functions

Although quality assessment, utilization management, and cancer registry
are often separate departments, they are components of the healthcare
facility’s HIM department. The inclusion of these functions in the HIM
department directly affects its space and equipment considerations. Space
requirements vary with the size and responsibilities of the staff, as well as
with the degree of computerization of the various functions assigned to
the department.

The HIM department also needs a designated work area for use by
various outside parties who have a legitimate need to review or utilize
patient records. Such individuals include representatives from quality
improvement organizations, third-party payers conducting reviews and
audits, and contractors performing coding services or other outsourced
activities. Attorneys also request access to original health records and may
perform their review in the department.
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The HIM professional should develop, maintain, and control an infor-
mation management system that is accessible to all who are authorized to
use it. Adequate space and equipment to support this access must be pro-
vided for optimum performance of the facility’s health information system.

Additional Space and Equipment Considerations

In addition to the space requirements previously described, other functions
of the department warrant comment and consideration. For example, space
may be needed for equipment such as scanners and storing reference mate-
rials and supplies.

Space for Employee Desk Arrangements. To provide adequate work-
space, 60 square feet per employee is suggested for desk arrangements.
When optimum configurations and space allocations are not possible,
the department director must solve space problems through innovative
designs that use workstations and equipment. The HIM professional
should be familiar with the principles of layout and functional planning to
design the workspace for maximum operational efficiency.

Computerization and Space Requirements. The extent of computer-
ization within an HIM department directly affects its space requirements.
The department may be linked to the healthcare facility’s mainframe
computer, or a local area network (LAN) may be in place. The LAN links
personal computers within a limited area, such as a floor or a building.
Computerization extends from the MPI through all units within the
department. Optical disk or magnetic disk (or tape) storage can be used
for storing health records. Savings in space, microfilming costs, person-
nel time, and copying are made possible by using such computerized
methodologies. However, cost may prohibit the adoption of the very latest
technologies.

Workload and Space Requirements. The workload of the department
is an important determinant of its space and equipment requirements.
Workload is based on the volume of information that is processed on a
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daily, weekly, monthly, and yearly basis. The extent of information that is
processed per day, week, or month in each service area of the department
should be determined, including the elements that follow:

* Number of new admissions

* Number of discharges processed

* Volume produced by the transcription area

* Number of requests for release of health record information

* Number of records being abstracted and coded and the corresponding
number of data items

* Number of records being retrieved, disseminated, and refiled (for the
paper environment)

* Number of records being scanned and indexed (for the hybrid and
electronic environments)

* Any expected changes in workloads

The workload that is determined for one year may change during the
next year when the facility’s corporate plan includes expansion or down-
sizing of the patient care facilities. Hence, in the strategic planning process
the department director projects future needs of the healthcare facility’s
information system.

SYSTEM AND EQUIPMENT SELECTION

The director of the HIM department should always use the best methods
and the latest technology to generate the flow of health information. He
or she should also select products that meet the healthcare facility’s need
for efficient production and high quality at reasonable cost. Technological
changes continue to occur at a rapid rate, and equipment and systems offer
new and improved features every year. For example, more sophisticated
optical imaging, bar coding, and voice recognition systems continue to be
developed.
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Most healthcare facilities are very sophisticated with technology and
have an electronic health record. Decisions for equipment and systems
are more commonly made at an executive level to ensure consistency and
best price availability for hardware. Decisions for software changes must
be made with awareness of other clinical and/or administrative systems
since it is very common that software is interconnected and does not
stand alone. The electronic health record is a system of integrated clinical
information systems. A change in one system could have ramifications in
other systems that can impact the electronic health record (EHR).

IMPACT OF THE ELECTRONIC HEALTH RECORD

The implementation of the electronic health record (EHR) has significantly
affected all record systems involved with filing, chart tracking, and the like.
According to the Health Information and Management Systems Society
(HIMSS), this organization defines the EHR as:

A longitudinal electronic record of patient health information
generated by one or more encounters in any care delivery setting.
Included in this information are patient demographics, progress
notes, problems, medications, vital signs, past medical history,
immunizations, laboratory data and radiology reports. The EHR
automates and streamlines the clinician’s workflow. The EHR
has the ability to generate a complete record of a clinical patient
encounter—as well as supporting other care-related activities
directly or indirectly via interface—including evidence-based
decision support, quality management, and outcomes reporting.
(Health Information and Management Systems Society, 2015)

The computerization and automation of the patient record has revo-
lutionized the basic functions of the HIM department. Most healthcare
organizations are operating with an EHR system; however, it is unrealistic
to think that everyone has a completely paperless health record. The level
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of computerization has had a significant impact on all HIM department
operations.

It is typical that administrative areas of a healthcare facility have had
computerized systems in place for many years. These areas include billing,
financial management, admissions, health record abstracting, and the MPI.
Many key clinical areas such as the laboratory, radiology, and pharmacy are
also computerized; bedside terminals are available to capture nursing doc-
umentation. The healthcare institution’s data network has had the challenge
of automating the exchange of the clinical and financial data while adhering
strongly to the confidentiality of the healthcare data.

Chart requisition and tracking systems are nonexistent in a paperless
environment. In their place are systems to allow authorized access to
patient data and methods to monitor them. The electronic record allows
concurrent access to multiple users. The space requirements for filing
health records electronically are greatly reduced. Optical or laser disks are
capable of storing more than 5 trillion (5,000,000,000,000) characters of
data in an area of approximately 500 square feet. Paper records are stored
on the optical disk and later retrieved for reproduction on high-resolution
terminals. Images are reproduced by a laser printer to obtain a paper copy
of the record.

Given the movement toward a paperless environment, the HIM
professional must be involved in redesigning existing paper forms to
allow the capture of data for scanning. However, the institution and HIM
professional will also need to be prepared for potential problems; for
example, it may not be possible to translate some of the data in the paper
record into usable electronic data. As technology advances, the HIM
professional will need to focus on efficient systems that reduce the amount
of paper in the record while improving the quality of the information.
Successful systems will not only store data effectively but will allow the
information to be delivered efficiently to those who need it. Current
and future technology thus will offer opportunities to improve both the
efficiency of clinical information input and the effectiveness of clinical
information output.
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HEALTH INFORMATION MANAGEMENT
IN MULTISITE SYSTEMS

Health record linkage in multisite healthcare systems is a concern of many
HIM managers. Multihospital systems are commonplace, including inte-
grated delivery systems (IDSs) that include multiple hospitals, long-term
care, assisted living, primary care, ambulatory surgery, specialty clinics,
and preventive medicine; the list goes on. Linkage between all or some of
these sites is a requirement of many HIM departments. Although complex
IDSs exist that include all of these services, healthcare systems that include
only the main healthcare facility and one or more satellite ambulatory care
centers or physician offices are more common.

Many innovative electronic health record systems have been developed
for ambulatory practice. Such systems provide an online display of clinical
information and may be integrated to manage all aspects of the patient’s
encounter with a clinic, including scheduling, physician encounter, diag-
nosis, treatment, and billing. Developing a system for satellite facilities also
enhances patient care by improving the availability, accessibility, timeliness,
and organization of medical information.

Communications technology has significantly affected HIM in mul-
tisite facilities through the use of LANs, wide area networks (WANS),
and servers. In a LAN, multiple devices such as personal computers
(PCs) are connected in a small geographic area. In a primary care clinic,
10 PCs may be linked via a server to the healthcare facility’s mainframe
computer. This enhances communication between the satellite facilities
and the main healthcare institution by allowing users to retrieve and
use all data that are stored within the system. In a WAN, separate insti-
tutions may be linked. WANs are used for larger and more extensive
environments that may be geographically distant from each other. A WAN
creates a comprehensive information system that communicates clinical
data among providers.

Traditionally, communication links between satellite clinics and
healthcare facilities have allowed a clinic to gain access to data in the
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central facility’s mainframe system or database. LANs and WANs allow
expanded communication among the various facilities, as well as with
pharmacies, third-party payers, and clinical laboratories. In using a
networked system, reports from the laboratory, radiology, and other
departments (such as operative and consultation reports) are automati-
cally transmitted to PCs or fax machines located at the satellite centers.
Linkage with third-party payers is accomplished for the precertification
of procedures or admissions, claims status inquiries, electronic claims,
and eligibility requests. Automatic results reporting for clinical laboratory
tests are accomplished through the network as well. The result is improved
efficiency for both the satellite clinic and the central healthcare facility.

The HIM professional working in the development of the EHR system
for the satellite facility must also be involved in the significant confiden-
tiality issues. Access to patient data is regulated because physicians, nurses,
paramedical personnel, and other support staff need to have access to the
clinical data at different times. Each unit of the healthcare organization has
specific requirements, but all users should be properly trained to ensure
that record confidentiality is maintained. As EHR systems continue to
evolve, the HIM professional will play a significant role in the protection
of health records from unauthorized use.

CONCLUSION

At a time of significant change in the profession, the HIM professional has
many responsibilities. Maintaining numbering and filing systems with a
paper-based record and ensuring that it is accessible at all times to autho-
rized users is significant. The department may use a variety of the systems
described in this chapter, with the end result being an efficient and effective
method of retrieving information.

It is important that the HIM professional be involved in all aspects of
planning relative to department logistics, including location, space alloca-
tion, and equipment selection. The HIM department and the information
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it contains should be accessible to many but restricted from others. Space
considerations should reflect not only healthcare facility growth but the
possibility of downsizing. Equipment decisions are significantly affected by
the computerization of the department and the short- or long-range plan
for the computer-based patient record.

The extent of computerization affects the efficiency and speed of
retrieval of the medical record. Factors such as size of the facility, volume
of patients seen, and number of the satellite facilities all have an impact on
the record systems selected. Whatever the system, it needs to merge, pre-
serve, and provide thereafter the documentation of patient care rendered
by various professionals during an episode of care.
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CHAPTER 4

Healthcare Topics in Data
Governance and Data
Management

Dilhari R. DeAlmeida
Suzanne Paone

INTRODUCTION

This chapter addresses healthcare topics as they relate to Data Governance
and Data Management. Both of these topics are important in today’s
healthcare organization and the overall management of data as it relates
to conducting best practices and management of data across multiple
clinical and administrative information systems platforms. Readers will
gain insight into the roles and responsibilities that are available to Health
Information Management professionals. The chapter highlights Data Gov-
ernance activities pertaining to both clinical and administrative systems
along with best practices in determining appropriate governance of them.
The chapter also addresses some of the important elements pertaining to
the Data Dictionary along with some working examples of them.

DATA GOVERNANCE

Englebardt and Nelson discuss modern informatics systems theory as
a combination of computer science, information science, and nursing
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science. These theories address clinical/healthcare information, while
supporting the practice and delivery of care. This is the building block
of expert systems in health care that are based on decision support
(Englebardt & Nelson, 2002).

Data is the most basic element of computing, consisting of coded or
quantifiable bits of information used to record observations (Zins, 2007).
Examples of data may include a patient’s name, age, weight, or any other
demographic or element. When data are manipulated in some way and/or
analyzed in order to produce an additional level of value, this is when
those data are transformed into information. Mathematical methods such
as computing averages or percentages or graphing data are often used to
transform data into information.

Discussing how to handle data or information at a policy and
operational level, one uses the term “governance” to describe this set
of activities. Various external groups differentiate data and information
governance. The two concepts are tightly related; however, data governance
addresses assets that are a result of analyzing or manipulating data in
computer platforms. Information governance is the set of policies and
procedures that determine the specifics of who, how, and why data are
handled within the organization. Typically we see information technology
groups working closely with Health Information Management (HIM)
and operations leaders to establish technical, policy, and management
standards for how digital databases are protected, accessed, and archived.
Databases such as Oracle and Microsoft SQL often store vast amounts of
both data (in data tables) and information (by way of reports or graphs)
in healthcare settings in tandem with applications such as electronic
health records, research registries, or patient management systems,
to name a few.

Data governance activities support compliance and legal efforts by
organizing data in these databases for retrieval and retention, especially
over the long term. These may include policies that address how long
a patient management system keeps on-demand data versus when that
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system archives patient data. Data management policies also address
who is allowed to change or modify field choices in a live database. This
might include a statement as to which department may update the charge
master tables in the patient management system. Some data governance
policies are more technical in nature. For example, the Chief Information
Officer (CIO) in collaboration with the Chief Executive Officer (CEO) and
other leaders may define which, if any, external entities may have access
to an organizations’ electronic medical record database through security
software called the organization’s firewall. A vendor who supports that
database under a contract with the organization may have a need to have
legitimate access to the data tables in the live database.

Gartner defines Information Governance as the clarification of
decision-making and an accountability structure that ensures appropriate
behavior in the management of information. This includes how an orga-
nization values, creates, uses, stores, archives, and deletes information.
It also includes the processes, roles and policies, and standards that
ensure the effective and efficient use of information in business opera-
tions (Gartner.com). The American Health Information Management
Association (AHIMA) has also been the enterprise-wide framework for
managing information throughout its lifecycle and supporting the orga-
nization’s strategy, operations, regulatory, legal, risk, and environmental
requirements. The organizations white paper addresses some of the main
principles of Information Governance as it pertains to health care. These
include a set of guiding principles: Principle of Accountability, Principle of
Transparency, Principle of Integrity, Principle of Protection, Principle of
Compliance, Principle of Availability, Principle of Retention, and Principle
of Disposition (Cohasset Associates, AHIMA, 2014).

An HIM professional is often involved in developing and imple-
menting the policies related to governing information. For example, data
elements such as billing codes, associated diagnosis codes, charges, and
provider locations are placed in tables of information that are generally
referred to as the charge master in a provider organization. Access to
update the charge master is often limited to finance staff who maintain
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the billing data elements and to the HIM staff who update the diagnostic
codes. Provider staff utilize the charge master information in the billing
and management of clinical operations, but the information is governed
by the finance and HIM groups.

In practice there are many computer applications to manage in terms of
governing access to data in any enterprise. Generally speaking, these appli-
cations tend to fall into two broad categories: They can be categorized as
clinical applications or as administrative applications. Clinical applications
tend to focus directly on the care of the patient and processing health-
care information that is associated with the direct care of the patient. These
might be applications such as order entry and documentation point of care
applications or ancillary systems such as laboratory, radiology, and phar-
macy systems. These clinical information systems are used by a myriad of
stakeholders. Some are providers and some are stakeholders who are oper-
ating in an administrative capacity managing the processes associated with
clinical information systems.

In terms of administrative systems, we see platforms that have to do
with the revenue cycle process. This includes scheduling, registration,
billing, coding, and reimbursement capture. We also see administrative
systems that are focused on managing supplies and supply chain processes
and health organizations. Furthermore, there are administrative systems
that handle human resource functions like payroll, credentialing, acqui-
sition, management, and scheduling of human resources. Each of these
information systems represents a set of organizational assets and must be
governed as appropriately as any other organizational asset.

Each of these applications form complex technology platforms that
cohesively provide data support to some of the most critical processes
involved in patient care and associated support activities. The timely
and accurate governance of these information resources or associated
computer applications and their databases is a major focus of activity in
today’s healthcare environment. The challenges are that there are many
systems and many stakeholders associated with the systems, some of
which have the overlapping requirements of a single information platform.
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As discussed, for example, by Creswell and colleagues (2014), there are
many operational and procedural discussions that must take place among
staff in terms of determining relatively simple processes such as who has
access to override whose contributions to a clinical record, in terms of a
perinatal problem list or order set. The health information system analysts
must be aware of these processes and procedures and must be prepared
to escalate conversations to supervisors and managers if there are not
adequate processes and procedures in place to answer questions such as
which stakeholder governs processes, such as adding problems to the
problem list in a clinical health record.

Best practices in determining appropriate governance of clinical infor-
mation resources also include not only examining the processes and proce-
dures of who can update the data set, but also which data are acceptable in
the data dictionary. As noted, a thorough data dictionary includes a docu-
mented set of acceptable values. As discussed by Hovenga and Grain (2013),
increasing demands on the use of data for analytical purposes is beginning
to drive more dialogue in the healthcare community around the idea of what
is called a value domain. Value domains are specifically acceptable values
that are determined to be appropriate for any given set of data in an infor-
mation system. These domains are typically mapped by analysts to specific
processes that are supported by both clinical and administrative analytics.

For example, as the determinants of race and ethnicity are recorded in
the electronic health record, the data analyst will want to support the idea of
using a standard to develop the entry of patient race and ethnicity as value
domain. The data analyst could work to access a resource such as the U.S.
Department of Health and Human Services standards regarding collection
of these kinds of data and bring this sort of information to leadership to
consider developing a value domain for this area of data collection (U.S.
Department of Health and Human Services, 2011). Because these kinds of
data are required for federal reporting as part of the Center for Medicare
and Medicaid Meaningful Use program, these are areas where the health
information management analyst can verify that there are active data gov-
ernance processes in place to ensure the integrity of data for reporting.

Healthcare Topics in Data Governance and Data Management 85



When working in the health information systems environment, the
health information management analyst will see many opportunities
to improve data governance practices. A proactive health information
systems analyst will provide leadership with the objective data needed and
strive to work with operational colleagues on these processes. For example,
looking for areas where reporting is problematic and where regulatory
reporting needs are not currently being met in adequate fashion is a good
place to start in terms of process improvements around data governance.

DATA MANAGEMENT

When data elements are stored electronically there are a series of terms
that are key to understand. For example, the data dictionary is the place
where those who govern data describe the content and meaning of data
fields. According to White (2016) the basic elements of the data dictionary
are field name, table name, description of the field, data type, data fre-
quency, determination of key (foreign or primary), valid values, the data
source, the dates of field creation and termination, and the frequency with
which the field should be updated. Five elements will be examined and their
impact on the quality of data and potential use of data for analytics pur-
poses down the road. Specifically, the description of the data field, data
type, data frequency, data source, and data updating are five elements of
data dictionaries where there are often shortcuts being taken.

When data analysts document the Field Description they must be
thoughtful of the fact that an individual might be viewing this description
of the field years later in an attempt to write a report or extract data to
be used for data analytical purposes. The field description should be as
detailed as possible within the constraints of the number of characters
allowed in the data dictionary. Best practices in this regard include
ensuring that the analyst includes the origin of why the field was added to
the database and if possible, any further references that might be helpful
in understanding the purpose of the data field. Another best practice is to
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include which, if any, data extracts for reports house this data field. This is
especially important if they are key reports used in the daily operations of
the organization. For example, an analyst would note that the field housing
the name of the chief resident populates the inpatient rounding report as
well as the discharge summary report.

Data Type is another important element to be noted in any data
dictionary. According to White (2016) this might include information
such as whether the field is numeric, text, or field length. There may be two
or three different entries in the data dictionary related to data type. This
is because it is imperative to be very granular here and document exactly
what kind of data the specific database tool (Oracle or SQL, etc.) will
accept in this field. It is imperative to know whether the field will accept
only numeric data, only text data, or whether the field is alphanumeric.
Other notes here might include whether the field is hard-coded as a date
field where only a specific system date can be entered. The field length is
also a very important requirement to document in any data dictionary.
This is also the area where the data analyst wants to be specific about
describing whether the field is structured or unstructured. For example,
determine if there are a finite set of responses that can go in this field or if
the field is an unstructured text field with a character limit of 40 characters.

Another element of the data dictionary is the element that we refer to as
the Data Frequency. This is where the analyst is documenting whether the
particular data field is a required field or a nonrequired field. It is important
for the data analyst to consult with departments such as Information Tech-
nology or Finance and/or clinician colleagues to understand the workflow
implications of making any data field a required field. The benefit of mak-
ing a field a required field and designing that field such that it is composed
of structured data is that organizations then acquire a high quality of highly
structured data in that field.

The downside of required data fields is that if the proper operational pro-
cesses and staff training are not in place, there can be situations where people
pick inaccurate options. This might happen when presented with required
data fields to keep the process moving in busy healthcare environments.
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For example, a busy registration clerk can choose an inaccurate admitting
physician and start a downstream problem where that inaccurate data is
passed from the ignition system to clinical systems such as laboratory sys-
tems in the electronic health record. A single inaccurately chosen required
field can cause delays in patient care, whereby patients are not administered
the proper treatments or released in a timely fashion because the wrong
physicians are getting data such as laboratory results. Therefore, it is imper-
ative that data analysts consult with various stakeholders before designing
required data fields into complex workflow processes. Staff will utilize the
forms and tools to enter data into these fields and must have appropriate
training and understand the implications of maintaining data quality in
using the IT tools to conduct their work processes.

Another important element in the data dictionary is the Data Source.
It is critical for the data analyst to document every possible data source
for a particular field in the database. Generally speaking, there are two
ways in which data gets into a database. The first method is manual data
entry from a person or stakeholder (e.g., clinician, administrative person-
nel, patient). The second method is an automated system upload or system
interface program. Some fields in the database are populated by both indi-
viduals and system interfaces. When documenting the data dictionary, it
is very important to note this level of detail. Specific names of interfaces
that populate the data field should be outlined in detail. In addition, if pos-
sible it is important to note the type of stakeholders who typically enter
data in this field. For example, is the field primarily populated by nurs-
ing assistants or front desk staff? Does the field exist in the personal health
record and can it be populated by either a patient or patient care provider?
The type of stakeholder populating the field and the specific type and loca-
tion of the system interface are important detail information to note in
documentation regarding the data source for any data field. Lastly, some
data fields are populated by devices. For example, a blood pressure cuff
may have an interface that automatically is able to populate a field in an
electronic health record database. Again, it is very important to document
if specific medical devices are engineered to auto-populate a data field.
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Thelast key element of the data dictionary to consider is Data Updating.
When we refer back to the Data Source, we consider how often any field is
reviewed or updated. This typically does not refer to how often data from
the source are populated into the database content, but refers to how often
the field itself is reviewed or updated from a database maintenance stand-
point. This becomes particularly important when we talk about upgrading
information technology systems. For example, if a field is primarily popu-
lated from system interfaces from other information technology systems,
then anytime those systems are upgraded that particular field should be
reviewed for any possible changes. An example might be an account num-
ber field. The account number field and an electronic health record may
be set to be a 10-character numeric field. If that field is fed electronically
by a practice management system interface and that practice management
system changes their account number field to an alphanumeric field that is
12 characters in length, then the electronic health record account number
field must be modified. In this case, the data dictionary should indicate that
this field needs to be reviewed upon any system upgrades to the systems
that feed the field through electronic interfaces.

Most often documentation is kept online where someone who is
accessing the data can click and view the data descriptions. Sometimes
this information is kept in a separate electronic document where the
database fields are listed along with their data dictionary meanings. Along
with the meaning for each data field, typically persons who govern or
maintain the data will also document the data type for each field. Data
types include fields that are numeric in nature, alpha text in nature, and/or
alphanumeric, which means that both numbers and text may be used in
the field. Some fields’ data types are highly constrained in the governance
procedures. For example, a field used to document patient gender may be
limited to four or five discrete alpha codes.

Note in Figure 4.1 that the column labeled Variable is the label for data
fields in the database. For example, the Variable Attestation Month may
be alpha or numeric depending upon how the person who designed the
database decided to record that structured data field. Therefore, Attestation
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Figure 4.1. Sample Data Dictionary.

Description
EHER. Cerntification ID A unique ID for different combinations of EHE. products.
Wendor Name MName of EHR vendor

A unique ID for each EHR product. Replaces EHR. Product TD.
EHR Product CHP Id This ID can be used to match to the master CHPL file
(8TG_Certification: Certification ID) located here:
http-//oncchpl force.com/ehrcert 7g=chpl

EHR Product Name MName of EHR product

EHR Product Version “Wersion of EHR product

Complete/Modular. Complete products meet all the Meaningfial
Product Classification Use (ML} requirements. Modular products meet one or more of
the MU requirements but not all.

Ambulatory/Inpatient. Practice setting for which the product was
designed for_

Product Setting

Product Certification The edition that the EHR product was certified to {2011/2014).

Edition Yr
Month in which the attestation was approved successful. May not|
Artestation Month match Program Year or Payment Year due to delays in
processing.
Afttestation Year Year in which the attestation was approved as successful

Business State/Territory |Business location of provider who successfully attested to MU
EP/Heospital. Whether the provider is an eligible professional (EP)
or an eligible hospital (Hospital).

The specialty of the elgible professional who attested (derived
from PECOS).

Program Year Indicates the vear of participation (2011, 2012, 2013__ ).

Indicates the year of participation (1.2.3.4.5__) that matches up to
the Program Year and actual attestation.

The Stage of Meaningful Use that the provider attested to (Stage
1/Stage 2).

Whether the provider attested under the Medicare or
Medicare/Medicaid EHR Incentive Program

Whether (1) or not (0) the provider was scheduled to
demonstrate Stage 2 in Program Year 2014.

Provider Type

Specialty

Payment Year
Provider Stage Number
Program Type
Stage 2 Scheduled 2014

Indicates the MU definition that a provider attesting in Program
Year 2014 reported (2013 = 2013 Objective and Measures; 2014
MU Definition 2014 = 2014 Objectives and Measures). This variable helps identify
providers who used the Flexibilty Rule for MU 2014. This

wrmaintla i amlir s lid Foee attactatinoe i Deameams e 3014

MIU_REPORT Data Dictionary =+

Source: www.healthit.gov

Months in the database may be seen as Jan for January, or 01 for January,
for example. The column Description shows us how the database design-
ers intended the field to be used. In this case, it is the month in which
the healthcare sites’ Meaningful Use attestation was approved. One can
observe how the data field is labeled (in this case Variable) and what it
means (Description) in this data dictionary. It can be assumed that if an
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employee was filling in this field on an electronic data entry screen, the
designers would likely require that the data fields be structured in their data
entry formats. This means that free text information cannot be entered into
the field, but that an employee must pick a month and day of the month
that matches values from January 1 through and including December 31.
A discussion of structured and unstructured data types follows.

As noted, data can be structured or unstructured. When examining
either digital or paper data, it is evident that some data are discrete and
have specific values and meanings. When managing these data in a digital
fashion, the employee can store these discrete data types in databases
and use computer programs to (1) retrieve them and (2) perform basic
computations. For example, if an organization has a defined set of 20
provider office locations, these locations 1-20 may be stored in a database
and discretely described in that database as Location 1, Location 2, and so
forth. When users are filling out online forms that call that data field, they
only have the option to choose one of these 20 discrete locations. This is
an example of structured data that is discrete and can be easily extracted
from the database. Using a program like Excel, a user can then manipulate
extracted data and perform Excel functions that count the number of
patients in each of the 20 locations (Figures 4.2 and 4.3).

Electronic medical records typically show how several data fields (some
numeric, some alphanumeric) are organized in a data entry form to feed a
database and record patient care. The Problem list, Medications, and Aller-
gies sections of the data entry form may all require the user to pick from
lists in order to place a data field on the form. These data lists are stored
in data dictionaries in the computer system behind the scenes and main-
tained by Health Information Management professionals who update their
content as required by the organization. When using this type of system for
data entry, the user is placing problems, medications, and allergies into the
electronic medical record using structured data entry. Therefore, if a physi-
cian wants to add a medication to the patient’s medication list that is not
in the data dictionary, the physician must first notify a governance group
who will review and possibly add that medication to the dictionary so that
it can be used in the electronic medical record.
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Figure 4.2. Sample Data Types.

= customers
FieldName

Bl custno

FName

Name

street

city
state
2p

FirstContact

Lookup Wizard...

Generl[Losia)

Long nteger
Hew Vatues remert

es o Dupicates)

Deseription (Optional]

The data type detrminesthe kind ofvlues
ht uerscon sore i he e, res 1 for
el on st e




Figure 4.3. Sample Structured Data.
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Unstructured data is a term that is used when data are stored in
nondiscrete formats. Examples of unstructured data are text reports
that are stored in a digital database in a form generally called a blob. In
this case, while patient location number 16 might be dictated into the
patient’s operative report, that location is not discretely stored separately
from the operative note text and thus cannot be easily extracted using
standard computer query tools. Radiologic or cardiology wave images are
another example of unstructured data that commonly populate healthcare
environments and digital healthcare systems.

This type of tracking form for a person managing a chronic condition
such as diabetes allows an end user to type in free form comments in areas
such as symptoms or when recording blood sugar values pre-dinner or bed-
time. In this case, the data are highly unstructured and likely allow the user
to type in any values up to a comment field character limit. While this allows
the user great flexibility of expression, it makes the recovery of these data for
analysis extremely difficult using standard information technology tools. In
the example above, a designer might improve the diabetes data entry form
by making some of the key fields for which we want to extract data struc-
tured fields and allow users to input comments into certain other fields.
Whether working with information technology professionals on designing
databases or extracting data for analysis or training end users on how to
use forms, Health Information Management professionals must be mind-
ful whether they are working with unstructured or structured data in the
systems that they support.

The formalization of the relationship between data and information
results in knowledge. Knowledge not only formalizes the display of data
and information but also provides a means of interpreting such data
(Englebardt & Nelson, 2002). Textbooks, manuals, and programs are
common examples of knowledge in action. Therefore, data, information,
and knowledge are interdependent and essential to information science
and technology. Moreover, the Data Information Knowledge (DIK) model
provides a means of gathering, processing, and interpreting information
for the purpose of action and application.
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WORKING EXAMPLES/CASE SCENARIO

You are an HIM analyst in the Ohio office who works for a private health
insurance company provider who offers a Medicare supplement insurance
plan. You are asked to evaluate Medicare members who are admitted
for noncomplicated heart failure. In order to help answer the above
question, the publicly available dataset shown in Figure 4.4 will guide in
the decision-making process.

You have access to view and download data for manipulation and anal-
ysis. With this data in hand you can perform basic statistical analysis such
as using averages, percentages, rankings, and presenting data in order to
transform these data into useful information. For example, using this data
file you can answer the following informational questions:

Question 1: Which providers in your neighboring states of Maryland (MD),
Virginia (VA), and Pennsylvania (PA) cost the Medicare program the most
for members admitted for Acute Myocardial Infarction, Discharged alive w/o
CC/MCC (DRG 282)?

Step 1: Download the data to a CSV or Excel format (Figure 4.5).

Step 2: Add Filters to the columns on top so that you are able to apply
the needed selection criteria (Figure 4.6).

Step 3: Using the filtering option on the Provider States column, the
user could select the states of interest. In the example in Figure 4.7,
the selection should be MD, VA, and PA. Then select the DRG of
interest— DRG 282 only.

Step 4: Finally, locate who the provider was and who received the highest
amount of the Average Medicare Payment, by choosing the highest
amount from the Average Medicare Payment column (Figure 4.8).

Step 5: Compare the following answers:

For MD: JOHNS HOPKINS HOSPITAL had an average Medicare
payment of $10,149.31
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Figure 4.4. Inpatient Prospective Payment System Summary FY 2011.
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Figure 4.5. Sample Data Set Exported to a Spreadsheet.
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Figure 4.6. Inpatient Prospective Payment Data Sorted by DRG.
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Figure 4.7. Inpatient Prospective Payment Data Sorted by the Desired States.
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Figure 4.8. Inpatient Prospective Payment Filtered by DRG Definition.
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For VA: UNIVERSITY OF VIRGINIA MEDICAL CENTER had an
average Medicare payment of $6,091.64

For PA: HAHNEMANN UNIVERSITY HOSPITAL had an average
Medicare payment of $7,446.45

From the data above, the conclusion is that Maryland had the
highest average Medicare Payment followed by Pennsylvania and
Virginia (Figure 4.9).

Question 2: How does the average Medicare expenditure for these members
in these states compare to the average expenditure for DRG 282 in your state
of Ohio?

Step 1: Proceed in answering this question with the same methodology
used in Question 1 with the addition of reviewing the state of Ohio
(OH). The average Medicare Payment for OH was $6,190.11.

Step 2: Another quick and easy visualization of the data may be to
include a graphical format (Figure 4.10).

These questions show how one can identify and download data fields
and manipulate those fields using straightforward computations in order
to address business knowledge questions. Discrete or structured data can
be downloaded and manipulated very easily for analysis. When one ana-
lyzes structured data by doing a Measure of Central Tendency (Average
Computation) and graph that data, this is transforming those data into use-
tul information. Furthermore, applying one’s experience and insight turns
information into knowledge, as discussed in informatics theories. In this
example, we see that Maryland has a higher average Medicare payment
for this DRG than its neighboring states, including the state of interest:
Ohio. Armed with this information, one begins to examine why this is the
case and then do additional research on these states and their patient pop-
ulations. One role of the Health Information Management professionals
is to manage, analyze, and present these kinds of data forming valuable
knowledge for decision makers in the healthcare industry.
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Figure 4.9. Sample Screenshot Depicting the Highest Average Medicare Payment for the State of PA.
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Figure 4.10. Average Medicare Payments for Maryland,
Pennsylvania, Virginia, and Ohio.
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Discussion

It is important for a Health Information Management professional working
in a healthcare setting to accurately identify and apply the correct use
of data governance principles depending on the task at hand. With the
evolvement of healthcare data in multitudes of different systems, having
established data management policies and protocols would support the
decision-making capabilities.

Basic principles of data management are critical in the maintenance of
complex data assets such as clinical and administrative platforms. These
include the need to accurately design and update data dictionaries and the
need to promote the use of structured data in key areas of electronic records
that are used for clinical and administrative analytics. Health Information
Management professionals are skilled in understanding the data and
the implications of data quality and data integrity in healthcare settings.
Utilizing effective collaboration and communication skills, HIM profes-
sionals have an imperative to work with technology, finance, and operations
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colleagues to ensure that data assets are maintained effectively. Further-
more, while some aspects of health data governance are managed at the
leadership and policy levels within an organization, there is a day-to-day
operational practicality to ensuring that appropriate stakeholders are
engaged in the maintenance of data assets to ensure viable organizational
decision making. HIM professionals have the means and opportunity
to ensure that data governance policies are executed in a timely and
consistent manner in all facets of healthcare delivery.
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CHAPTER 5

Health Law, Data
Privacy and Security,
~raud, and Abuse

Dorinda M. Sattler

he dynamic state of the healthcare industry related to technological

advances in both the delivery and documentation of care has
resulted in an increasingly complex maze of legal requirements that the
HIM professional must navigate. The evolution of patient autonomy,
the emergence of the Internet, and mounting legal claims related to or
requesting the use of health information require preemptive practices to
ensure patient rights are afforded, organizational liability is minimized,
and legal obligations are met.

Nearly every area of HIM practice and every area of the health record
are at risk. Other chapters of this book provide information on regula-
tions and requirements for certain areas of HIM practice. This chapter will
focus on access, use, disclosure, privacy, and security of health information.
Additionally, the issue of fraud and abuse will be discussed.

105



THE U.S. LEGAL SYSTEM

Classifications of Law

The law can be classified in different ways. One way is into the two broad
categories of public law and private law (Figure 5.1). Public law is con-
cerned with the relationships between the government and individuals, and
the relationship between individuals that is of particular concern to soci-
ety. Public law includes criminal law, constitutional law, and administrative
law. Criminal law addresses behavior or actions (crimes) that go against the
good of society. Constitutional law, collectively, is the set of standards by
which an entity, such as a nation or state, is governed. In addition to set-
ting out the form of government, it also includes a listing of basic rights
of the citizens. Administrative law gives certain powers to administrative
agencies of the executive branch of government to carry out the intent of
various statutes (Brodnik, 2012).

Private law includes contract law and tort law. Contract law is con-
cerned with agreements between parties where a party has promised to
do or not to do something in exchange for some consideration. A cause
of action (claim) related to contract law typically alleges breach of contract.

Figure 5.1. Distinctions Between Public Law and Private Law.

Criminal
Public

Constitutional

Contract

Private Property
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Tort law deals with disputes between parties where one party believes
they have been wronged by the other party or parties. Tort law is further
divided into intentional and nonintentional torts. There are several causes
of action related to tort law in healthcare cases. These claims typically allege
negligence/malpractice, assault and battery, defamation, invasion of pri-
vacy, or medical abandonment. These claims, along with breach of contract,
will be discussed in more detail later in this chapter.

In tort law, as well as contract law, the parties to the lawsuit can be
individuals, as in cases between physicians and patients; or individuals and
companies, as in cases involving patients and hospitals. Both parties may
also be companies, as in cases between hospitals and vendors.

Law can also be broadly categorized into criminal law or civil law.
Criminal law is where the government is a party prosecuting an individual
who is accused of violating a criminal statute or regulation (Brodnik, 2012).
The penalties for violating criminal law include imprisonment and/or fines.
Civil law, on the other hand, deals with disputes between private parties
(individuals or businesses) where one party asserts they have been wronged
by the other party, but where no law may necessarily have been broken
(Showalter, 2007). The losing party in a civil case cannot be imprisoned,
but may be assessed monetary damages or may be compelled to perform a
particular action or to refrain from performing a particular action.

It is possible, based on the fact pattern of the case, for a single violation
to span more than one type or classification of law.

SOURCES OF LAW

Laws originate from a variety of sources (McWay, 2015). These sources are
from the Constitution, statutes, administrative agencies, and court deci-
sions. The management of health information may be subject to laws from
any of the sources discussed hereafter.

Constitutions lay out the power and authority that governments are
given (Brodnik, 2012). In the United States, there is a federal constitution
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and there are state constitutions. The federal constitution, or Constitution
of the United States, is the “supreme law of the land,” meaning all other laws
of the land must not violate any provision of it (Carroll & Nakamura, 2011).

The U.S. Constitution has established a “checks and balances” system
by creating three branches of government: The legislative branch, the exec-
utive branch, and the judicial branch. The constitution also sets limits on
government to protect the rights of citizens.

Statutory law is another source of law. Statutes are laws written by
the legislative branches of the state and federal governments. These laws
become effective once signed by the governor or president, respectively
(McWay, 2015). An example of a state statute is Indiana’s statute on reten-
tion of health records (IC 16-39, 2015). The Health Insurance Portability
and Accountability Act (HIPAA) is an example of a federal statute.

Administrative law is a source of law that comes from the executive
branch of government. The executive branch is assigned the responsibil-
ity of enforcing laws created by the legislative branch of government. This
enforcement responsibility is carried out by the creation of administrative
or regulatory agencies of the executive branch. To provide subject matter
expertise to statutes or laws of a particularly technical or complex nature,
the legislature will empower a regulatory or administrative agency to create
and enforce rules and regulations to carry out the intent of certain statutes
or laws (Sayles, 2013). The Department of Health and Human Services is
one such regulatory agency.

Another source of law is common law, also known as “judge-made law”
or “case law.” Common law comes from the judicial branch of government.
As court cases are decided, these decisions form laws that confirm, clarify,
revise, or strike down prior court decisions or statutory laws. The constitu-
tionality of a law is decided in a state’s supreme court or in the U.S. Supreme
Court.

The U.S. Court System and the Legal Process

Legal disputes are typically resolved in the U.S. court system. The U.S. court
system is comprised of the federal court system, the court system of each
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state, and the court systems of the District of Columbia and U.S. territories.
The federal court system and most state court systems are similar in their
structure in that they employ a three-tiered structure. The lowest structure
consists of the trial, or district, courts. The next tier consists of the appellate
courts. The highest tier is the Supreme Court (Showalter, 2007).

The Legal Process

Regardless of the type of law involved in a case or lawsuit, there are a
number of legal procedures that must be worked through to get to a final
resolution. Collectively, these legal procedures are referred to as the legal
process. The legal process may differ between federal and state courts and
also from state to state. The legal process also differs somewhat between
criminal and civil cases. Because most healthcare-related legal cases are in
the form of civil lawsuits, the legal process of a civil suit will be discussed.
The HIM professional should have a working grasp of the legal process
of their state as he or she may be involved in assisting defense counsel at
any one or more steps of the process, from gathering and releasing health
information to testifying at a deposition or a trial.

The party who initiates a lawsuit is called the plaintiff. Who the law-
suit is against, in other words the party being sued, is called the defendant.
To begin the legal process, the plaintift files a complaint with the court.
The complaint is a written document that identifies the defendant, out-
lines the nature of the complaint, and specifies the amount of damages or
the remedy being sought (Showalter, 2007). The complaint, along with a
summons, is then served upon the defendant. The summons is a notifica-
tion to the defendant that they are being sued and it informs the defendant
that they have a specific number of days to respond to the complaint. The
summons also notifies the defendant that failure to respond in the specified
time period will result in a default judgment against the defendant.

The next stage of the legal process is the defendant’s response to the
complaint. This response is called the answer. The defendant may answer in
one of four ways: denying the allegations in the complaint, admitting to the
allegations, pleading ignorance to the allegations or by filing a counterclaim
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against the plaintiff by filing a complaint (Sayles, 2013). In addition to the
answer, the defendant may file any number of motions to keep the case from
going to trial (McWay, 2015).

The following stage is the discovery phase. During this phase, both the
defendant and plaintiff attempt to gather facts and information about the
case to prepare for trail. Additionally, each side attempts to gain an under-
standing of the strength of the opposing side’s case (Sayles, 2013). Several
different discovery tools are utilized to achieve this aim. These tools include
(McWay, 2015):

* Depositions

* Interrogatories

* Production of documents

* Physical/mental examination

* Requests for admissions

A deposition is a common and effective discovery tool where an indi-
vidual, known as a witness, is commanded via subpoena to testify under
oath. The deposition takes place outside of the courtroom, in the pres-
ence of a court reporter who transcribes the oral testimony. The witness
answers questions about the case from both the plaintiff and defense attor-
neys. The transcript may be used later at trial if the witness is unable to
appear or if their testimony at trial differs from their deposition. Informa-
tion gained from the deposition is also used to prepare for trial (Showalter,
2007). HIM professionals are frequently deposed to testify to the authen-
ticity of health records and to testify about any policies and procedures
surrounding health information management practices and documenta-
tion practices of the facility or provider involved in the case. Health records
and other facility or provider information are typically subpoenaed during
discovery.

Another method of discovery is the written interrogatories. Written
interrogatories contain questions presented to a party or witness in an effort
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to gain information about the case. At times, the interrogatories may exceed
the bounds of reasonableness and the answering party has a right to object
to answering certain questions (Carroll & Troyer, 2011). With this in mind,
the HIM professional should consult legal counsel before answering written
interrogatories.

A third method of discovery, production of documents, is of particular
relevance to HIM professionals. The production of documents is a discov-
ery tool where a party requests to inspect or copy documents or inspect
other physical evidence in possession of the opposing party. The request
for documents or physical evidence is communicated via a subpoena duces
tecum. The subpoena duces tecum, meaning “bring with you under penalty”
requires an individual to produce the requested document or other physi-
cal evidence at a particular place and time. In healthcare-related lawsuits,
patients’ health records are frequently requested via a subpoena or sub-
poena duces tecum. The HIM professional is most often the individual
to whom a subpoena for health records is directed. As a result, the HIM
professional must be able to recognize whether a subpoena is valid or not,
and also know how to respond to subpoenas.

The fourth method of discovery is the physical or mental examination.
A party may resort to this method of discovery when the physical or mental
condition of a party to the lawsuit is at issue and good cause has been shown
for the examination (Showalter, 2007).

The fifth and final method of discovery is the requests for admissions.
Similar to the written interrogatories, the requests for admissions ask a
series of questions. However, the purpose of the questions is not for gath-
ering information, but to agree to certain facts of the case. If both parties
agree to certain facts, time and expenses are saved by not having to present
unnecessary proof at trial concerning the subject matter of the admissions
(McWay, 2015). Again, legal counsel should be consulted if the HIM
professional receives a request for admissions.

An emerging facet of the discovery phase of the legal process is
e-Discovery. The Health Information Technology for Economic and
Clinical Health (HITECH) Act of 2009 created monetary incentives for
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increased health information technology use. As a result, electronic health
records (EHRs) are becoming more prevalent in healthcare facilities and
practices. Because the type, detail, and volume of available data are greater
than that found in the traditional paper medical record, plaintiff attorneys
are now requesting this electronic data as part of their discovery process
(Carroll & Nakamura, 2011). As plaintift attorneys become increasingly
savvy regarding the EHR and the various electronic and digital systems
that feed into it, their discovery requests are expanding beyond that of
the traditional health record to include electronically stored information
(ESI) from:

* E-mails, voicemails, and webpages

* Medical devices such as smart pumps, biometric monitors, and
anti-wandering systems

* Ancillary systems such as laboratory, diagnostic imaging, and phar-
macy systems

* Administrative systems such as employee time clock/badge access
systems, security camera images, and policy/procedure management
systems.

* Alternative storage devices such as magnetic discs, laptops, and flash
drives

The Federal Rules of Trial Procedure and many state court rules of trial
procedure now recognize the existence of ESI and have incorporated rules
to address how ESI may be produced in response to discovery requests
(McWay, 2015).

In light of the variety of sources of information and the variety of
methods of storing and retaining this information, the need for HIM
professionals to champion information governance in their facilities
cannot be overemphasized. Without an effective information governance
structure, appropriate and efficient response to discovery and e-Discovery
requests becomes increasingly difficult. Incomplete response to discovery
requests and e-Discovery requests can lead to court-ordered sanctions
against the noncompliant party.
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THEORIES OF LIABILITY

Liability generally means there exists a legal obligation or responsibility
(amount owed) that one party in a lawsuit may owe to another party in
the lawsuit (Brodnik, 2012). Theories of liability in healthcare lawsuits
generally fall into one of three areas: breach of contract, negligent torts,
and intentional torts (McWay, 2015). In health care, for a legal obligation
or responsibility to exist there must be a relationship, most notably the
physician-patient relationship or hospital-patient relationship. Other
provider-patient relationships exist as well. These relationships are cre-
ated by either an implied contract, which is based on behaviors of the
involved parties, or by an express contract, which is a verbal or written
agreement.

Depending upon the claims made in a lawsuit, the HIM professional
may be called to testify regarding matters of policy and procedure as
they relate to the claim. Additionally, she may be required to produce
documents, typically in the form of copies of health records, as evidence
in support of or to dispute the claim. As a result, the HIM professional
should be aware of the types of liability that underlie lawsuits in the
healthcare field.

Breach of Contract

Among other things, a valid contract, whether express or implied, must
exist for a plaintiff to prevail in a breach of contract claim. For a contract to
exist, the following legal essentials must be included:

* The parties to the contract are legally competent.

* There is a “meeting of the minds” between the parties where one party
makes an offer and the other party accepts that offer.

* Consideration (money, labor, or some other object) is promised to be
given in exchange for the object or service of the contract.

* The purpose or object of the contract is legal (Carroll & Nakamura ,
2011; Showalter, 2007).
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A typical contract in health care begins when a competent adult
contacts a physicians office for an appointment. By requesting the
appointment, the patient is implying that he will pay (consideration) for
the services received from the physician (the offer). By scheduling the
appointment for the patient, the physician’s office has accepted the patient’s
offer. A similar contract is created when a patient presents to a hospital
for treatment and the hospital provides the treatment. While there is no
written contract of these relationships, a contract is implied by the actions
of the parties.

Violation of any one or more terms of a contract may give rise
to a breach of contract cause of action (claim). In the case of the
physician-patient relationship, a physician who fails to treat a patient with
whom he has established a relationship with or a physician who promises
a particular outcome of treatment that does not materialize may be found
liable for breach of contract.

Patients may not always be a party in a healthcare breach of contract
claim. Physicians, hospitals, and other healthcare providers may enter into
contracts with a variety of vendors. For instance, a physician practice may
contract with a vendor for the purchase, implementation, and training of
a new EHR system. If either party fails to uphold the terms of the con-
tract (the physician practice fails to pay or the vendor fails to provide the
training), the other party may be sued for breach of contract. HIM direc-
tors frequently enter into contracts with HIM-related product or service
vendors. To avoid breaches of contract, the HIM professional should under-
stand the components of the contract and receive the approval of facility
administration and/or legal counsel prior to signing it.

Negligent Torts

As discussed earlier, tort law deals with claims where one party asserts
another party has wronged him. Parties can allege the wrongdoing was
intentional (the party intended to do wrong) or unintentional (the party
did not intend to do wrong). Negligence is considered an unintentional tort
and refers to someone doing something (an act) that another reasonably
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prudent person would not do in a similar situation, or failing to do
something (an omission) that another reasonably prudent person would
do in the same situation.

Negligence is the most common type of liability case that healthcare
organizations face (Showalter, 2007). A negligent act or omission by a pro-
fessional is considered malpractice. When malpractice is alleged against a
medical professional for negligent patient treatment, it is deemed medical
malpractice.

Medical malpractice generally involves the failing of a physician (or
other medical professional) to follow a standard of care that results in harm
to the patient (McWay, 2015). Four elements must be proven by the plaintiff
for a medical malpractice claim to be successful:

1. Duty of care
2. Breach of the duty of care
3. Injury

4. Causation between the breach and the injury

The first element, the duty of care, must prove that a relationship existed
between the medical professional and the patient at the time of the alleged
wrongdoing. Inherent in this relationship is the requirement by the profes-
sional to meet a particular standard of care.

Whether or not there was a breach of the duty of care, the second ele-
ment to be proven, is determined first by proving what the standard of care
was and second by proving whether or not the medical professional met
that standard of care. The standard of care is defined as what an individ-
ual is expected to do or not do in a given situation and is established by
professional associations, by statute or regulation, or by practice (LaTour,
2013). Both sides call expert witnesses to testify regarding the standard of
care and if it was met or not. Documentation in the health record may be
used to assist in proving or disproving if the standard of care was met.

The third element to be proven in a medical malpractice claim is that of
injury. Without harm or injury, there is no liability (Pozgar, 2007). Injury
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may be classified as economic or noneconomic. Economic injury includes
monetary loss due to medical expenses incurred or loss of income experi-
enced as a result of the injury. Noneconomic injury relates to a plaintift’s
pain and suffering, emotional distress, or loss of consortium as a result of
the injury. Actual and potential future loss may be considered. Both injury
types are typically compensated monetarily.

This element may also be referred to as damages that are sustained as a
result of the injury. The compensation for injury, assuming a verdict in the
plaintiff’s favor, is also referred to as damages.

The fourth element to be proven is causation. While a patient may
very well have sustained an injury, the injury for which they seek dam-
ages must be a proximate, or direct result of the medical professional’s
negligence. In other words, the medical professional’s negligence must
have been found to cause the plaintift’s injury. If the injury was not
caused by alleged negligence, the medical professional cannot be held
liable. Causation can be difficult to prove in medical malpractice cases
as all or part of the plaintift’s injury may be the result of other factors
that were not reasonably foreseeable to cause injury (McWay, 2015;
Pozgar, 2007).

Another form or theory of negligence is res ipsa loquitor, which means
“the thing speaks for itself.” Contrary to traditional negligence where the
plaintiff must prove that negligence occurred, res ipsa loquitor requires
the defendant to prove that negligence did not occur. The reason for this is
that under the theory of res ipsa loquitor, it is assumed the injury could not
have happened had it not been for negligence. Additionally, while typical
negligence cases require expert witnesses to testify to the standard of care,
expert witnesses are not necessary in res ipsa cases because the inference
of negligence is obvious (Pozgar, 2007). For this claim to be successful, the
patient must prove:

* The injury would not normally occur without negligence

* The medical professional had exclusive control over the instrument or
cause of injury

* The patient did not contribute to the injury
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A classic example where res ipsa loquitor would apply is when an object
such as a sponge or scalpel is unintentionally left in a patient after surgery.
It is generally obvious to nonmedical professionals that sponges or scalpels
should not be left inside patients after surgery. The surgeon or surgical staff
would have had exclusive control over the sponges and scalpel and as the
patient was under anesthesia, he could not have contributed to the event of
the sponge or scalpel being left inside.

Inherent in the physician-patient relationship is the trust that the
information shared will not be inappropriately disclosed. Breach of confi-
dentiality is an unintentional tort that has been redefined by HITECH as
“the unauthorized acquisition, access, use or disclosure of protected health
information which compromises the security or privacy of such informa-
tion, except where an unauthorized person to whom such information is
disclosed would not reasonably have been able to retain such information”
(McWay, 2015).

Duty to warn is another theory of negligence. This theory typically
applies to psychiatrists and psychologists, but depending on state statute,
may apply to other mental health professionals as well (Carroll & Naka-
mura, 2011). Once the professional reasonably believes that his client may
harm himself or a third party, the professional has a duty to warn authorities
and the third party of the potential danger.

The duty to warn arose from the landmark case of Tarasoff v. Regents
of University of California. In Tarasoff, a patient told his therapist that he
wanted to kill his girlfriend, Tatiana Tarasoff. The therapist did not warn
Ms. Tarasoft and she was ultimately killed by the patient (Brodnik, 2012).
The California Supreme Court held that “a psychotherapist treating a men-
tally ill patient has a duty to use reasonable care to give threatened persons
such warnings as are essential to avert foreseeable danger arising from his
patient’s condition or treatment” (Carroll & Nakamura, 2011). The impli-
cations of Tarasoff with regard to release of health information will be dis-
cussed later in this chapter.

Just as individual medical professionals who owe a duty of care to
patients can be held liable for negligent acts or omissions, healthcare
corporations may also be held liable under the doctrine of corporate
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negligence. A hospital or other healthcare entity may be held liable under
this doctrine if it fails to meet the standard of care for its patients (Pozgar,
2007). Hospitals have a duty to ensure the safety and well-being of their
patients while in the hospital (Carroll & Nakamura, 2011). This duty is
met by:

* Maintaining safe and adequate facilities and equipment
* Selecting and retaining competent medical professionals
* Overseeing the work of the medical professionals, and

* Formulating, adopting and enforcing rules and policies that ensure
quality care for all patients (Brodnik, 2012).

Healthcare employers can be liable for the negligent acts of their
employees. Respondeat superior (Latin for “let the master answer”), also
known as vicarious liability (Brodnik, 2012), means that an employer is
liable for the negligent acts or omissions of its employees. For the doctrine
of respondeat superior to apply and for the employer to be held vicariously
liable for the employee’s acts, the following must be established:

* A wrongful act was committed.

* An employer/employee relationship existed at the time the wrongful
act was committed.

* The wrongful act was committed within the scope of the employee’s
duties.

Within the healthcare context, acts by employees for which an
employer may be held vicariously liable under the doctrine of respondeat
superior include when a nurse gives a patient the wrong medication or
when an HIM professional inappropriately releases health information.

Intentional Torts

Unlike the previously discussed torts where negligent, unintentional
acts give rise to the lawsuit, intentional torts involve the commission of
deliberate or intentional acts. While intentional torts are less common,
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they do occur in health care in the form of assault, battery, defamation,
invasion of privacy, medical abandonment, and false imprisonment,
among others (McWay, 2015; Brodnik, 2012).

Assault and battery are frequently referred to together but are actu-
ally two separate torts (McWay, 2015). Assault involves the fear of being
touched in a manner that is without consent and would be insulting, pro-
voking, or physically harmful (Showalter, 2007). The actual touching, as
just described, constitutes battery. An example of assault would be where a
nurse aide tells a patient that he will slap her if she does not stop calling for
him to take her to the bathroom. If the nurse aide carries out his threat and
actually slaps the patient, then he has committed a battery.

The most common claims of battery against healthcare providers result
from procedures being performed on patients without the proper consent
(Pozgar, 2007). A competent patient has the right to refuse medical care,
even if it is in his or her own best interest. Unless the procedure was per-
formed under an emergency situation where the patient was unable to give
consent, the patient may recover damages (McWay, 2015).

Courts have determined there is an implied right to privacy in the Con-
stitution. When that right has been violated it is called Invasion of Privacy.
The intentional tort of invasion of privacy occurs when there has been:

* An intentional invasion of a person’s privacy

* The appropriation of a person’s name or likeness without permission

* The unwarranted publication of information about an individuals
private facts and are not a matter of legitimate public concern, or

* Some form of publicity that paints the individual in a false light
(Calvi & Coleman, 2008)

Absent the patient’s consent, the following healthcare examples of
invasion of privacy include:

* Publishing “before and after” photographs of a patient

* Discussing a patient’s condition with the news media or on social
media
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+ Usinga patient’s likeness or quote from a survey response for marketing
purposes

The right to privacy is not absolute, however. Occasions where
the good of society outweighs the individual’s right to privacy include
instances where there is a duty to warn or where law requires the reporting
of specific information, such as that concerning communicable disease, to
government entities like the Centers for Disease Control (CDC) or a state’s
department of health.

The US. Constitution provides the right of freedom to move
about freely (Calvi & Coleman, 2008). False imprisonment is the unlawful
restraint of an individual’s personal liberty or the unlawful restraint or con-
finement of an individual (Pozgar, 2007). Many false imprisonment claims
arise from patients being admitted to a psychiatric hospital against their
will (Showalter, 2007) or restrained physically or chemically against
their will.

As with privacy, the right to freely move about is not without exception.
Individuals who present a danger to themselves or others may be involun-
tarily committed to a psychiatric hospital or restrained against their will.

The health record may be subpoenaed as evidence to substantiate or
dispute any of the aforementioned claims. The successful prosecution of or
defense against these claims may hinge significantly on the completeness
of the health record and the accuracy of the documentation within it.

LEGAL REQUIREMENTS AFFECTING HEALTH INFORMATION
MANAGEMENT

Ownership of Health Information

Before any area of HIM legal responsibility can be discussed, the question
of “who owns the record” must be answered. The widely accepted rule in
the United States is: The health record, as a medium, is owned by the health-
care provider, with the patient possessing a right or interest in the health
information contained in it (McWay, 2015).
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Many state statutes have specified that the healthcare facility owns its
medical records, with some adding that patients have a right to access their
medical information contained within the record (Tomes, 1990). Licens-
ing regulations and case law have also established facility ownership and
patient right of access (McWay, 2015).

In 1996, the Privacy Rule of the Health Insurance Portability and
Accountability Act (HIPAA), a federal law, provided the first national
standard establishing patients’ rights to their health information (45 CFR
164.524, 1996). Although not expressly stated, HIPAA is written in such a
manner where ownership by the healthcare entity is inferred.

HIPAA: A Primer

To expedite discussion of the various legal requirements of HIM, a cursory
introduction to privacy legislation and HIPAA is in order.

Before HIPAA, a variety of federal and state statutes, regulations, and
accreditation standards were relied upon as the authority for access to
and protection of health information. In addition to various state statutes,
federal laws addressing privacy and access to health information included
the Freedom of Information Act of 1967; the Comprehensive Alcohol
Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act of
1970; the Drug Abuse Prevention, Treatment, and Rehabilitation Act
of 1972; the Privacy Act of 1974; and the Medicare Conditions of Partic-
ipation (Brodnik, Rinehart-Thompson, & Reynolds, 2012). Even though
a number of laws addressing healthcare privacy were in effect prior to
HIPAA, their limited scope relative to the providers and patients affected
left the United States without universal privacy legislation that applied to
all providers and all patients.

The Health Insurance Portability and Accountability Act was enacted
by Congress and signed into law by President Clinton in 1996. Commonly
referred to as “HIPAA,” the Act is most often associated with the privacy
and security of health information. However, HIPAA is comprised of five
distinct titles (Titles I through Title V) that, in addition to protecting
privacy and security of health information, provides for continuation of
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health insurance after a change or loss of employment, provides certain
tax deductions for medical insurance, establishes requirements for group
health plans, and prohibits certain tax deductions for employers with
respect to company-owned life insurance (Pub.L 104-191).

Title IT of HIPAA required the Department of Health and Human
Services (HHS) to adopt national standards for health information privacy
and security. As a result, HHS created the HIPAA Privacy Rule and
Security Rule. The privacy rule established standards for patient rights
to their health information, and established a national floor of privacy
for protected health information (PHI), regardless of its format: oral,
written, electronic, or otherwise. The security rule defines measures for
protecting electronic protected health information (ePHI), but provides
flexibility to encourage the use of technologies in health care.

Pertinent definitions and acronyms of HIPAA include:

* Protected Health Information (PHI): All individually identifiable
information, whether oral or recorded in any form or medium, which
is created or received by a healthcare provider or any other entity
subject to HIPAA requirements.

* Notice of Privacy Practices (NPP): A document required to be
provided to patients by most CEs that explains how the CE may use
and disclose PHI. The document further explains the patient’s rights
and the CE’s obligations regarding their PHI. Some of the patient’s
rights related to their PHI include accessing the information, limiting
disclosure, amending information, and choosing alternative means of
communication.

* Covered Entity (CE): Health plans, healthcare clearinghouses, and any
healthcare provider who transmits specific health information in elec-
tronic form. CEs must comply with HIPAA requirements.

* Business Associate (BA): An individual or group who is not a
member of a covered entity’s workforce but who helps the covered
entity in the performance of various functions involving the use or

122 Health Information Management



disclosure of patient-identifiable information. Common BAs include
document storage and shredding companies, billing companies, and
consultants.

Business Associate Agreement (BAA): A written and signed contract
that allows CEs to lawfully disclose PHI to BAs, provided that the BA
agrees to abide by the provider’s requirements to protect the informa-
tion’s security and confidentiality.

Privacy Rule: Standards for Privacy of Individually Identifiable Health
Information. Federal regulations created to implement the privacy
requirements under HIPAA (U.S. Department of Health and Human
Services, n.d.). The privacy rules covers PHI in any form, including
but not limited to PHI that is oral, written, or electronic.

Security Rule: Security Standards for the Protection of Electronic Pro-
tected Health Information. Federal regulations created under HIPAA
to protect individuals™ electronic personal health information that is
created, received, used, or maintained by a covered entity (U.S. Depart-
ment of Health and Human Services, n.d.). The security rule applies to
electronic PHI.

Treatment, payment, and operations (TPO): Functions defined in the
Privacy Rule that are necessary for the healthcare entity to function:

* Treatment: activities related to the provision of care

* Payment: activities related to billing, claims management, medical
necessity review, among others

* Operations: quality assessment and management, case management,
insurance contracting, legal and auditing functions, to name a few
(Brodnik, 2012)

In law, a statute at the federal level typically supersedes or preempts

similar laws at the state level. That is to say that higher law (federal)

takes the place of a lower (state) law. This is not entirely the case with

HIPAA, because it is intended to be a minimum standard. To ensure it as a
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minimum standard, the Privacy Rule of HIPAA includes exceptions where
state laws would apply rather than HIPAA. These exceptions include if the
state law:

* Relates to the privacy of individually identifiable health information
and provides greater privacy protections or privacy rights with respect
to such information

* Provides for the reporting of disease or injury, child abuse, birth, or
death, or for public health surveillance, investigation, or intervention

* Requires certain health plan reporting, such as for management
of financial audits. In these circumstances, a covered entity is not
required to comply with a contrary provision of the Privacy Rule (45
CFR 160.201-205, 1996)

As a result, the HIM professional must perform a preemption analysis.
The purpose of this analysis is to compare HIPAA requirements with appli-
cable state statutes or regulations to determine which standard should be
followed. As indicated above, if state law provides for mandatory report-
ing or if state law provides greater protection of the information or affords
greater access by the patient, then state law would be followed. Legal coun-
sel should be consulted when any preemption is not readily identifiable.
This analysis would then provide the basis for HIM policies and proce-
dures related to patient access, release of information, and state-mandated
reporting requirements.

Privacy, Confidentiality, and Security

The provider/patient relationship requires a level of trust that the health
information shared by the patient with his physician will be kept in
confidence. The quality of care provided is dependent upon accurate and
complete information provided by the patient. When patients do not
trust that their information will be kept confidential, or if they feel their
information is not secure, they may fail to divulge important aspects of
their health status or history, which in turn could compromise their care.
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The foremost responsibility of the HIM professional is to protect the
information that is provided by patients and documented and held by
providers. To meet this responsibility, HIM professionals must establish
policies and procedures that protect information from inappropriate
access, use, and disclosure, while at the same time ensuring compliance
with the many legal standards that apply.

Privacy, confidentiality, and security are often used interchangeably. In
the context of health care, the following definitions apply:

* Privacy is the right to control the disclosure of personal information
(Brodnik, 2012).

* Confidentiality is the obligation to protect a patient’s health and other
personal information from unauthorized use or disclosure (Brodnik,
2012).

* Security is the means to control access and protect information from
accidental or intentional disclosure to unauthorized persons and from
unauthorized alteration, destruction, or loss (LaTour, 2013).

As stated earlier in this chapter, privacy and confidentiality are not
absolute. For a healthcare entity to function, it must be able to access and
use health information for TPO. There are situations, discussed later in this
chapter, where information is required by law to be shared with certain gov-
ernment entities. The challenge for the HIM professional is to have policies
and procedures in place that protect the information to the extent required
and to ensure that sharing of the information is within the confines of the
regulatory or accreditation requirements to which the facility is subject.

Access, Use, and Disclosure

Access, use, and disclosure of health information are complex areas of
health information management due to the multiple uses, multiple users,
and multiple laws that apply to it. The HIPAA privacy rule specifically sets
limits and conditions on the uses and disclosures that may be made of
such information without patient authorization (DHHS, n.d.).
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In addition to the responsibility for developing policies and procedures
that satisfy legal and regulatory requirements while at the same time pro-
tecting the information from inappropriate access, use, or disclosure, the
HIM professional must keep current on all the requirements and standards
related to these often-confused terms.

As defined by HIPAA, access is the right of an individual to inspect
or obtain a copy of their health information. Prior to HIPAA, this right
may have been afforded by state statute or other federal regulation. The
implementation of the HITECH Act of 2009 recognized the growth of
EHRs in the healthcare industry and strengthened HIPAA by including
a requirement for healthcare providers to give patients, if they requested,
electronic copies of their PHI. In response to this HITECH provision,
American Health Information Management Association (AHIMA) CEO
Lynne Thomas Gordon stated, “Increased access to health information
empowers patients to play a more active role in managing their own
health care” (AHIMA, 2013). Regardless of the medium on which the
patient’s information is stored, the right to access usually follows that of
their ability or right to consent: If the patient is competent to consent to
their own health care, they have a right to access their PHI and maintain
control of it.

Patients may delegate this right to another individual, who would then
be considered the patient’s personal representative under HIPAA. The right
may be automatically delegated in cases of patient incompetence, such as
age (being a minor) or condition (having dementia). The states typically
determine the types of individuals or entities who may be personal rep-
resentatives or authorized decision makers for incompetent patients. The
right may also be adjudicated through legal proceedings, such as by assign-
ing guardianships or appointing advocates for patients.

Having a right to access one’s PHI does not mean that the access is
unconditional. Access may be denied if it is determined that the informa-
tion would be harmful to the patient or others. Here again, states typically
define the instances where access may be denied. HIPAA also defines when
a CE may deny access.
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HIM policies and procedures should address how patients are provided
access to and given copies of their records. CEs with EHRs must provide
the requested PHI electronically if so requested. If the patient or personal
representative requests and is permitted to access and inspect the record,
the access should not be unfettered. The patient or personal representa-
tive’s identity should be verified. To ensure the integrity of the record is not
compromised, meaning that it is not altered or tampered with in any way;,
inspection of the paper or electronic health record by the patient should
be monitored. A private area for the patient to view their PHI should be
established and personnel should be present to monitor the access and to
answer any questions about the contents of the record. It should also be
noted that HIM personnel should not offer to translate medical informa-
tion or offer medical advice, but instead should encourage the patient to
discuss questions related to their diagnosis and treatment with their health-
care provider.

Individuals other than the patient or their representative may have
access to health information. Individuals involved in the care and treat-
ment of the patient and individuals involved in the business functions of
the healthcare provider also have access. HIPAA identifies the conditions
where access by individuals is related to TPO. Access is restricted to
that which is considered to be minimally necessary to carry out the
intended purpose and to only the appropriate individuals. In the case of an
electronic record, access controls should be established to limit the types
of records and the content that may be accessed based on the position or
role of particular staff members.

Use is defined by HIPAA as the internal sharing, employment, applica-
tion, utilization, examination, or analysis of information within an entity
that maintains such information (45 CFR 160.103). Use of PHI does not
require an authorization by the patient if the use is for the healthcare func-
tions of TPO. Use that falls within the function of treatment most often
occurs in the delivery of patient care, such as when a patient’s health infor-
mation is accessed by a physician to review information and decide upon
a course of treatment. For payment, a coder would access the health record
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to use the information in the record to assign an ICD-10 code as part of
the reimbursement process. Reviewing a patient record to determine the
quality of services provided or to send marketing information specific to
the patient’s diagnosis would be considered to fall within the function of
healthcare operations.

Disclosure, in the context of health information management, is the
release of confidential information about an identifiable person to another
person or entity (LaTour, 2013). Common disclosures performed by
a healthcare provider’s release of information department or specialist
include releasing PHI to attorneys for use in litigation, to insurance
companies for payment or insurance coverage determination, to accredi-
tation bodies or health oversight agencies for quality review or complaint
investigations, and to government agencies such as a coroner for death
investigations or a state department of health for communicable disease
reporting.

Some disclosures require authorization by the patient, whereas other
disclosures do not. Whether or not patient authorization is required
depends on the nature of the request and who is requesting the infor-
mation. HIPAA, state statutes, and other applicable federal regulations
must be considered when deciding whether or not patient authorization
to disclose the information is required (American Health Information
Management Association, 2014). When it is determined that patient
authorization is required, a HIPAA-compliant patient authorization
form that appropriately incorporates any required state elements should
be used.

As noted earlier in this chapter, the health record may be required to be
disclosed for litigation via a subpoena. Another legal tool that compels the
disclosure of a health record for litigation or other legal purposes is a docu-
ment known as a court order. While a clerk of the court or an attorney issues
asubpoena, a court order is issued by a judge. Because these documents are
most often directed to the HIM department’s release of information special-
ist, the department should have specific policies and procedures in place for
reviewing and responding to these requests.
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When statutes or regulations require information to be disclosed to
a health oversight or other government agency, patient authorization is
not required. These types of disclosures, known as mandatory reporting,
most often relate to communicable disease, coroner cases, child or elder
abuse, prescription fraud or abuse, and traumatic injuries, to name a few.
An example of mandatory reporting is an Indiana hospital’s obligation to
report to the state department of health when treating a patient for a dog
bite (IC 35-47-7-1). Mandatory reporting requirements vary from state to
state and not all government agency requests fall under mandatory report-
ing requirements (Indiana Health Information Management Association,
2013). Consequently, the HIM professional must have knowledge of the
state and federal laws that pertain to the healthcare entity involved in the
release of information and mandatory reporting in order to develop appro-
priate policies and procedures for releasing health information to govern-
ment agencies.

There are federal laws and state statutes that address disclosure of
health information for specific patient populations. 42 CFR Part 2, a federal
regulation promulgated from the Alcohol and Drug Abuse Treatment and
Rehabilitation Acts of 1970 and 1972, affords specific privacy protections
to patients of federally assisted drug and alcohol abuse treatment programs
(SAMHSA — Guidance for Substance Abuse Treatment Programs, 2004).
The Genetic Information Nondiscrimination Act (GINA) of 2008 pro-
hibits certain uses and disclosures of genetic information (Brodnik et al.,
2012). Many state statutes provide heightened protection of mental health
records (IC 16-39-2; ORC 51-5119.28; RCW 70.02.230). Again, the HIM
professional must compare the population-specific disclosure laws with
HIPAA to determine which law provides the patient greater protection
and access.

HIPAA requires CEs to notify patients how their PHI may be used or
disclosed and how they may object to or limit certain uses and disclosures.
The method used to convey this information to the patient is the notice of
privacy practices. Although patients may request that the use of their infor-
mation be limited, the entity does not have to agree to the restriction if
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it were to hinder treatment, payment, or healthcare operations. Examples
where the CE may deny the request for restriction include uses related to
patient care or for licensing efforts where health information must be exam-
ined to determine if the entity is complying with licensing requirements.

The notice of privacy practices must include patients’ rights to prohibit
or restrict use of their information maintained in a facility directory and
to prohibit or restrict notifications to friends or relatives. Patients also have
a right to prohibit disclosure to an insurance company any PHI related to
treatments or services that the patient paid out of pocket. The right to des-
ignate alternative methods or addresses for communications must also be
included in the notice of privacy practices.

Another feature of the notice of privacy practices is the inclusion of a
point of contact for further information or for making complaints regard-
ing information privacy to the CE. The designation of a privacy officer, who
is responsible for the development and implementation of the policies and
procedures of the CE as they pertain to privacy of PHI, is required under
the privacy rule (45 CFR 164.530).

Patients also have a right to know to whom their PHI has been
disclosed. An accounting of disclosures must be provided to the patient
upon request. Currently, disclosures made for TPO are not required to be
included in the accounting. Policies and procedures should be in place
to ensure a complete and accurate accounting of disclosures is provided
within the HIPAA-mandated response timeframes.

Security of Electronic Protected Health Information

As of 2014, 82% of office-based physicians had adopted electronic health
records, a marked increase from only 20% 10 years earlier (The Office
of the National Coordinator for Health Information Technology, 2015a).
Of all hospitals in the United States, 76% had basic EHRs by 2014, an
increase from just 9% in 2008 (The Office of the National Coordinator
for Health Information Technology, 2015b). Prior to the implementation
of the HIPAA Security Rule in 2005, there were no generally accepted
security standards for protecting electronic health information (Brodnik,
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2012). The HIPAA Security Rule provides national standards for electronic
protected health information (ePHI) that is created, received, used, or
maintained by a covered entity. In 2009, the HITECH Act strengthened
enforcement of the HIPAA privacy and security rules and added BAs and
their contractors as being subject to the rules.

The HIPAA security rule contains standards that are divided into five
categories:

1. Administrative Safeguards (164.308)

2. Physical Safeguards (164.310)

3. Technical Safeguards (164.312)

4. Organizational Requirements (164.314)

5. Policies, Procedures and Documentation (164.316)

Each category of standards contains implementation specifications that
are either required or considered addressable. If an implementation specifi-
cation is noted in the rule with an “R” for required, it must be implemented.
If a specification is noted with an “A” for addressable, the covered entity has
the choice to implement it, implement a portion of it, or not implement
it at all. However, the covered entity must document why it chose to not
fully implement a specification. The documentation should include a risk
analysis related to the specification, risk mitigation strategies, and security
measures it has in place and the cost of implementing the specification.
The idea behind addressable specifications was to allow flexibility in imple-
menting the security standards, understanding the variety of CE security
networks and that implementing some standards would not be reasonable
and appropriate for all CEs.

The administrative safeguards require the development of policies and
procedures to address:

* ePHI security management processes to include analyzing and manag-
ing risk, having in place a sanction policy for security violations, and
reviewing information system activity
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» Workforce security to include clearance procedures and termination
procedures

* Information access management to include authorizing, establishing,
and modifying access

* Security awareness and training to include security reminders,
protection from malicious software, log-in monitoring, and password
management

* Security incident reporting and response

* Contingency planning to include data backup, disaster recovery,
emergency mode operations plans, testing and revision procedures,
and applications and data criticality analysis (45 CFR 163.308)

The administrative safeguards also require the assignment of a secu-
rity official responsible for overseeing the covered entity’s security policies
and procedures development. Additional requirements relate to periodic
evaluation of the CE’s ePHI security environment and to business associate
contracts and other arrangements as they relate to ePHI.

The physical safeguards include requirements for:

* Facility access controls to include contingency operations, a facility
security plan, access control and validation procedures, and mainte-
nance records

* Workstation use policies and procedures
* Workstation security

* Device and media controls to include procedures for disposal, reuse,
accountability, and data backup and storage (45 CFR 164.310)

The technical safeguards require facilities to implement:

* Access controls such as unique user identification, emergency access
procedures, automatic logoff, data encryption, and decryption
capability
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* Audit controls to record and monitor system activity
* Integrity mechanisms to authenticate ePHI
* Person or entity authentication mechanisms

* Transmission security features to include integrity controls and data
encryption (45 CFR 164.312)

Organizational requirements specify that:

* CEs have a written contract with BAs who handle the CE’s ePHI and
that the contract stipulates the BA will implement the standards of the
security rule

* Group health plans must specify that plan sponsors must reasonably
and appropriately safeguard ePHI and implement the same security
measures of the privacy rule (45 CFR 164.314) (Johns, 2015a)

Policies, Procedures, and Documentation standards require:

The establishment and implementation of reasonable and appropriate
policies and procedures to comply with the security rule

* Maintenance of the aforementioned policies and procedures, either in
written or electronic form, and maintenance of any action, activity, or
assessment required by the rule, again in either written or electronic
format (45 CFR 164.316)

FRAUD AND ABUSE IMPLICATIONS FOR HIM
AND CORPORATE COMPLIANCE

Fraud and Abuse in Health Care

In 2014, healthcare expenditures in the United States reached $3.0 trillion.
This spending made up 17.5% of the total U.S. economy. Medicare and
Medicaid spending accounted for 36% of total healthcare expenditures in
2014, making CMS the largest purchaser of health care in the United States
(Centers for Medicare and Medicaid Services, n.d.).
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It is expected that tens of billions of dollars are lost to healthcare fraud
each year (NHCAA, 2016b). The billions of dollars received from health-
care fraud and abuse enforcement activities is evidence that fraud is a sig-
nificant problem in the healthcare industry, and it is a major concern of the
U.S. government and of private payers. Nearly $1.9 billion was recovered by
the U.S. Justice Department from healthcare fraud settlements and judg-
ments in 2015 (Schencker, 2015). Since it was formed in 1997, the Health
Care Fraud and Abuse Control Program (HCFACP) has returned more
than $27.8 billion to Medicare coffers. According to its 2016 Work Plan, the
Office of Inspector General (OIG) expected to recover more than $3 billion
from audits and investigations for FY 2015. Additionally, the OIG excluded
over 4,000 individuals and entities from participation in federal healthcare
programs, and brought forth over 900 criminal actions and nearly 700 civil
actions related to healthcare fraud and abuse in the same fiscal year.

Because the government has a fiduciary responsibility to ensure that
taxpayer dollars are used appropriately, it must do what is necessary to
ensure that the healthcare services it pays for are appropriate and actually
provided (LaTour, 2013). The government seeks to meet its responsibil-
ity by creating laws to deter misuse of taxpayer dollars for health care
and by auditing and investigating the services provided and the individu-
als and entities providing them.

Fraud and Abuse Defined

HIPAA defines fraud as occurring when one “knowingly, and willfully
executes or attempts to execute a scheme...to defraud any healthcare
benefit program or to obtain by means of fraud or fraudulent pretenses,
representations or promises any of the money or property owned by any
healthcare benefit program” (HIPAA 1996 [18 U.S.C,, ch. 63, sec.1347]).
The National Health Care Anti-Fraud Association (NHCAA) defines
fraud more simply as “an intentional deception or misrepresentation that
the individual or entity makes knowing that the misrepresentation could
result in some unauthorized benefit to the individual, or the entity or to
some other party” (NHCAA, 2016a).

134 Health Information Management



Abuse, while similar to fraud in that it results in unauthorized benefits,
differs mainly where the intent of the action is concerned. An individual or
entity may not deliberately attempt to commit fraud, but if they adhere to
practices that are inconsistent with sound fiscal, business, or medical prac-
tices and they result in an unnecessary cost or in reimbursement for services
that are not medically necessary, they are said to have committed abuse and
are subject to enforcement actions (Centers for Medicare and Medicaid Ser-
vices, 2015). Further, abuse is considered to fall under enforcement actions
where there is actual knowledge, reckless disregard, or deliberate ignorance
of a claim’s falsity. This is not to be confused with an unintentional mistake
that, once recognized, should lead to the return of inappropriately received
funds to the payer (Centers for Medicare and Medicaid Services, 2015).

The NHCAA lists the following most common types of fraud:

* Billing for services that were never rendered, either by using genuine
patient information, sometimes obtained through identity theft, to
fabricate entire claims or by padding claims with charges for
procedures or services that did not take place.

* Billing for more expensive services or procedures than were actually
provided or performed, commonly known as “upcoding,” that is,
falsely billing for a higher-priced treatment than was actually provided
(which often requires the accompanying “inflation” of the patient’s
diagnosis code to a more serious condition consistent with the false
procedure code).

* Performing medically unnecessary services solely for the purpose of
generating insurance payments.

* Misrepresenting noncovered treatments as medically necessary
covered treatments.

» Falsifying a patient’s diagnosis to justify tests, surgeries, or other
procedures that aren’t medically necessary.

* Unbundling, that is, billing each step of a procedure as if it were a
separate procedure.
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* Billing a patient more than the co-pay amount for services that were
prepaid or paid in full by the benefit plan under the terms of a managed
care contract.

* Accepting kickbacks for patient referrals.

* Waiving patient co-pays or deductibles for medical or dental care and
over-billing the insurance carrier or benefit plan (NHCAA, 2016c¢).

Laws to Combat Fraud and Abuse

Several federal laws have been enacted to deter, investigate, identify,
and punish healthcare fraud and abuse. A few of these laws include the
following:

* False Claims Act
* Anti-kickback

* Stark

* PPACA

* HIPAA

The False Claims Act (FCA) was originally signed into law in 1863
by President Lincoln to address concerns related to suppliers of goods
to the Union Army knowingly submitting fraudulent claims to the
government during the Civil War (U.S. Department of Justice, 2011).
Today, anyone who knowingly submits or causes to submit a fraudulent
claim to the federal government or a federal program is in violation of the
FCA. The common types of fraud listed previously are subject to penalties
under the FCA. Currently, the “knowing” standard also includes acting in
deliberate ignorance or reckless disregard of the truth related to the claim
(DHHS CMS, 2014). In health care, refusing or failing to keep current on
coding guidelines, failing to appropriately train staff, failing to monitor
coding and billing practices, or failing to keep current on Medicare
requirements related to coding and billing that result in improper claims
would be examples of acting in deliberate ignorance or reckless disregard.
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Civil penalties for violations of the FCA range from $5,500 to $11,000
for each false claim, plus treble the amount of the government’s damages
(U.S. Department of Justice, 2011). A lesser amount may be assessed when
the person or entity who violated the FCA self-reports the violation.

The FCA also contains provisions for private individuals with knowl-
edge of violations to file suit on behalf of the government. Lawsuits brought
forth under these provisions are known as qui tam actions. The private indi-
viduals who file the suits are known as qui tam relators or whistleblowers. If a
suit is successful, the whistleblower may receive a portion of any recovered
funds. In healthcare-related suits, whistleblowers are typically current or
former employees of the healthcare institution alleged to have committed
the fraudulent acts.

The Federal Anti-Kickback Statute is a criminal statute enacted in 1972
prohibiting the exchange (or offer to exchange) of anything of value, in an
effort to induce (or reward) the referral of federal healthcare program busi-
ness (42 U.S.C. § 1320a-7b). Violation of the statute can result in fines or
imprisonment or both. Criminal conviction results in automatic exclusion
from federal healthcare programs. An example of a violation of the statute
would be where a lab service offered to pay a physician office for referring
patients to the lab. There are a number of legitimate business arrangements
and activities termed “safe harbors” that are protected from prosecution
under the statute; legal counsel should be consulted to determine whether
or not a business arrangement or activity is considered a safe harbor.

Physician self-referrals to laboratories or other designated health ser-
vices in which the physician or a family member has a financial interest are
prohibited under the Stark Laws. Stark I became effective in January 1992
and prohibited physician referrals of Medicare patients to clinical labora-
tory services where the physician had a financial interest. Stark II, a product
of the Omnibus Budget Reconciliation Act of 1993 (OBRA 1993) extended
the prohibition to include Medicaid patients and also expanded the types
of health services covered in the referral prohibition (LaTour, 2013).

HIPAA established healthcare fraud as a federal criminal offense, carry-
ing with it prison terms of up to 10 years and significant financial penalties
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(U.S.C. Title 18, Section 1347). Prison terms are increased where patient
harm or death occur as a result of the fraud (NHCAA, 2016b). The Act
also established a national Health Care Fraud and Abuse Control Program
(HCFAC) to combat healthcare fraud and abuse in both government and
private health plans (DHHS & DOJ, 2016).

The Patient Protection and Affordable Care Act (ACA), signed into
law in 2010, increased federal sentencing guidelines for healthcare fraud,
enhanced screening for certain healthcare providers and suppliers, funded
enhanced technology used by CMS to predict potential sources of fraud,
and provided millions of dollars to boost antifraud efforts (DHHS &
DOJ, n.d..).

Role of Documentation and HIM Professional

Complete and accurate health record documentation is essential to
avoiding claims of healthcare fraud or abuse. Coding and billing practices
must be in accordance with established guidelines and acceptable practices
and be based on the documentation in the health record. Education,
training, and resources to support complete and accurate documentation,
coding, and billing are critical to aid in compliance with these efforts. HIM
professionals are uniquely situated, due to their knowledge and expertise,
to participate in or even lead an organizations program of preventing
fraud and abuse.

CONCLUSION

The creation, content, maintenance and storage, access, use, disclosure,
disposition, and destruction of health information management are all
subject to a myriad of laws and regulation. A wide range of civil liability,
criminal, and administrative sanctions can result from deliberate or
accidental violations (Carroll & Troyer, 2011). Additionally, the health
record may be introduced as evidence in a legal proceeding (Brodnik,
2012), requiring the HIM professional to testify to its authenticity and
to provide information about health information practices. Because of
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this, it behooves the HIM professional to have a good understanding of
the legal system, the sources of law, and relevant laws as they pertain to
health care and health information. This understanding provides the basis
for the appropriate construction of policies and procedures by the HIM
professional to assist the facility in maintaining compliance with laws,
to participate in the defense of claims against the facility or provider, and to
ensure patients can exercise their rights related to their health information.
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CHAPTER 6

Informatics, Analytics, Data
Use, and System Support

Dorinda M. Sattler

he health record is rich in data that can be used for a variety of pur-
poses. In the not-too-distant past, health-record data were collected
by manually sorting through and reviewing numerous and often volu-
minous paper medical records, processed by transcribing the data onto
paper check sheets, and then analyzed by making calculations to convert
the data into actionable information. Today, the existence of computer-
ized programs and electronic information systems enable healthcare data
from a variety of sources to be abstracted, manipulated, and presented as
information with mere strokes of the keyboard or clicks of the mouse.
The widespread implementation of EHRs has brought about the abil-
ity to use data in ways never before possible with the paper record. As you
learned in previous chapters, the EHR must be constructed in such a way
to facilitate the collection of data necessary to meet external requirements
and to aid the organization in decision-making, problem solving, quality
improvement, and reimbursement. The same holds true for other electronic
systems that may or may not be “connected” to the EHR. This chapter will
discuss how data are used to facilitate organizational decision-making, and
to identify and monitor trends related to the quality, safety, and effective-
ness of the care provided.
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THE FIELD OF HEALTH INFORMATICS

Health Informatics: Defined

Informatics can be described as the science and use of technology to
access, manage, and use information to assist in business decision-making
(Fenton & Biedermann, 2014a). Originally coined “medical informatics,”
the term health informatics narrows the scope of informatics to that
dealing solely with health and healthcare data and information related to
individual patients and populations (AMIA, 2016d). The scope of health
informatics includes the technologies to create, manage, access, store, and
use clinical, financial, and administrative data and information.

History of Health Informatics

The field of health informatics can be traced back to the 1940s in Europe;
however, it did not begin to develop in the United States until the
mid-1970s (AHIMA Work Group, 2014). The application of informatics to
health care garnered attention in the 1990s as the result of several reports
published by the Institute of Medicine that highlighted patient safety
concerns and indicated that health information technologies should be
used to improve patient safety and the delivery of care (LaTour, Eichenwald
Maki, & Oachs, 2013a).

Recognizing that the healthcare industry was slow to adopt technology,
and also espousing goals of improving the quality, safety, effectiveness, and
efficiency of the nation’s healthcare system, the American Reinvestment
and Recovery Act (ARRA) of 2009 was enacted. ARRA included provisions
for increasing the use of EHRs and also for increasing the interoperabil-
ity of EHRs throughout the United States. These provisions were included
in the HITECH Act and authorized the Centers for Medicare and Medi-
caid Services (CMS) to implement reimbursement incentives, known as the
Medicare EHR incentive program or “meaningful use” program, for eligible
professionals and eligible hospitals that could demonstrate meaningful use
of interoperable EHRs.
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Most recently, Congress passed the Medicare Access and CHIP Reau-
thorization Act of 2015 (MACRA). This act was designed to streamline
multiple quality reporting programs into one new system. The Meaning-
ful Use program was one such quality reporting system and is included in
a newly established merit-based incentive payment system (MIPS), one of
MACRA’s two “paths to value” (Conway et al., 2015). At the time of this
writing, CMS was in the process of reviewing comments on a draft plan for
implementing the quality measures to be applied under the MIPS (Centers
for Medicare and Medicaid Services, 2015).

Subspecialties of Health Informatics

As in any industry or area of general study, and especially in health care,
subspecialties tend to emerge. Health Informatics is no different in this
regard. Health informatics generally includes the areas of clinical informat-
ics, public health informatics, and consumer health informatics (AMIA &
AHIMA, 2012).

Clinical Informatics is the area of health informatics that is applied
to the clinical setting. In other words, it is the application of technology
and health information to the delivery of healthcare services to individual
patients. Clinical informatics encompasses more than the EHR. It encom-
passes clinical decision support systems, computerized provider order
entry (CPOE) systems, visual images, and clinical documentation systems,
including the EHR (American Medical Informatics Association [AMIA],
2016a). Each of these systems, individually and collectively, allows clini-
cians to document, monitor, make decisions about, and ultimately treat
the patient in a safe, effective, and efficient manner.

Public Health Informatics is focused on groups, rather than indi-
viduals. Public health informatics is the application of informatics to
concerns of public health, including surveillance, prevention, prepared-
ness, and health promotion (AMIA, 2016b). Epidemiology, considered
integral to public health endeavors, is the “study of the distribution and
determinates of health-related states or events in specified populations
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and the application of this study to control health problems” (Thacker,
2006). Epidemiology, and consequently public health, is benefited by
health informatics, because automated data collection and analysis
provide opportunities for faster, better, and lower-cost surveillance and
interpretation of health events and trends (Savel & Foldy, 2012).

Consumer Health Informatics is concerned with the interests of
the patient on a consumer level, empowering them to manage their
own health and participate in their care, and is devoted to informatics
from multiple consumer or patient views (AMIA, 2016c). Applications
of consumer health informatics are tailored to the consumer for the
purpose of influencing them to become more health literate, engaged in
their health care, and ultimately healthier. These applications range from
interactive computer programs and personal monitoring devices to health
risk assessments and personal health records. Early studies are showing
promise that these applications can have a positive effect on a variety of
health outcomes (Gibbons et al., 2009).

DATA ANALYTICS

Data Analytics: Defined

Data analytics takes health informatics a step further by applying statisti-
cal techniques to the data retrieved. From this process, knowledge is cre-
ated that leads to decisions that impact all aspects of the healthcare entity.
In health care, both business and clinical decision-making benefit from
healthcare informatics and processes of data analytics.

Sources of Data

The data used for healthcare decision-making comes from a variety of
sources. These sources may be internal to the organization or external. Of
the internal sources, the EHR may be the first and foremost one that comes
to mind due to the patient specific data contained within it. Additional
internal sources include but are not limited to:
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* Clinical information systems used in radiology, lab, and pharmacy

» Computerized physician order entry systems and telemedicine systems
used by physicians

* Event-reporting systems used by risk management

* Infection surveillance programs used by infection prevention depart-
ments

* Coding and health record management systems used by the HIM
department

* Charge capture and billing systems used by a provider’s patient
accounts department

While many of these systems are integrated within a facility and inter-
face with the EHR, the data collected for analysis that focuses on a specific
topic, such as infections, could come from one or more of the aforemen-
tioned sources. Data from all of these systems might be housed in a database
and result in one source from which to extract data.

External sources of data may be queried by an organization to compare
their performance against similar organizations. These external sources
may include:

* A patient’s personal health record, which is a collection of health data
collected, maintained, and controlled by the patient

* A health information exchange (HIE)

» State databases that house data by a specific topic, such as aggregate
hospital discharge information

* A registry, which is a collection of information about individuals with
a specific diagnosis or condition, such as a trauma registry or cancer
registry

* Payer databases that contain claims information, such as the Medicare
Provider Analysis and Review (MedPAR) file

* Other private or government-sponsored databases and registries
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Data can further be identified as coming from a primary or secondary
source. The health record is considered a primary data source because
it contains information about the patient that was documented by the
provider or professional who provided care or service to the patient
(Sayles, 2013a)

Secondary data sources include indexes, registries, and other
databases. These sources are considered secondary because the informa-
tion contained within them was collected from a primary source: the
health record (Horton, 2012). Indexes are ordered listings (numerical
or alphabetical) of limited information and are usually facility-specific,
meaning the information contained within them is the result of patient
activity within that facility. Registries are similar to indexes; however, they
contain more information than indexes. Registries may be facility-specific
or population-based. Population-based registries include information on
patients from more than one facility. Registries may be created to gather
and provide information on a specific disease, condition, or treatment.

Within a facility, secondary data sources may be managed by the HIM
professional since the data for these secondary sources comes from the
health records of individual patients. The HIM professional may also be
responsible for ensuring that data is appropriately reported to external reg-
istries and databases. As an increasing number of facilities have EHRs and
other computerized information systems, secondary data sources are more
efficiently created, maintained, and utilized than when they were main-
tained in paper format. Additionally, some facility-specific indexes and reg-
isters may become a thing of the past since data-specific queries from EHRs,
databases, and other electronic information systems can provide the same
information in report form for which the indexes were originally created
and maintained. The following are common secondary data sources:

* The master patient index (MPI) is a listing of patients who have received
services at the facility. The index contains patient demographic data,
dates of services and attending/ordering physician, and the patient’s
assigned medical record number.
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* The disease index is a listing of diseases and conditions of patients in
order of the codes (ICD) that identify the disease or condition.

* The operative/operation index is a listing of surgical procedures per-
formed on patients, in order of the codes that identify the operation.

* The physician index is a listing of physicians and the patients they have
seen in a facility. The list is in order by physician name or physician
identification number assigned by the facility.

* A disease registry is a compilation of data on patients with a specific
disease, condition, or procedure. Common registries include those for
cancer, trauma, birth defects, immunization, transplant, and many
other diseases and conditions.

* A database is an “organized collection of data, text, references, or
pictures in a standardized format, typically stored in a computer
system for multiple applications” (Sayles, 2013b). Databases used
in health care include those related to vital statistics, public health,
clinical trials, Medicare claims, and facility and provider quality.

Why Collect and Analyze Data?

Data is collected for a variety of purposes. The purposes for which data are
collected may be to satisfy internal needs of the organization or external
needs.

Internal needs include assessing and improving the quality, safety, and
efficiency of patient care, making decisions related to healthcare operations,
and managing resources (human and otherwise), just to name a few.

External needs of the organization may include satisfying regulatory or
accrediting body requirements, or providing data for research.

Data may be collected in situations where the internal needs of the
organization coincide with external needs.

The purposes of data collection and analysis may also be categorized
as clinical or administrative. Clinical purposes directly affect patient care,
whereas administrative purposes relate to the financial and operational
aspects of a healthcare organization.
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Determining which data to collect is driven by the purpose for which
it is collected. The organization may have a predetermined set of crite-
ria to satisfy internal assessment of patient care delivery and healthcare
operations. A particular event may drive the data collection process. The
organization may have a particular question to be answered. A data set,
which is a collection of recommended data elements with uniform defini-
tions and used for a particular purpose (Sayles, 2013¢) may be required by
an accrediting body or government regulation.

It is not enough to collect data. It must be analyzed and subsequent
action must be taken for the data and data collection process to be mean-
ingful and worthwhile. Decisions made without the most complete and
accurate information available may result in less than optimal or unin-
tended adverse results.

There are many decisions to be made in health care. The collection and
analysis of healthcare data can provide answers to both clinical and business
questions such as:

* Should a new service line be considered?

+ Should an existing service line be changed to decrease services, change

services, or add new services?
* Should an existing service line be discontinued?
* Should a particular drug be added to or removed from the formulary?

¢ Is a current member of the medical staft appropriate for reappoint-

ment?

* Does a current medical staff member require a focused review of his
clinical practice?

* Is a new applicant for medical staft appointment appropriate for addi-
tion to the medical staff?

* Is the number of staft sufficient to support the facility’s patient mix?

* Does the current training and expertise of staff meet the needs of the
patients being treated?
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» Will engaging in a group purchasing agreement realize cost savings
over individual vendor contracting?

* Are budget projections being met related to patient activity (admis-
sions, diagnostic tests, etc.) and revenue?

* Are patient outcomes acceptable?
* Are quality initiatives being met?
* Is safe and efficient patient care being provided?

* Are regulatory and accrediting agency requirements being met?

Answers to the above questions determine the next steps that a health-
care organization will take. These may include convening teams, studying
and changing processes, gathering more or different data, authoring pro-
posals, borrowing capital, developing an education plan, creating market-
ing materials, purchasing new equipment, or hiring additional staff.

Examples of Data Collection and Analysis in Health Care

The Joint Commission’s ORYX® Initiative integrates outcomes and other
performance measurement data into its accreditation process (The Joint
Commission, 2015). To obtain or maintain Joint Commission accredita-
tion status, hospitals must collect and submit data on a required number
of specified core measure sets. Core measures are sets of performance
standards developed to improve the quality and safety of care related to
specific diagnoses or treatments. The required measures and requirements
for reporting change from year to year. Current core measures include
acute myocardial infarction (AMI), Surgical Care Improvement Project
(SCIP), and stroke.

The process of submitting this data to The Joint Commission begins
with abstracting data from the health record. The data elements to be
collected and submitted and the patients to be included in the measure are
determined by the core measure being reported. The HIM professional
must be knowledgeable of these requirements to ensure the appropri-
ate patient’s records are reviewed and the appropriate data abstracted,
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analyzed, and submitted. The results of this data collection and analysis
assist the facility in determining whether or not it is meeting the measure
and if not, prompt the facility to take action.

CMS Clinical Quality Measures are similar in many respects to The
Joint Commission’s ORYX initiative. Both organizations use many of the
same core measure sets; however, information related to readmission rates,
hospital-acquired conditions, claims data, and patient satisfaction are also
used by CMS to determine hospital payment rates. The information is also
publicly reported on its Hospital Compare website. Hospital Compare pro-
vides information about the quality of care at Medicare-certified hospitals
across the country.

Data included on the Hospital Compare website comes from a vari-
ety of sources. Some data, such as core measures, come from The Joint
Commission; payment data come from claims submitted to CMS and from
other organizations to which hospitals submit data. Other data are sub-
mitted directly by hospitals. Data regarding heart attack care, surgical care
and other core measure sets are abstracted and reported to CMS Quality
Improvement Organizations (QIO) via the CMS Abstraction and Reporting
Tool. Data regarding patient satisfaction comes from the Hospital Con-
sumer Assessment of Healthcare Providers and Systems (HCAHPS) surveys
conducted by hospitals (Centers for Medicare and Medicaid, n.d.).

A hospital’s analysis of the data submitted yields a great deal of
information. As with The Joint Commission’s ORYX initiative, compliance
regarding specific core measures can be determined. HCAHPS data will
reveal information about whether or not patient expectations are being
met. If the results of the data analysis do not meet the facility’s expectations
or goals, quality improvement efforts can be initiated to identify the causes
behind such shortcomings, and measures to improve can be implemented.

Disease registries of the type mentioned earlier in this chapter are
maintained by state governments, the federal government, and private
organizations. Regulations make reporting of patient data by facilities and
providers mandatory for inclusion into government registries. The data
collected by registries is used by each state’s department of health and
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the Centers for Disease Control (CDC) to monitor population health,
identify trends or incidences of occurrence, research causes, and respond
accordingly.

Facilities and providers may voluntarily provide data for inclusion in
private organizations disease registries for research purposes. The data
collected for research activities may help in an attempt to identify a
correlation between a particular characteristic and a certain disease or
outcome. For example, data on traits might be collected on individuals
with a specific disease or condition to see if there is a particular trait
that is more prevalent in this population than other traits or than in
other populations. Data may be collected to determine whether or not
an experimental treatment shows promise for curing the disease under
study. Analysis of this data may result in new methods for preventing,
identifying, managing, or curing the disease.

Clinical Quality Improvement Initiatives are required by accrediting
agencies and by payers such as Medicare. Quality improvement efforts are
also necessary to ensure that appropriate patient care is given, that patient
expectations are being met, that reimbursement is optimized, and that
financial viability is achieved or maintained. The type of quality initiatives
that are undertaken is driven by the results of core measures reporting,
patient satisfaction survey results, and strategic goals and initiatives. The
success of these initiatives depends on the collection and analysis of data.
Depending on the type of initiative, internal data from clinical systems,
administrative systems, indexes or registries, and patient survey systems
may be used. External data sources such as Hospital Compare, disease
registries, or other databases may be queried for benchmarking purposes.

The HIM professional may be called upon to participate in quality
improvement initiatives by assisting in determining what data are available,
where it resides, and what format it is in. Common quality improvement
initiatives include:

* Reduction of hospital-acquired conditions such as injuries or surgical
site infections
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* Increasing patient satisfaction with instruction and education on
their care

* Eliminating duplicate medical records
* Improving timeliness of diagnostic report completion

* Reducing 30-day readmission rates

Peer review is the assessment of performance of medical staff members.
Considered a component of the facility’s ongoing quality improvement ini-
tiatives, peer review involves collecting data on clinical and administrative
aspects of care and involvement in the healthcare facility. Data regarding
record completion, average length of stay, cost per case, readmission rates,
incident information, and outcomes of care for the staff members’ cases are
collected and analyzed to determine if there are any issues related to the
quality, safety, and efficiency of care provided. The organized medical staff
may be required to take action if issues are identified in the peer review
process.

Patient safety initiatives also require data collection and analysis to be
successful. Many facilities have electronic incident reporting systems that
can compile data from multiple individually submitted incident reports to
produce aggregate reports specific to the type of incident or safety initiative
being studied. Incidents can be classified by type, department, and location.
The data analysis of these reports lends itself to deciding on the safety issues
to be addressed.

An individual event may be serious enough to warrant analysis.
A sentinel event is “a patient safety event (not primarily related to the
natural course of the patient’s illness or underlying condition) that
reaches a patient and results in ... death, permanent harm or severe
temporary harm” (The Joint Commission, 2016). Joint Commission
accredited organizations are required to perform an analysis of the event
to identify underlying causes and contributory factors of the event. The
type of analysis typically performed after a sentinel event is a root cause
analysis (RCA). Although organizations are not required to report sentinel
event occurrences or the results of RCAs, information that is reported
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is aggregated by The Joint Commission. Analysis of the aggregate data
by The Joint Commission may prompt the issuance of a “sentinel event
alert” to facilities. The sentinel event alert provides information on the
sentinel event, its contributing factors, and causes and recommendations
for preventing the sentinel event.

The following are types of patient safety initiatives undertaken by
facilities:

* Reducing falls
* Reducing restraint use
* Reducing medication errors

* Improving patient knowledge and education related to their health care

The HIM professionals’ education, training, and expertise in regu-
latory requirements, documentation standards, and data analysis makes
them uniquely qualified to assist in patient safety initiatives.

APPLICATION OF BASIC STATISTICAL TECHNIQUES
AND PRESENTATION OF DATA

Employing statistical techniques to data allows for efficient analysis of the
data collected. Presenting the findings in a graphical format assists in fur-
ther analysis and interpretation of the data. This in turn transforms the data
into information, which becomes knowledge and a component of informed
decision-making. The HIM practitioner must understand the meanings of
various statistical terms in order to compile the data into a form that has
meaning, apply appropriate statistical techniques to the data to make com-
parisons or uncover and monitor trends, and form conclusions that can be
used for decision-making.

Types of Statistics

Two major categories of statistics exist. Descriptive statistics are those that
describe a population. Data gathered on the type of insurance coverage
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of patients seen in the emergency department would be an example of
descriptive statistics. Inferential statistics draw conclusions (inferences) or
aids in making predictions about a population in response to data gathered
from a smaller sample of the population in question. Data gathered on
women and incidences of breast cancer would be an example of inferential
statistics where the results from the sample are applied to the entire
population of women.

Statistics Definitions

The following are common statistical definitions and tools the HIM profes-
sional should be familiar with:

* Population is the complete set of items or data (people, objects, etc.)
under study.

* Sample is the subset of the population. When a population is too large
to be efliciently studied, a sample of the population is studied instead.

* Variable is the data item that is being studied or measured.

* Frequency distribution is the number of times a particular observation
under study occurs.

* Measure of central tendency is a measurement that describes where
data is positioned in relation to a mid-point or central value within
the distribution of data. There are three different measures of central
tendency:

1. The mean is the arithmetic average of all the values in a frequency
distribution.

2. The median is the mid-point value of the frequency distribution.

3. The mode is the value or observation that occurs with the most fre-
quency in the total number of values or observations included in the
frequency distribution.

* Measure of variation is a measure that describes how widely data or
values are distributed. Some common measures of variation include:

156 Health Information Management



* The range is the difference between the smallest value and the largest
value in a group of data.

* The standard deviation is the variation or dispersion of the data or
values from the mean.

* Percentile indicates where a particular value stands in relation to all of
the data in a set.

* T-test and ANOVA (analysis of variance) are types of statistical exami-
nations to compare the means of two populations.

* Regression analysis looks at the relationship between two variables to
determine if one variable may have an effect on the other.

* Reliability refers to the consistency with which the results are repro-
ducible.

* Validity refers to how well the test or tool measures what it is intended
to measure.

Types of Statistical Data

To understand the results, the data must be presented in an efficient and
meaningful way. Graphically displaying data allows the HIM or other
healthcare professional to quickly visualize the data, interpret it, and make
an informed decision.

The type of data collected will determine the presentation method.
Types of data, as they relate to statistics, are classified as either categorical
or numerical data.

Categorical data, also called qualitative data or descriptive data, is that
which can be organized into groups that have a particular attribute, char-
acteristic, or quality. Categorical data can be further broken down into two
scales of measurement: nominal and ordinal. Nominal data represent vari-
ables that are grouped by name or labels. The order in which the variables
are grouped is not important. Examples of this include gender, race, diagno-
sis, and hospital department. Ordinal data represent variables where there
is a natural order to the categories or where the categories are ranked. In
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other words, the order of the categories is important. Levels of agreement
(strongly disagree, disagree, agree, strongly agree) or pain level (on a scale
of 0-10, the highest number meaning the most severe pain) are examples of
ordinal data. The numbers associated with the variables are not mathemat-
ically significant, meaning they relate only to the category to which they are
assigned and are not meant to be added, subtracted, multiplied, or divided.

Numerical data, also called quantitative data, is that which can be
counted or objectively measured. Numerical data are further broken down
into discrete and continuous data. Discrete data represent values that come
from counting something. The number of discharges in a given period of
time is an example of discrete data. Discrete data represent whole numbers.
For example, a hospital may have 37 discharges in one day, but it cannot
have 36.5 or 37.5 discharges. Continuous data represent values or variables
that come from some form of measurement, and can take on any value
within a specified range. Height, weight, and blood pressure are examples
of continuous data. Continuous data can be represented in fractional
values, such as in a temperature of 98.6. Two scales of measurement for
continuous data exist: interval and ratio. Interval data is that which does
not have a true zero starting point; in other words it can have negative
numbers, as with temperatures. Ratio data cannot have a negative number
and starts with a true zero starting point, as with weights, height, or length
of stay. Interval data and ratio data are similar in that the distance between
data points is equal.

Many indicators of quality in health care are expressed as rates, which
are ratio-level data. Mortality, infection, and C-sections performed can all
be expressed as rates, which are useful in comparing to past performance or
comparing to other facilities. This comparison is known as benchmarking.
Common healthcare facility rates are discussed later in this chapter.

Healthcare Facility Statistical Terminology

There is increasing emphasis on the standardization of health statistics for
the purpose of generating valid intra-facility and inter-facility compar-
isons and analyses. Healthcare facilities typically define a service area as a

158 Health Information Management



“care unit” or “service unit,” each with its own assigned beds. Comparisons
can then be made among units in various locations in the facility. The
HIM professional’s consistent use of standard terminology and reporting
methods will lead to more valid and reliable statistical results. Most
healthcare facilities that provide inpatient services have their census
reports computerized, but the reports must still be manually verified. The
census reports are maintained by the admission, discharge, and transfer
(ADT) system (Coffman-Kadish, 2003).

The following terminology is consistent with the Glossary of Healthcare
Services and Statistical Terms, published by the American Health Informa-
tion Management Association (Horton, 2012).

Census: The number of inpatients-residents present in the healthcare
facility at any given time. (For example, 434 patients were in the
facility at midnight.)

Daily census: The number of inpatients-residents present at the census-
taking time each day, plus any inpatients-residents who were both
admitted after the previous census-taking time and discharged
before the next census-taking time. (For example, on April 18, the
healthcare facility rendered care to 225 inpatients and 5 additional
patients who were both admitted and discharged during the
24-hour period since the previous day’s tally was taken; therefore,
the daily inpatient census was 230.)

Inpatient-resident service day: A unit of measure equivalent to the
services received by one inpatient-resident in one 24-hour period.
(For example, on November 3, the healthcare facility rendered 326
inpatient service days of care.)

Total inpatient service days: The sum of all inpatient service days for each
of the days in a specified period of time. (For example, the total num-
ber of inpatient service days for the month of November was 9,820.)

Length of stay (LOS): The number of days an inpatient-resident stayed in
the facility, counted from admission to discharge. (Facilities typically
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count the day of admission and not the day of discharge so that
a patient admitted on Monday and discharged on Thursday would
have stayed three days.)

Total length of stay: The sum of the days of stay of any group of
inpatients-residents who are discharged during a specified period
of time—also called discharge days. (For example, the total length
of stay for 150 patients discharged in May was 540 days.)

Other terms that have accepted definitions for statistical purposes
include hospital patient, hospital inpatient, hospital newborn
inpatient, medical staff unit, medical care unit, special care unit,
adjunct diagnostic or therapeutic unit, occasion of service, hospital
outpatient, emergency outpatient unit, and encounter. These and
other terms related to healthcare facility statistics are defined in
the Glossary of Healthcare Services and Statistical Terms, which is
contained in the Calculating and Reporting Healthcare Statistics
(Horton, 2012).

In some facilities, daily census reports are maintained according to
organized clinical service as well as nursing unit or bed location. Thus for
each service the computerized daily statistical report shows the number
of patients who were admitted directly or by transfer and the number of
inpatient service days.

Healthcare Facility Rates

This section presents some sample statistical computations of selected
healthcare facility rates and ratios. These rates and ratios provide informa-
tion for a variety of clinical and administrative decisions. A basic principle
underlying all of the rate formulas is the concept of actual versus possible
(Table 6.1.). The number of times that an event actually occurs is the
numerator of the fraction, and the number of times that an event could
possibly occur is the denominator. A ratio is a comparison of one thing
with another, such as the number of patients per registered nurse on duty,
or 1:10.
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Mortality Rates

Mortality, or death rates, are calculated as they are an outcome that indi-
cates the quality of care provided by the healthcare facility (Table 6.2.).

Autopsy Rates

Fetal death autopsies are generally excluded in calculating autopsy rates,
but newborn deaths and autopsies are generally included (Table 6.3.).

Presenting the Data

The HIM professional also needs expertise in data presentation techniques.
The way that data are presented may determine whether an appropriate
decision is made and whether appropriate action is taken. Because clinical
quality assessment and performance improvement are very dependent
on the analysis of patterns and trends, the manner in which data are
collected and displayed is crucial to the outcome and ultimate effectiveness
of the process.

Graphs are an efficient method of analyzing and presenting data. The
type of graph used is dependent upon the type of data being presented
and the purpose for displaying the data. Summarized data and a per-
centage of compliance or variation levels for a given set of criteria can be
displayed for a particular department, diagnosis, procedure, and so on.
Continuous numerical data should be presented on a histogram or fre-
quency polygon, whereas categorical data should be presented on a bar or
line graph.

Bar graphs are useful for presenting and comparing categorical data.
One or more variables can be depicted in a bar graph. Volume of activity is
atypical data element presented in bar graphs. Figure 6.1 represents volume
of services by discharge. This information could be useful when considering
expanding or decreasing services.

Line graphs are used for comparing data over time. One or more
variables can be depicted. Figure 6.2 shows the number of discharges
per quarter for one variable, the Med/Surg unit. Discharge volumes for
additional units could be collected and added as additional variable for
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Figure 6.1. Volume of Services by Discharge.

Discharges by Service XYZ Facility CY 2016
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Figure 6.2. Number of Discharges per Quarter
for the Med/Surg Unit.
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comparison purposes. This information might be helpful in preparing
departmental budgets based on service volume.

Control charts are line charts with lines that identify an upper control
limit (UCL) and a lower control limit (LCL). The occurrence of the
variable being measured is identified with a line that shows the frequency

Informatics, Analytics, Data Use, and System Support 165



Figure 6.3. Control Chart for Analyzing Surgical Site
Infection Rates.

Surgical Site Infection Rate XYZ Hospital 2016

e | CI. === Rate == === UCL

over time. If the variable goes either above the UCL or below the LCL, this
indicates variation in a process and is cause for further analysis. Many of
the rates discussed previously are presented in control charts. Figure 6.3
shows a control chart for analyzing surgical site infection rates. Note a
UCL has been set at a rate of 2%. The actual rate for the first several
months is above the UCL. This would indicate a need for investigation into
why these rates are high and prompt interventions to improve (decrease)
the rates.

Pie graphs show the relationship of component parts to the whole.
Figure 6.4 shows how all discharges are composed of the various medical
staff units.

Histograms display continuous data for frequency distribution for
a series of data. Figure 6.5 depicts the distribution of CPT codes used
by a physician. Because the normal distribution of E/M coding assign-
ment typically can represent a bell curve, distribution where higher
frequencies are skewed to the right or to the left would prompt a review
of medical records to determine if appropriate coding assignment is being
performed.
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Figure 6.4. Discharges by Medical Staff Units.
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Figure 6.5. Distribution of CPT Codes.
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A Pareto chart is similar to a histogram, except it organizes the cate-
gories from left to right, with the highest frequency beginning on the left.
Subsequent categories are arranged to the right in order of descending fre-
quency. Pareto charts identify the most significant factors to be addressed
in solving a problem or making a decision.
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CONCLUSION

The HIM professional is responsible for ensuring the quality of data, col-
lecting, analyzing, developing conclusions, and presenting the results of
data analysis. The HIM professional’s frequent and expert relationship with
healthcare data is critical to the facility’s ability to make informed clinical
and administrative decisions.
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CHAPTER 7

Coding, Compliance,
and Classification Systems

Sandra K. Rains
Margaret A. Skurka
Margie White

n today’s world, analyzing healthcare data is paramount for any

healthcare organization from the physician’s office to the large inte-
grated healthcare system. Success will come to those organizations that
can transform data into information and knowledge to support excellent
quality of patient care and its effectiveness. Data quality will always be a
major concern. This chapter will provide the reader with an overview of
coding systems and the role they play in today’s healthcare environment.
Key terms and abbreviations are listed here:

Key Terms and Abbreviations Used in Chapter 7
Abuse

Fraud

Classification systems

HCFA’s Common Procedure Coding System (HCPCS)
Centers for Medicare and Medicaid Services (CMS)
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International Classification of Diseases (ICD)

Compliance

International Classification of Diseases— Clinical Modification, 10th edi-
tion (ICD-CM-10)

Computer-assisted coding (CAC)

International Classification of Diseases, 10th edition, Procedural Classi-
fication System (ICD-10-PCS)

Concept

National Correct Coding Initiative (NCCI)

Current Procedural Terminology (CPT-4)

Office of the Inspector General (OIG)

Diagnosis

Procedure

Diagnostic and Statistical Manual of Mental Disorders, fifth edition
(DSM-5)

Ethics

Mapping

First however, in order to visualize the future to meet the organization’s
goals, it is important to see how far the healthcare industry has come since
data was first collected many centuries ago. Table 7.1. illustrates the changes
over the years.

Prior to 1983, ICD codes were utilized by the HIM department to
gather statistics and information for the indexes maintained by the depart-
ment, such as the disease or operation index. In 1983, the prospective
payment system began and reimbursement became dependent on the ICD
codes. CPT codes had already been used by clinics and physician offices to
bill for procedural services rendered.

Linking the coding and classification system to reimbursement
has been an efficient means for communicating healthcare information
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Table 7.1. Classification and Coding Systems Development
Timeline: History of the Statistical Classification of Disease

and Causes of Death

Coding System

Description

London Bills of Mortality

Nosologia Methodica

Bertillon International
Statistical Classification
of Causes of Death

Manual of the
International Statistical
Classification of
Diseases, Injuries, and
Causes of Death (ICD-6)

Developed in 1562 by John Graunt

Considered the first classification system

Bills were collected and collated by parish clerks
(with no medical training).

Medical classification system developed in the
mid-1700s by Francois Bossier de LaCroix
(Sauvages)

William Cullen 1785

Classification of diseases by site, adopted in 1893

Subsequent revisions were entitled International
List of Causes of Death (ICD-1, ICD-2, ICD-3,
and ICD-4).

Classifications of diseases for morbidity reporting
purposes were integrated into subsequent
revisions.

ICD-5 added mental diseases and deficiency
(mental deficiency, schizophrenia, manic
depressive psychosis, other mental diseases).

In 1946, the World Health Organization (WHO)
revised ICD-6 and established an International
List of Causes of Morbidity.

Adopted internationally in 1948 by the First
World Health Assembly

WHO reviews and revises ICD about every
10 years:

ICD-7 (1955); ICD-8 (1965); ICD-9 (1975);

ICD-10 (1989, with WHO member states
adopting in 1994)

(continued overleaf)
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Table 7.1. (Continued)

Coding System

Description

International Classification
of Diseases, adapted for
use in the United States

ICD-10 is titled the International Statistical
Classification of Diseases and Related Health
Problems (ICD-10) and differs from ICD-9, as
follows:

Uses three-digit alphanumeric category codes

Contains three additional chapters, and other
chapters have been reorganized

Cause-of-death titles are modified and conditions
reorganized

Some coding rules have changed
Published in three volumes

In 1979, all hospitals were required to adopt the
International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9-CM),
which classifies diagnoses (Volumes 1 and 2)
and procedures (Volume 3)—all hospitals and
ambulatory care settings (including physician
offices) used ICD-9-CM to report diagnoses;
hospitals used ICD-9-CM procedure codes to
report inpatient procedures and services.

The National Center for Health Statistics (NCHS)
is the federal agency responsible for developing
ICD-10-CM. The ICD-10-PCS (Procedure
Coding System) was developed with support of
the Health Care Financing Administration (now
called Centers for Medicare & Medicaid
Services) under contract to 3M Health
Information Systems.

The National Committee on Vital Health and
Statistics (NCVHS) serves as a public advisory
body to the Secretary of DHHS in the
development of ICD-10-PCS.

ICD-10-CM and ICD-10-PCS adopted for use in
the United States on October 1, 2015
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Table 7.1. (Continued)

Coding System

Description

Diagnostic and Statistical
Manual of Mental
Disorders (DSM)

SNOMED-CT

Current Procedural
Terminology (CPT)

Published by the American Psychiatric
Association as a standard classification of
mental disorders used by mental health
professionals in the United States

DSM (1952)
DSM-11 (1968)

DSM-III (1980), and a multiaxial classification
was added:

DSM-I1I-R (1987)

DSM-1V (1994)

DSM-IV-TR (2000)

DSM-5 (2013)

Derived from ICD-9-CM, designed for use in a
variety of healthcare settings, and consists of
three major components:

Diagnostic classification

Diagnostic criteria sets

Descriptive text

A controlled medical terminology owned,
maintained, and distributed by the International
Health Terminology Standards Development
Organization

Originally published by the American Medical
Association in 1966

Subsequent editions were published about every
5 years, until the late 1980s when the AMA
began publishing annual revisions of CPT-4
(now abbreviated as CPT).

CPT classifies procedures and services.

(continued overleaf)
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Table 7.1. (Continued)

Coding System Description

Physicians and ambulatory care settings (e.g.,
hospital outpatient care) assign CPT codes to
report procedures and services.

CPT is level | of the Healthcare Common
Procedure Coding System (HCPCS).

International Classification  First edition of ICD-O was published in 1976,

of Diseases for and a revision was published in 1990. ICD-O-3
Oncology, third edition was implemented in 2001.
(ICD-0-3) 10-digit code, which describes the tumor's

primary site (4-character topography code),
histology (4-digit cell type code), behavior
(1-digit code for malignant, benign, and

so on), and aggression (1-digit differentiation
or grade code)

HCPCS Level Il (national Managed by the Centers for Medicare &
codes) Medicaid Services

Classifies medical equipment, injectable drugs,
transportation services, and other services not
classified in CPT. Physicians in ambulatory care
settings use HCPCS Level Il to report
procedures and services

Source: History of the Statistical Classification of Diseases and Causes of Death. National
Center for Health Statistics. Edward J. Sondik, PhD. Retrieved from www.cdc.gov/nchs/
data/misc/classification_diseases2011.pdf

between providers and payers. However, it has also increased the need
for accurately coded data and compliance with coding guidelines. Many
payers, particularly Medicare, closely scrutinize billing claims to ensure
compliance with coding guidelines and healthcare laws. The accurate
coding of data is a critical requirement for all healthcare facilities. The
coding and classification systems currently used in healthcare range from
those that are statistical in nature to others that represent a catalog of terms
for describing and recording clinical, pathological, or procedural terms.
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This chapter examines the two coding and classification systems that
predominate in healthcare billing, reimbursement, and database systems:
(1) the International Classification of Diseases (ICD), and (2) the Physi-
cians’ Current Procedural Terminology (CPT). HIM professionals should
be familiar with the existence and purpose of other classification systems
designed for use in the healthcare field, and this chapter will also examine
these systems.

INTERNATIONAL CLASSIFICATION OF DISEASES

Background

Starting with the seventh edition of ICD, adaptations or modifications
have been made in the United States for use in healthcare facilities. The
ICD-9-CM was used by healthcare facilities for coding and reimbursement
and by the state and federal agencies that are responsible for preparing
vital statistics on births, deaths, and fetal deaths from October 1, 1979 to
September 30, 2015.

ICD-9-CM was a statistical classification system designed to furnish
quantitative diagnostic and procedural data on groups of cases. However,
it did not contain nomenclature that allowed for specific descriptions of all
approved clinical and pathological terminology. HIM professionals work
with the variety of diagnostic and procedural terminologies that are used
within a healthcare facility.

The CMS required that healthcare facilities use ICD-9-CM in report-
ing diagnostic and procedural data as a prerequisite for payment of ser-
vices provided to Medicare recipients. The ICD-9-CM codes served as the
basis for Diagnostic Related Groups (DRG’s), which are the foundation of
Prospective Payment systems implemented by Medicare and some Med-
icaid programs. The ICD-9-CM code(s) determined the DRG into which
the patient fell, and payment was based on the DRG. State Medicaid agen-
cies also required healthcare facilities to use ICD-9-CM in reporting data
for reimbursement purposes, as well as third-party payers.
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Ambulatory care providers, including clinics, surgery centers, and
physicians’ offices, were required to use ICD-9-CM to report diagnoses on
claim forms for Medicare patients and others.

The American Hospital Association maintained a Central Office
regarding the ICD-9-CM, in cooperation with the U.S. Public Health
Service’s National Center for Health Statistics and AHIMA, to answer
coding questions and to promote the correct use of ICD-9-CM among
healthcare facilities. The AHA published educational materials for use by
healthcare facilities and educational institutions in training personnel to
code with ICD-9-CM.

Development of the ICD-10-CM/PCS

The International Classification of Diseases, 10th Revision, Clinical
Modification (ICD-10-CM) is the United States’ clinical modification to
the World Health Organization's (WHO) International Classification of
Diseases, 10th Revision (ICD-10). It was adopted for use in the United
States on October 1, 2015. The goal of the 10th revision was to expand
the content, purpose, and scope of the system. It was designed to include
ambulatory care services, increase clinical detail, capture risk factors in
primary care, identify emergent diseases, and develop group diagnoses
for epidemiological purposes. ICD-10 provides more categories for
disease and health-related conditions than previous revisions through its
alphanumeric coding system.

The United States began the process of modification in 1994 under
the direction of the Center for Health Policy Studies, to decide if a clinical
modification was even necessary. A Technical Advisory Panel (TAP) was
formed and their recommendation was to create a clinical modification.
In 1997, the Tabular List of ICD-10-CM and the preliminary crosswalk
between ICD-9-CM and ICD-10-CM were made available on the NCHS
website for public comment, which ran from December 1997 through
February 1998. Since that time, revisions were based on further study and
the comments submitted. Draft versions were available since that time,
and limited code updates to the draft were permitted early on, prior to
implementation of ICD-10-CM.
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The clinical modifications to ICD-10 offer a higher level of specificity
by including separate codes for laterality and additional characters and
extensions for expanded detail. Other changes included combining
etiology and manifestations, poisoning and external cause, or diagnosis
and symptoms into a single code. ICD-10-CM also provides code titles
and language that correlate with accepted clinical practice. ICD-10-CM
codes have the potential to reveal more about quality of care, so that data
can be used in a more meaningful way to better understand complications,
better design clinically robust algorithms, and better track the outcomes
of care. ICD-10-CM incorporates greater specificity and clinical detail to
provide information for clinical decision-making and outcome research.

As owner and publisher of ICD-10, WHO promotes the development
of any adaptations that will expand the usefulness and comparability of
health statistics and has authorized an adaptation of ICD-10 for use in the
United States. Both the WHO version of ICD-10 and the U.S. ICD-10-CM
version contain diagnosis codes, but neither contains procedure codes.

ICD-10-PCS was developed under contract by the Centers for
Medicare and Medicaid Services (CMS) with 3M Health Information
Systems to replace the outdated ICD-9-CM procedural coding system.
Neither ICD-9-CM procedure codes nor ICD-10-PCS were derived from
an international coding system; however, ICD-10-PCS is designed to
reflect current and future technology. The objectives of ICD-10-PCS
development were to improve the accuracy and efficiency of procedu-
ral coding through greater specificity, reduce training efforts through
standardization, and improve communication with physicians through
the use of language reflecting current medical practices. The development
of ICD-10-PCS was designed to incorporate four essential attributes:
completeness, expandability, standardized terminology, and a multiaxial
structure.

ICD-10-CM Concepts. 1CD-10-CM’s basic content and structure is very
similar to that of ICD-9-CM. Those who were proficient in ICD-9-CM
did not find the transition to ICD-10-CM very difficult. ICD-10-CM is
divided into the Alphabetical Index, an alphabetical list of terms and
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their corresponding codes, and the Tabular List, a structured list of codes
divided into chapters based on body system or condition. The Alphabetical
Index consists of the following parts: the Index of Diseases and Injury,
the Index of External Causes of Injury, the Table of Neoplasms, and the
Table of Drugs and Chemicals. ICD-10-CM contains 21 chapters, and its
code composition is different from ICD-9-CM (Figure 7.1). The codes are
alphanumeric with all letters used; letters I and O and the numbers 1 and 0
should not be confused because the first character is always a letter. Letters
are not case-sensitive. A chapter may encompass more than one letter,
and more than one chapter may share a letter. All codes in ICD-10-CM
have full titles; thus, referral back to a common fourth or fifth digit is
unnecessary. A sixth character was added in some chapters for further
specificity. Seventh characters were added in some chapters, primarily in
the obstetrics, injury, and external cause chapters. Seventh characters were
also added to the end of the code in the seventh position to add additional
information when applicable. A placeholder “X” is used in some codes to
allow for future expansion and also to enable the use of a seventh character
when the code contains fewer than seven characters. ICD-10-CM codes
may have as few as three characters. The first three characters to the left
of the decimal represent the category, generally a single-disease entity or
a group of closely related conditions. Up to four characters may follow
the decimal to further describe such things as etiology, anatomic site,
and/or severity.

ICD-10-PCS. The ICD-10-PCS system takes the place of the third vol-
ume of ICD-9-CM for coding operations and procedures (Figure 7.2). The
ICD-10-PCS was developed in the United States for use in classifying pro-
cedures. It is part of the HIPAA-mandated code set for reporting inpatient
procedures. The ICD-10-PCS system is used in the United States. The inter-
national system does not include a procedure classification. In 1993, 3M
Health Information Systems started work on ICD-10-PCS under a contract
with CMS. The draft was completed in 1998 and has since been updated and
enhanced on a regular basis.
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Figure 7.1. 1CD-9 and ICD-10 Diagnosis Code Comparison.

Feature ICD-9-CM ICD-10-CM
Code Set ICD-9-CM Volume I and IT ICD-10-CM (Clinical Modification)
Available Codes | Approximately 13,000 codes Approximately 68,000
Minimum of three digits, maximum Minimum of three characters, maximum
of five digits, decimal point after of seven characters, decimal point after
the third digit the third character
Alphanumeric, with all codes using
Structure Numeric, except for supplementary alphabetic lead character; V and E
codes — V codes and E codes codes have been eliminated and
incorporated into the main code set
Structure of injuries designated by Structure of injuries designated by
wound type body part (location)
No laterality Laterality (left vs. right)
: X X X FX XX
v VvV
manifestations (i.e., cause),
Format - - anatomic site,
severity
Significant axis, Sub-classification o
such as (e.g. mode of diagnosis, Extensmn.f 1s.1t.e n?ounter
anatomical site anatomical site (O S (O T |
external causes
$52.123C, Displaced fracture of
813.15, Open fracture of head of head of unspecified radius, initial
Sample Code radius encounter for open fracture type
1ITA, B, or IIIC

Visit http:/ncmmis.ncdhhs.gov/icd10.asp for more information regarding the NCTracks transition to ICD-10.

Source: https://www.nctracks.nc.gov/content/public/providers/ICD10.html
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Figure 7.2. 1CD-9 and ICD-10 Procedure Code Comparison.

ature ICD-9-CM ICD-10-PCS
Code Set ICD-9-CM Volume III - ICD-10-PCS
Procedure Codes (Procedural Classification System)
Available Codes | Approximately 3,000 Codes Approximately 87,000
Minimum of three digits, maximum of
four digits, decimal point after the second | Seven characters, no decimal point
digit
Structure Numeric Alphanumeric
Multiaxial structure; each code char-
acter has the same meaning within
Limited multiaxial structure the specific procedure section and
across procedure sections, where
possible
:
[ v v v
| Section | |Budy Part |Qualiﬁer|
Format A Root Device
Significant axis, Sub classification
such as (e.g. mode of diagnosis,
anatomical site anatomical site System
. 0DTJ4ZZ, Resection of Appendix
47.01, L ’ . }
Sample Code 7.01, Laparoscopic appendectomy Percutancous Endoscopic Approach

Visit http:/ncmmis.ncdhhs.gov/icd10.asp for more information regarding the NCTracks transition to ICD-10.

Source: https://www.nctracks.nc.gov/content/public/providers/ICD10.html
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ICD-10-PCS is completely different from ICD-9-CM. It is a construct-
ing system that is complete, expandable, and multiaxial. There is a unique
code available for each different procedure. The ICD-10-PCS system con-
tains roughly 72,000 codes, significantly more than ICD-9-CM procedures.
The system is multiaxial in that each of the seven characters is independent
and retains its meaning throughout the range of codes. There are not many
references to “not elsewhere classified.” There are no procedure eponyms
and diagnostic information. The ICD-10-PCS code always consists of seven
characters, each with its own definition. The character has a designated
meaning, called a value, represented by a letter or a number. If a value
does not exist for a given character, the “Z” is used as the value. There are
no decimal points or other punctuation marks in the codes. Locating the
appropriate code is much different from finding it in ICD-9-CM proce-
dures. Basic steps to locating a code include: locate at least the first three
characters of the code in the index, then reference the code table that cor-
responds to those characters; then select the appropriate 4th, 5th, 6th, and
7th character from a given row in the code table. The code tables are also
available on the Internet and are a quick and accurate way to build the code,
provided the coder knows and understands the root operations.

Oncology

The International Classification of Diseases— Oncology (ICD-O) has been
used for more than 35 years, principally in tumor or cancer registries, for
coding the site (topography) and the histology (morphology) of the neo-
plasm, usually obtained from a pathology report (Fritz et al., 2013).
ICD-O contains both a topography and morphology coding system.
Topography is the site where the neoplasm started and is like ICD-10-CM.
Not all codes are the same however. Codes begin with a “C” in ICD-O as
they do in ICD-10-CM. The morphology describes cell type or histology
as well as the behavior —whether the tumor is malignant or benign, for
example. The system can be used by tumor registrars in cancer registries,
or by a pathology department wishing to maintain more detailed informa-
tion than is provided by the neoplasm section in ICD-10-CM. ICD-10-CM
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codes for Neoplasms range from C00-D49 and cover malignancies, in situ
neoplasms, benign neoplasms, neoplasms of uncertain behavior, and neo-
plasms of unspecified behavior. None of the D codes are a part of ICD-0
as well as some in the C code section. A careful review of ICD-0 codes is
needed by anyone new to using the system.

Mental Disorders

Diagnostic and Statistical Manual of Mental Disorders (DSM) is the
standard classification of mental disorders used by mental health pro-
fessionals in the United States. It contains a listing of diagnostic criteria
for every psychiatric disorder recognized by the U.S. healthcare sys-
tem. The previous edition, DSM-IV-TR, was used by professionals in
a wide array of contexts, including psychiatrists and other physicians,
psychologists, social workers, nurses, occupational and rehabilitation
therapists, and counselors, as well as by clinicians and researchers of
many different orientations (e.g., biological, psychodynamic, cognitive,
behavioral, interpersonal, family/systems). DSM is used in both clinical
settings (inpatient, outpatient, partial hospital, consultation-liaison,
clinic, private practice, and primary care) as well as with community
populations. DSM is also a tool for collecting and communicating accurate
public health statistics about the diagnosis of psychiatric disorders. The
DSM-5 system features diagnostic criteria, a multiaxial approach to
the evaluation of mental disorders, expanded descriptions of disorders,
and additional categories. DSM-5 categories are more specific than
ICD codes and are designed to reflect the most current knowledge
regarding mental disorders. It is not completely compatible with ICD,
although the original intent of the DSM task force was to maintain
compatibility.

DSM-5 is used in psychiatric institutions and psychiatric units of
healthcare facilities for indexing records by mental disorder and for
compiling statistical data on patient care. A behavioral health provider
should use the DSM-5 manual as it provides diagnostic information as
well as ICD-9 and ICD-10 codes (American Psychiatric Association).
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SNOMED CT

SNOMED CT is a controlled medical terminology with comprehensive
coverage of diseases, clinical findings, etiologies, and procedures and
outcomes used by physicians, dentists, nurses, allied health professionals,
veterinarians, and others. A controlled terminology means that the
terminology is accurate and consistent with today’s practice of medicine.

The International Health Terminology Standards Development
Organization (IHTSDO) defines SNOMED CT as a “comprehensive
clinical terminology that provides clinical content and expressivity for
clinical documentation and reporting” (SNOMED CT, 2014). It is the most
comprehensive multilingual clinical terminology in the world. IHTSDO
has the responsibility of ownership, maintenance, and distribution. It for-
merly had been under the auspices of the College of American Pathologists
(Giannangelo, 2015).

SNOMED CT contributes to the improvement of patient care by
underlying the development of systems that accurately record health-
care encounters. It describes and accurately records clinical care to
facilitate better communication, interoperability in electronic health
record exchange, and clinical decision support (Figure 7.3). The general
purpose of SNOMED CT is to “provide a consistent way of indexing,
storing, retrieving and aggregating clinical data from structured electronic
health records.” The goal is to describe the clinical circumstances of a
healthcare encounter in a machine-readable format. SNOMED CT is
embedded in the EHR system and works behind the scenes to identify the
clinical concepts in the health record (Giannangelo, 2015). According to
IHTSDO, the main content areas of SNOMED CT include the following
tables:

* Concept: A clinical idea to which a unique Concept ID has been
assigned to SNOMED CT. Each concept is represented by a row
in the concepts table. There are over 300,000 active concepts with
unique meanings and formal logic-based definitions organized into
hierarchies.
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Figure 7.3. The SNOMED Logical Model.
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* Description: There are human-readable phrases or names associated
with SNOMED CT concepts. All of the concept descriptions in

SNOMED CT are listed in the descriptions table.

* Relationships: An association between two concepts. The nature of the

association is indicated by a relationship type. Each relationship is rep-

resented by a row in the relationship table.

* History: SNOMED CT includes some information about the history
of changes to concepts and descriptions. (Retrieved from http://www

.ihtsdo.org/snomed-ct)

SNOMED CT has been mapped to ICD-9-CM and to ICD-10
(Table 7.2.). Mapping is the comparison of code descriptions used in

various coding systems and comparing the two to determine which codes

match as closely as possible. Data mapping is useful when data, captured

in one system, needs to be reused or repurposed in another system. There

are many reasons to create data maps, including data exchange for health-

care delivery purposes, to support research or facilitate reimbursement,

epidemiology, public health, or regulatory or accreditation data reporting.

Current Procedural Terminology (CPT)

Since 1987, healthcare facilities have been required to use the Com-
mon Procedure Coding System (HCPCS), including CPT, for reporting

Table 7.2. Mapping Example

Source (SNOMED)

Target

165232002: Urinary Incontinence (finding)
165232002: Urinary Incontinence (finding)
60241006: female urinary stress incontinence (finding)
60241006: female urinary stress incontinence (finding)
444620007: male urinary stress incontinence (finding)
444620007: male urinary stress incontinence (finding)

788.30 (ICD-9-CM)
R32 (ICD-10-CM)
625.6 (ICD-9-CM)
N39.3 (ICD-10-CM)
788.32 (ICD-9-CM)
N39.3 (ICD-10-CM)
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outpatient surgical services provided to Medicare beneficiaries. Physicians’
offices and ambulatory care facilities have been using the CPT coding sys-
tem since 1966. The HCPCS consists of two levels: (1) current procedural
terminology and (2) national codes.

Level One: Current Procedural Terminology (CPT). Physicians’
Current Procedural Terminology is a publication of the American Medical
Association that lists nearly 9,000 medical and surgical procedures and
services performed by physicians. It is updated and published annually by
the AMA. Codes from the surgery section of CPT are used for outpatient
surgery reporting by healthcare facilities, and the entire system is used in
ambulatory care.

Current procedural terminology (CPT) was originally used to report
medical services and procedures performed by physicians. Today, the
purpose of CPT is to provide uniform terminology for accurately designat-
ing medical, surgical, and diagnostic services for use in communications
among physicians, patients, and third parties. As such, CPT is used in
payment systems for services provided by physicians. Each service and
procedure is identified with a five-digit code.

The main body of the book is arranged in six sections, with correspond-
ing subsections and subheadings. The sections cover the following areas:

* Evaluation and Management 99201-99499
* Anesthesiology 00100-01999
e Surgery 10021-69990

* Radiology (including nuclear medicine and diagnostic ultrasound)
70010-79999

* Pathology and Laboratory 80047-89398

* Medicine (except anesthesiology) 90281-99607
* Category II Codes 0001F-9007F

* Category III Codes 0016T-0436T
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CMS has established CPT as the national standard code set for
physician services. In order to improve the structure and process of
CPT and to address the needs of the user community, CPT underwent
significant changes. The fourth edition of CPT is currently in use in the
United States. In advance of the significant changes expected in the fifth
edition, the AMA introduced two new categories of CPT codes: Category
II codes primarily used for tracking performance measurements. The
traditional CPT codes are now considered Level I (Giannangelo, 2006).

Category III codes are used for tracking new and emerging technolo-
gies. The purpose of these codes is to facilitate data collection on new
services to substantiate widespread use, clinical efficacy, or in the FDA
approval process. Reimbursement is based on carrier policy and not on an
established yearly fee schedule as with Category I codes.

Level Two: National Codes. Medicare created national codes for use by
physicians, nonphysician healthcare practitioners, and supply vendors to
supplement CPT in reporting services and supplies provided to Medicare
recipients. The codes are updated annually by CMS. They are alphanumeric
codes that begin with a letter, A through V, followed by four numbers.
Physicians’ offices are now required to use these codes for supplemental
services when filing claims for reimbursement to Medicare and commercial
carriers. For example, carriers may prefer the more specific HCPCS Level II
code rather than the general CPT code 99070 to reimburse for supplies.

Healthcare facilities use CPT codes to report all outpatient procedures
except for out-of-scope and noncovered procedures (such as venipuncture,
catheter insertion, and cosmetic surgery). With the exception of these pro-
cedures, healthcare facilities are required to report CPT codes for all other
surgical procedures performed on outpatients, including those approved
for ambulatory surgical centers (ASCs) and other significant surgical pro-
cedures that are not approved for ASCs.

HIM professionals need expertise in the CPT and HCPCS coding
systems for various types of healthcare facilities including ambulatory
surgery centers, physicians’ offices, group practices, and managed care
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centers so that they may serve as resource persons to the medical staff.
Coders need skills in coding, assessing the quality of coded data, and
developing reports based on those data. In addition, the HIM professional
needs excellent skills in data retrieval, analysis, and presentation. Managed
care plans must demonstrate that their contracted providers are delivering
high-quality care at a low cost. Complete and accurate coding of all
healthcare data is crucial in all settings.

Coding software packages for clinics and physician offices can greatly
improve coding accuracy and compliance with coding guidelines. Software
can verify that the ICD, HCPCS, and CPT codes are valid, that modifiers
are used appropriately, and that the ICD code is linked to the correct
CPT-HCPCS code. These systems, when managed by knowledgeable HIM
professionals, can assist with compliance activities by identifying problems
before a claim is generated to the carrier. This allows the organization an
opportunity to proactively resolve the problem and submit a correct claim
for payment, thereby improving reimbursement and compliance.

ICD-10-CM/PCS and DRGs in Reimbursement

Virtually all HIM departments use a computerized system, or grouper
program, to classify patients into appropriate DRGs. Encoding systems,
or computerized coding systems, are also used by many institutions, and
programs are available from a variety of vendors. Various software options
include coding, grouping, editing, and optimizing. Branching logic is typ-
ically used to lead the coder to the most accurate, specific code. Software
programs can yield greater coding consistency from the coding staff and
are updated regularly as coding changes occur. Programs are also available
to simultaneously code both the ICD-10-CM code required for inpatients
with the CPT codes required in the outpatient setting. A program for DRG
management can be separate or integrated with an encoding system. Using
a computerized program with multiple groupers, extensive editing, and
optimizers can significantly improve reimbursement.

Originally, the DRG system was not designed as a payment system
but rather as a managerial system. The use of DRGs in areas other than
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reimbursement includes physician profiling and the identification of areas
for quality improvement and management planning. The coding and clas-
sification functions of the HIM department have become more complex
because of the implementation of PPS-based DRGs. The basic DRG concept
remains one in which patients can be categorized into groups on the basis
of various factors, such as their diagnoses and treatment, age, and their
statistically similar lengths of stay. The HIM professional must be knowl-
edgeable in the various case-mix classification systems used to measure
the categories of patients and the types of patients treated by a healthcare
institution.

DRGs and Their Application for Severity

A criticism of DRGs was that the system did not take into account the
severity of a patient’s disease. Severity-of-illness methodologies went
beyond DRGs in order to classify to what degree a patient is sick. Clinical
differences in patients with the same diagnosis can account for varying
levels of care being rendered and varying amounts of resources being
used. For the fiscal year 2008, Medicare adopted a severity-adjusted
DRG system called Medicare-Severity DRGS (MS-DRGS.) This was a
significant change in the system. The goal was to improve Medicare’s
ability to recognize severity of illness in its inpatient hospital payments.
One goal was to increase payments for those patients who were sicker
than others in the same DRG category. The MS-DRG assignment is
based on information that includes diagnoses, primary and secondary;
surgical procedures, primary and secondary; discharge disposition or
status; and presence of major or other complications and comorbidities
(Schraffenberger, 2015).

ICD-10-CM and Outpatient Reimbursement

Ambulatory care providers, including clinics and physicians’ offices,
are required to use ICD-10-CM to report diagnoses on claim forms for
Medicare patients and for patients insured by other carriers. Payment
is no longer determined solely by the procedure code but rather by
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linking the correct ICD code to the correct procedure code. This linkage
communicates to the carrier the exact procedure or service (CPT-HCPCS
code) performed and the reason (ICD-10-CM code). Medicare and other
carriers now closely scrutinize claims to ensure that the ICD-10-CM code
provided for a service supports the need or reflects the “medical necessity”
for the service. For a claim to be paid by a carrier, each procedure must
be linked to a medically necessary diagnosis. If in doubt of an appropriate
linkage, the coder should seek clarification from the clinician. Medicare
publishes “National Coverage Determinations” (NCDs) and “Local
Coverage Determinations” (LCDs) in their bulletins and on their website.
LCDs detail coverage limitations and diagnoses for many procedures and
services. Coders should be familiar with NCDs and LCDs and educate
clinical staff on Medicare requirements for specified services. It is impor-
tant that the HIM professional is aware how integral the coding process is
in regards to the financial health of the provider.

CODING QUALITY

According to the AHIMA Statement on Consistency of Healthcare Diag-
nostic and Procedural Coding (AHIMA, 2007), coded clinical data are used
in order to:

* Assist with clinical performance improvement

* Measure the quality, safety, severity of illness, and efficacy of care
* Manage care and disease processes

* Track public health and risks

* Provide data to consumers regarding costs, quality, and treatment
option outcomes

* Design payment systems and process claims for reimbursement,
including pay for performance measures

* Perform research, epidemiological studies, and clinical trials
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* Serve as “clinical” data set for some personal health records
* Design healthcare delivery systems and monitor resource utilization
* Identify fraudulent practices

* Set health policy

“The coding process must provide accurate, consistent, and reliable
coded data. Policies, processes, and standards that ensure coding compli-
ance are an important component of a healthcare entity’s information gov-
ernance program. A compliant coding process that results in reliable coded
data is highly valued for the many uses of coded data stated above. The users
of coded data will trust the data if they are convinced that the process of
coding the data is reliable” (Bielby, 2014).

The quality of coded data is an issue of major importance to the HIM
professional, the healthcare facility, and the HIM profession. Correct cod-
ingis crucial in data management, reimbursement, and other related issues.
The 1996 AHIMA Board of Directors first approved, and then reviewed
and approved again in 2007, a position statement, “Quality Healthcare
Data and Information,” endorsing the concept of a need for accurate,
consistently coded data. In an effort to improve the accuracy of the coding
and MS-DRG assignments performed at a healthcare facility, many HIM
departments utilize prebilling or concurrent DRG reviews. For example,
the MS-DRG analyst or pre-biller may be an employee of the department
or work for an outside contracted service. This individual reviews the
codes and MS-DRGs selected by the department coders prior to billing.
In addition, educational sessions are held with the coders on a regular
basis (perhaps daily) to review the findings of the audit and to improve the
decision making for the coders in the future. Weekly or monthly reports
are generated to provide information on dollars gained or lost in the
review process. The bottom line for the department is that effective quality
control systems result in effective collection and management of clinical
data to support optimal MS-DRG-based reimbursement. The concurrent
review process allows mistakes to be caught before a claim is filed.
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The HIM department must begin the development of a data quality
improvement program by setting goals. These goals should include
the following:

* Establish an ongoing monitor for identifying problems or devel-
oping opportunities to improve the quality of coded data

* Proactively identify variations in coding practices among staft
members

* Determine the cause and scope of identified problems
» Set priorities for resolving identified problems

* Implement mechanisms, including educational initiatives, to
address and resolve the issues identified

* Ensure that corrective action is taken by following up on prob-
lems with appropriate monitors

* Implement a program that not only achieves compliance with
federal and other mandates but also meets the needs of the
organization

The goals and approach to managing and monitoring data
quality specifically related to coding must be defined in the
department’s coding compliance policy. (Endicott, 2012)

The CMS developed the National Correct Coding Initiative (NCCI) to
promote national correct coding methodologies and to control improper
coding leading to inappropriate payment in Part B claims. The CMS
developed its coding policies based on coding conventions defined in
the American Medical Association’s CPT Manual, national and local
policies and edits, coding guidelines developed by national societies,
analysis of standard medical and surgical practices, and a review of current
coding practices. The CMS annually updates the National Correct Coding
Initiative Coding Policy Manual for Medicare Services (Coding Policy
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Manual) (CMS). The Coding Policy Manual should be utilized by payers
and facilities as a general reference tool.

Coders in physician offices should review superbills or charge tickets
for accuracy and provide in-service training to the clinical staff on docu-
mentation, as well as changes in codes and coding requirements. Coders
should also conduct audits to review physician documentation against the
evaluation and management code selected by the doctor for the office visit
or consultation. The amount of documentation in the history, the physi-
cal examination, and the medical decision making must support the CPT
evaluation and management code that is selected. The credentialed coder
or HIM professional can provide guidance in this area, which also serves
to improve organization compliance with healthcare laws.

Accurately coded data give providers the ability to measure clinical and
financial results while supplying payers and managed care companies with
the information they need to make payment and perform outcome anal-
ysis. Thus accurate information about healthcare practices and utilization
is crucial to the success of the healthcare facility and to those involved in
paying the claims. Many activities, then, that are essential to a healthcare
organization’s success depend on the accuracy and integrity of the coded
healthcare data, including, but not limited to, the following issues:

* Strategic planning

* Quality of care

* Outcomes analysis

* Reimbursement

* Critical pathway development

* Wellness initiatives

+ Utilization monitoring

» Statistical and financial analysis

* Research
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+ Case management and case-mix analysis

* Marketing and allocation of resources

* Economic credentialing

* Identification of “best practices”

* Practice pattern analysis

* Performance comparisons with other healthcare organizations

* Clinical decision support (Prophet & Bryant, 1997)

Coding Ethics and Optimization in Coding

Coding professionals need to have a clear understanding of the
authoritative sources of coding advice for each code set...
Coders are responsible for understanding the coding rules, con-
ventions, and guidelines. Coders should recognize that encoders
and commercially published code books are helpful tools that help
the coders assign codes, but these are not official sources of coding
information. (Endicott, 2012)

AHIMA provides guidance for ethical decision-making with the
AHIMA “Code of Ethics, Standards of Ethical Coding.” It can be found
on the AHIMA website (www.ahima.org). The Standards of Ethical
Coding provide ethical guidance to all coding professionals and those
managing the coding function. The HIM professional must be aware of
these standards.

The Standards of Ethical Coding contain guidance regarding
documentation, including:

* Assign and report only the codes and data that are clearly and consis-
tently supported by health record documentation in accordance with
applicable code set and abstraction conventions, rules, and guidelines.

* Query the provider (physician or other qualified healthcare practi-
tioner) for clarification and additional documentation prior to code
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assignment when there is conflicting, incomplete, or ambiguous
information in the health record regarding a significant reportable
condition or procedure or other reportable data element dependent
on health record documentation (i.e., present on admission indicator).

Refuse to participate in or support coding or documentation practices
intended to inappropriately increase payment, qualify for insurance
policy coverage, or skew data by means that do not comply with
federal and state statutes, regulations, and official rules and guidelines
(Endicott, 2012).

As coding impacts reimbursement, the coder must understand
that the codes are the communication device between the facility and
the third-party payer. Correctly coded data are crucial to the inpatient
and outpatient aspects of a healthcare enterprise. Physicians should be
consulted for clarification if they enter conflicting or ambiguous docu-
mentation in the chart, and the information therein must be adequate and
appropriate to support the diagnoses and procedure codes selected.

The AHIMA Code of Ethics speaks to the integrity of the HIM
professional by stating in Code II that “Health information management
professionals comply with all laws, regulations, and standards governing
the practice of health information management.” Regardless of any pres-
sure from a superior, the HIM professional must refuse to intentionally
“upcode,” or code to any inappropriate DRG for the sake of payment.
Coding guidelines published by the CMS must be followed at all times
(AHIMA, 2007).

Optimization involves selecting the most resource-intensive codes
for a particular encounter while still following all the rules. Coders may
legitimately optimize reimbursement by performing a complete review
of the health record to identify all diagnoses and procedures to which
physician or facility services can be coded and documented. Maximization,
however, involves manipulating the sequence of codes or adding other
codes (for comorbid conditions that are not substantiated in the record) in
order to receive higher reimbursement. The HIM professional must refuse

Coding, Compliance, and Classification Systems 197



to maximize coding and instead abide by coding guidelines that support
ethical practices.

Compliance in Coding

Adhering to the AHIMA Code of Ethics and insisting on high-quality
coded data helps to obtain correct reimbursement for services and reduces
the risks to the healthcare facility of committing healthcare fraud. There
are a number of laws that protect healthcare benefit programs from fraud
and abuse. Most laws apply to both federal and other third-party-payer
programs.

CMS defines fraud as “an intentional deception or misrepresentation
that someone makes, knowing it is false, that could result in an unautho-
rized payment.” The attempt itself is fraudulent, whether or not it was
successful.

Abuse is defined as “actions that are inconsistent with accepted, sound
medical, business or fiscal practices.” This practice also results in an unnec-
essary cost to the Medicare program.

A healthcare facility can suffer severe financial consequences as a result
of committing healthcare fraud. In addition to refunding all overpayments,
penalties for violating Health Care Fraud laws can include substantial fines,
exclusion from the Medicare program, and, depending on the severity of
the violation, prison terms for the perpetrators of the fraudulent scheme.
The Office of Inspector General (OIG), under the direction of the U.S.
Department of Health and Human Services (DHHS), investigates and
prosecutes cases of suspected healthcare fraud. All healthcare facilities
must take appropriate steps to ensure compliance with healthcare laws and
regulations. The OIG recommends that each healthcare facility develop
and implement a voluntary compliance program to identify and correct
any potentially fraudulent or abusive practices in an organization. The
OIG publishes compliance program guidance in the Federal Register
and has published guidance for hospitals, clinical laboratories, home
health agencies, durable medical equipment suppliers, individual and
small group physician practices, third-party medical billing companies,
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hospices, nursing facilities, and Medicare 4+ Choice organizations offering
coordinated care plans. It is beneficial to begin with the OIG’s recom-
mended compliance plan components as a base and then tailor a program
to fit the needs of the organization.

The following are an example of OIG-recommended components for
an effective compliance plan. Similar components are included in most
compliance programs:

* Conducting internal monitoring and auditing

* Implementing compliance and practice standards
* Designating a compliance officer or contact

* Conducting appropriate training and education

* Responding appropriately to detected offenses and developing correc-
tive action

* Developing open lines of communication

* Enforcing disciplinary standards through well-publicized guidelines

According to AHIMA'’s Practice Brief on Developing a Coding Com-
pliance Policy (AHIMA, 2010), a coding compliance plan should include
the following:

* General policy statement about the commitment of the organization to
correctly assign and report codes.

* The source of the official coding guidelines used to direct code
selection.

* The parties delegated with responsibility for code assignment.

¢ The procedure to follow when the clinical information is not clear
enough to assign the correct code.

* Specification of the policies and procedures that apply to specific
locations and care settings. Official coding guidelines for inpatient
reporting and outpatient or physician reporting are different. This

Coding, Compliance, and Classification Systems 199



means an organization that is developing a facility specific coding
guideline for emergency department services should designate the
coding rules or guidelines that apply only in this setting.

Applicable reporting requirements required by specific agencies.
The document should include where instructions on payer-specific
requirements may be accessed.

Procedures for correction of inaccurate code assignments in the clinical
database and to the agencies where the codes have been reported.

Areas of risk that have been identified through audits or monitoring.
Each organization should have a defined audit plan for code accuracy
and consistency review, and corrective actions should be outlined for
problems that are identified.

Identification of essential coding resources available to and used by
coding professionals.

A process for coding new procedures or unusual diagnoses.

* A procedure to identify any optional codes gathered for statistical pur-
poses by the facility and clarification of the appropriate use of External
Cause of Injury codes.

Appropriate methods for resolving coding or documentation disputes
with physicians.

A procedure for processing claim rejections.

* A statement clarifying that codes will not be assigned, modified,
or excluded solely for the purpose of maximizing reimbursement or
avoiding reduced payment. Clinical codes will not be changed
or amended merely because of either physicians’ or patients’ request
to have the service in question covered by insurance. If the initial code
assignment did not reflect the actual services, codes may be revised on
the basis of supporting documentation.

* The use of and reliance on encoders within the organization. Coding
staff cannot rely solely on computerized encoders. Current coding
manuals must be readily accessible, and the staff must be educated
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appropriately to detect inappropriate logic or errors in encoding
software. When errors in logic or code crosswalks are discovered, they
are reported to the vendor immediately by the coding supervisor.

* Medical records are analyzed and codes selected only with complete
and appropriate physician documentation available. According to cod-
ing guidelines, codes are not assigned without supporting documenta-
tion from the provider. The guidelines also state that the entire record
should be reviewed to determine the specific reason for the encounter
and the conditions treated.

It is vital that health information management professionals under-
stand the significance of healthcare fraud laws and the importance of bal-
ancing correct reimbursement with compliance with those laws. Employers
must be sure that appropriately credentialed, trained, and qualified individ-
uals perform coding and compliance functions. HIM professionals must
have a thorough understanding of coding, documentation, and reimburse-
ment rules; and are uniquely positioned to play a key role in developing,
implementing, and managing a healthcare organization’s compliance plan.
The OIG website, http://oig.hhs.gov/, is an important site to visit to keep
current with the ever-changing environment.

CHALLENGES AND TECHNOLOGY ADVANCEMENTS
IN CODING

AHIMA’s Computer-Assisted Coding Toolkit defines computer-assisted
coding or CAC as “the process for extracting and translating transcribed
free text data or computer generated discrete data into codes for billing
and coding purposes.” Healthcare providers are implementing CAC
applications to help increase coding productivity, identify documentation
deficiencies, reduce accounts receivables, and to improve code selection
accuracy. The toolkit recommends extensive planning and following
fundamental project management skills. Compliance and risk assessments
should be conducted on the CAC-produced coded data. This may require
more than one review or several audits (AHIMA, 2014).
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AHIMA also states that organizations should evaluate their workflows
and current processes before implementing computer-assisted coding.
Organizations should know where their current gaps are in the process.
Organizations should also evaluate their documentation patterns and how
they will interact with the computer-assisted coding. What documentation
must be present before the record is coded should be answered as well
(Bronnert, 2011).

ICD-10-CM/PCS requires providers to capture more detailed infor-
mation at the point of care than ever before. Since ICD-10-CM/PCS
provides increased specificity in its code sets, clinical documentation to
support that is critical. Providers need to document precisely with an eye
on quality, not quantity. Proper documentation can be facilitated through
the effective use of EHR templates and prompts and the data repurposed
throughout the EHR to support the “collect once, use many times”
concept. Documentation templates should be designed to reflect clinical
accuracy and ensure documentation integrity. The AHIMA Practice
Brief: Electronic Documentation Templates Support ICD-10-CM/PCS
Implementation provides detailed information (AHIMA, 2015).

Technology is streamlining the technical aspect of coding and creating
new opportunities for coders and the HIM profession. There is a greater
need for high-level coders in oversight and quality assurance roles to verify
that the automated systems are assigning codes accurately and optimizing
reimbursement in compliance with healthcare regulations. HIM profes-
sionals must continuously learn about technological advancements that can
improve coding accuracy and efficiency.

CONCLUSION

Accurate clinical coding has become more critical over the past decade.
Issues contributing to this include the advent of prospective payment
systems across many healthcare settings, expanded coding rules due to
new reporting requirements by various entities, the need for improved data
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collection and maintenance, increased scrutiny for erroneous or fraudulent
claims, the pressure to bill as efficiently as possible, the advancement of
medical care, and the implementation of ICD-10-CM/PCS. The HIM
professional has faced significant challenges during this period and will
continue to do so in the future. The quality of clinical data submitted by
all healthcare institutions is crucial to the future of the healthcare delivery
system. The accuracy of clinical data abstracting and coding significantly
affects healthcare facilities.

Coding will continue to change in the electronic health record environ-
ment, and new systems will most likely be put in place. Furthermore, the
profession may be more involved in managing the computerized coding
and encoding systems as well as in analyzing the data.

The key to survival in the world of decreasing reimbursement and
increased regulations will be the successful partnership of health informa-
tion managers with facility administrators who embrace the philosophy of
consistent, high-quality data.
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CHAPTER 8

Clinical Documentation
Improvement

Sandra K. Rains

here are a significant number of reasons to begin a Clinical
Documentation Improvement (CDI) program in a healthcare
facility. Reviewing and analyzing healthcare costs overall is one of the
main reasons that a CDI program is so important. A strong CID program
working to obtain appropriate reimbursement on all cases can make a big
difference in the efficient functioning of a healthcare facility. One must
also take into account that the federal government provided the impetus
for the implementation of the electronic health record (EHR) in facilities
across the country. An EHR will assist with the implementation of a CDI
program. Quality of care in a hospital or healthcare facility has been and
always will be the goal of medical facilities. Another reason for a CDI
program is to improve healthcare assessment and tracking of data. With
the October 1, 2015, implementation of the International Classification of
Diseases Clinical Modification, 10th revision (ICD-10-CM), and its neces-
sity for more detailed documentation, there is even another compelling
reason to implement a CDI program.
The role of a CDI specialist is to become an analysis expert who works
between the coding professionals and the clinicians providing patient care.
Every facet of patient care must be translated into a code for the medical
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record. Physicians write or dictate into the medical record what they know
to be the medical issues of the patient. Some of their terms and words they
choose when documenting about the patient’s care and conditions do not
easily translate into an ICD-10-CM code. According to David Frenz, there
are more than 155,000 codes from various coding systems available for use
in the medical record today (Frenz, 2011). The comparison in Figures 7.1
and 7.2 displays the differences between the ICD-9-CM used from 1979 to
2015 and the ICD-10-CM and ICD-10-PCS codes used today.

The CDI specialist works with the physicians and the coders in order
to achieve the appropriate documentation to reflect the true severity of the
patients’ illness. The CDI specialist does not tell the physician what to write,
for example:

A physician documents anemia in the assessment at the time of
discharge. The coder notices the lab reports support the anemia,
and also notes that the patient was hemorrhaging during surgery.
The CDI specialist will then ask the physician if the bleeding dur-
ing surgery has any significance to the anemia diagnosis. If so, the
physician will document the same in the medical record.

With the advent of ICD-10-CM, changes have been made to diagnosis
and procedure codes. These changes have an impact on practically every
facet of the healthcare system. Hospitals, clinics, hospice facilities, physi-
cian offices, outpatient centers, and health plans are seeing changes. Doc-
umentation, repayments, coverage, insurance plans, quality measures, and
audits were all affected by ICD-10-CM.

CDI Specialist Job Description

Below is a job description for a CDI Specialist from Children's Healthcare
of Atlanta.

Job Description: The Clinical Documentation Improvement
Coordinator (CDIC) facilitates and obtains appropriate
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physician documentation for any clinical conditions or
procedures which support the appropriate severity of illness,
expected risk of mortality, and the complexity of care of the
pediatric patient population. The CDIC exhibits a sufficient
knowledge of clinical documentation requirements, DRG
assignment, and clinical conditions and procedures. The CDIC
assists with developing education for members of the patient
care team to ensure timely and accurate documentation and
provides training as needed. This individual also performs
focused documentation reviews at the discretion of the Coding
Director.

Essential Job Duties and Responsibilities: Monitors daily
operations of clinical documentation improvement program
and adjusts staffing to ensure that department goals are met.
Coordinates and provides the orientation and training of new
staff regarding clinical documentation policies and procedures
as well as systems applications. Ensures reviews of pediatric
inpatient medical records are conducted concurrently in accor-
dance with established timelines, in order to promote accurate
code and DRG assignment and assessment of risk of mortal-
ity and severity of illness. Collaborates with CDIS, coders, and
clinicians to review, clarify, and resolve physician queries to
ensure completeness of supporting documentation (Children's
Healthcare of Atlanta, 2015b).

After going over the job description, there are four main skills or
requirements that must be taken into consideration when hiring a CDI
specialist.

The specialist must be a:

* Lifelong learner
* Credentialed specialist
* Credentialed coder

* Have strong clinical skills
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Lifelong Learner: A lifelong learner never stops learning. A lifelong
learner makes it a point to read all of the latest and most current text-
books on the subject of clinical documentation improvement. A lifelong
learner attends as many conferences in regards to CDI as is possible
where he/she may network with others in the field. In addition to text-
book knowledge, a lifelong learner reads articles and practice briefs in
regard to CDI. Finally, continuing education courses should be taken to
keep current on what is happening in the field.

Credentialed Specialist/Credentialed Coder: In order to obtain the
credential of Clinical Documentation Improvement Practitioner (CDIP)
of the AHIMA, there are certain requirements for eligibility to take the
exam. The candidate must possess an RHIA, RHIT, CCS, CCS-P, RN,
MD, or DO certification plus have 2 years' experience in CDI. The can-
didate with an Associate's degree or higher but no certification must
have 3 years' experience in CDI and must have completed coursework
in Medical Terminology & Anatomy and Physiology (A&P).

The domains that the candidate will be tested on are:

* Compliance

* Leadership

* Record Review & Documentation Clarification
® Clinical Coding Practice

* CDI Metrics & Statistics

® Research & Education

Credentials are important because they demonstrate that the can-
didate possesses leadership skills and professionalism along with com-
petence and commitment to lifelong learning. Candidates with a Health
Information Management (HIM) background have the skills necessary
to become proficient as a CDIP.

Coding Skills: In order to provide education to the physicians, a
CDI specialist must have an extensive knowledge of coding and its
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effect on the revenue cycle. This coding knowledge will enable a CDI
specialist to educate the physicians on the documentation requirements
to maintain accurate coding in the medical record. Accurate coding
involves knowledge of ICD-10-CM and ICD-10-PCS, as well as CPT
coding. It also requires a plethora of knowledge in regards to the Medi-
cal Severity Diagnosis Related groupings (MS-DRGs), major comorbid-
ity and/or complications (MCCs) and comorbidity and complications
(CCs). In order to understand all of these things, a candidate must
be an expert also in the Coding Guidelines that are developed Cen-
ter for Medicare and Medicaid Services (CMS) and the National Center
for Health Statistics (NCHS) and approved by the four organization that
make up the Cooperating Parties for the ICD-10-CM. Besides the two
organizations mentioned above, the Cooperating Parties include the
American Hospital Association (AHA) and the AHIMA.

Clinical Skills: There is a listing of clinical skills that will be very
important knowledge for anyone interested in the CDI specialist
career.

* Pharmacology: Knowing the group of drugs that are used to treat
an illness (Lasix-CHF, Synthyroid-thyroid disorders, etc.)

* Treatments: Why is the physician performing the treatment or
procedure for this particular patient? (Stress test-stroke, EGD-
reflux, etc.)

* Lab Values: What do they indicate? The CDI specialist must have a
strong understanding of lab values, as an abnormal lab value may
have significant clinical significance that must be documented.

* Medical Terminology: Have to be able to understand what is writ-
ten in the record and must be able to speak intelligently with the
physicians about the case.

* Pathophysiology: The cause and nature of the disease

® Clinical indicators: Signs and symptoms of illnesses and treatments
(Children's Healthcare of Atlanta, 2015b)
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MANAGING CODING AUDITS

With the implementation of ICD-10-CM, it has become imperative that
the coding and billing be reviewed on a regular basis for accuracy. Not
monitoring this closely can cause “denials, abuse, fraud, Recovery Audit
Contractors (RAC) take backs and waste which will drain thousands, if not
millions of dollars from healthcare organizations” (MRA Health Informa-
tion Services, 2015).

AHIMA advises that all facilities conduct at least one external cod-
ing audit per year in order to support code accuracy and revenue integrity.
“This outside review helps strengthen future internal audits by discovering
how and why internal audits may have overlooked findings” (Abarca, 1999).

A professional compliance audit can aid in the prevention of losses as
well as assist healthcare organizations in recovering revenue. This profes-
sional compliance auditor can provide assistance in identifying revenue
that the healthcare facility is entitled to recoup. The identification of inac-
curate medical coding and insufficient documentation for ICD-10-CM
can assist healthcare facilities in increasing revenue and providing accurate
documentation to reflect the true severity of the patient’s illness. This
outside review helps strengthen future internal audits by discovering how
and why internal audits may have overlooked findings (Dunn 2009).

The Institute of Internal Auditors Code of Ethics (The Institute of Inter-
nal Auditors, 2015) states that internal auditors are expected to apply and
uphold the principles of integrity, objectivity, confidentiality, and compe-
tency (Northwestern State University, n.d.). These guidelines are very simi-
lar to the AHIMA Code of Ethics that all Health Information Management
(HIM) professionals follow. The Association for Clinical Documentation
Improvement Specialist (ACDIS) also follows a similar code of ethics.

Bringing in an outside auditor may cause the coding staft as well as
management some concern. The staff needs to know this is not a ques-
tion as to what they are doing wrong, but an affirmation of what they are
doing right. If one has built good coders into the HIM department, then an
audit will not be an issue. It is also a learning experience. The CDI specialist
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may find documentation issues that were missed along the way as well. The
entire purpose of the audit is to improve documentation, provide the most
accurate coding, and make sure that the healthcare facility is receiving the
proper reimbursement.

COMPUTER-ASSISTED CODING: A REVIEW OF ACCURACY
OF CAC CODING ASSIGNMENTS

With the invention and implementation of Computer-Assisted Coding
(CAC), coders and documentation specialists have found that their jobs
were not eliminated, but expanded. Today’s coding professional reviews
the codes that CAC puts on the medical record before the bill goes out.
The screen for most CAC programs pulls the documentation up with the
codes assigned next to it. The coders and/or documentation specialists can
review and modify the coding while simultaneously reviewing it against
the local and national guidelines.

Most CAC programs are able to generate comprehensive management
reports related to case mix trending and (coding or CDI) physician
query management. This is a great assistance to the CDI specialist. These
programs can also supply customization to the workflow queues within a
department, as well as assist with productivity reporting.

In today’s world, healthcare software vendors have to create CAC
products that clinicians can use at the point of care to assist with documen-
tation in the healthcare record. This software can generate ICD-10-CM,
ICD-10-PCS, and CPT codes for billing by scanning the electronic health
record. The software has an underlying set of rules with words and phrases
and sentences that are analyzed by the software to generate codes. The
main advantage to this type of CAC system is that the physicians receive
a prompt for the detail needed to generate appropriate ICD-10-CM,
ICD-10-PCS, and CPT codes. If a physician dictates an operative report,
he or she may or may not include the detail necessary for a coder to
accurately choose the correct code for each encounter.
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CAC does not eliminate all coding jobs; rather, it helps improve
accuracy and increase the productivity in most coding departments.
Finding the right vendor to be able to work within a healthcare facility
is an important key in implementing a CAC program. It is important
for the CDI specialist and the coding manager to see actual demon-
strations of the different software programs that are being used within
other healthcare facilities. By speaking with the users of these different
programs, managers will get a feel for what is working and what programs
need improvement.

Implement Provider Querying to Resolve Discrepancies

Physicians do not always document the care they provide to a patient to
the highest degree of specificity possible. Often they do not use terms that
can explain the acuity of care that was given to the patient. This problem
can be rectified by the implementation of the physician query. The CDI
specialist uses the physician query as a tool to improve and correctly reflect
the specificity of the patient’s illness in physician documentation. There is a
problem with this in that the coding “language” and the clinical “language”
do not always understand one another. This can cause discourse between
the physician and the coder. Also it has been noted that on some occasions,
the physician will ignore queries altogether. The CDI specialist takes on the
role of intermediary to make sure the physician and the coder understand
the query process and use it to both of their advantages.

A memorandum from the Centers for Medicare & Medicaid Services
(CMS) to its Quality Improvement Organizations (QIO) in October 2001
clarified the agency’s stance on the use of query forms. The Medicare
QIO for Texas, for example, stated, “Use of the physician query form
is permissible to the extent it provides clarification and is consistent
with other medical record documentation.” More recently the American
Health Information Management Association (AHIMA) stated in its
guidelines: “A query should include the clinical indicators, as discussed
above, and should not indicate the impact on reimbursement. A leading
query is one that is not supported by the clinical elements in the health

212 Health Information Management



record and/or directs a provider to a specific diagnosis or procedure. The
justification (i.e., inclusion of relevant clinical indicators) for the query is
more important than the query format” (AHIMA, 2013).

How to Begin the Query Process

In a brief provided by AHIMA, “Managing an Effective Query Process,”
there are policies and procedures that provide guidance and support to
HIM and coders throughout the query process. The practice brief listed
the following as examples as to the appropriate use of a query:

* Legibility: Defined as handwriting that cannot be read by two other
individuals.

» Completeness: Represented by an abnormal test result for which a clin-
ical interpretation has not been given or the indication for a prescribed
pharmaceutical was not provided.

* Clarity: Represented by a patient with a symptom for which an under-
lying cause was not described (e.g., fever, abdominal pain).

* Consistency: Represented by conflicting documentation by a treating
provider (e.g., sepsis on one progress note, urosepsis on the discharge
summary) or between two different providers (e.g., stroke documented
by a neurologist, transient ischemic attack documented by the attend-
ing physician on the discharge summary).

* Precision: Represented by the need for greater specificity of diagnoses
when allowed for by ICD-10-CM. (Prophet, 2001)

In summary, the AHIMA practice brief states that “queries should be
limited to conditions that contain ambiguous, conflicting or incomplete
information in regards to reportable conditions or procedures that exist in
the medical record.” Queries should never tell the physician to document
a certain diagnosis nor mention anything to do with financial outcomes.

This brief from AHIMA is not a law but a suggested practice to assist
those facilities that wish to implement a CDI program. It is considered
the industry standard and therefore contains some regulatory weight. In
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no way does AHIMA insist the ideas contained in this brief be followed
or considered government guidelines. The practice brief contains guiding
principles to assist in the development of CDI programs.

Identify Discrepancies Between Documentation and Coded Data.
How to Begin. The first thing a CDI specialist should concentrate on is
the high-volume services. Running an audit to determine the top 5 to 10
MS-DRGs is the ideal place to begin. Each principal diagnosis and proce-
dure should be mapped to the codes listed in ICD-10-CM/ICD-10-PCS.
Then one should review the MCC/CC list to make sure all of these very
important codes are being picked up and coded appropriately. The CDI
specialist needs to identify what the documentation requirements are for
each of the codes under each DRG and look for documentation strengths
and weaknesses. After all of this is completed, the CDI specialist should
then develop a plan for documentation improvement and begin working
with physicians.

Managing Present on Admission, Hospital Acquired Conditions,
and Other Components of CDI Programs. In 1999, the Institute of
Medicine (IOM) identified that medical errors were one of the leading
causes of mortality in the United States. Most of these errors were caused
by complications that happened during a patient’s hospital visit.

This caused Congress to charge the Center for Medicare and Medicaid
Services (CMS) to review and modify reimbursement rules for hospitals.
This is when conditions that were present on admission (POA) began to be
identified by coding staff. The hospitals would no longer be paid for Hos-
pital Acquired Conditions (HAC), or conditions that were not present on
admission but developed after admission.

To consider a condition POA:

* The physician must document that the condition was “present on
admission.”

* The patient’s past medical history must contain the condition.
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* The chronic conditions and cancers could have been diagnosed dur-
ing the admission, but symptoms were definitely present before the
admission.

» « » «

* The diagnoses are considered “probable,” “rule out,” “suspected,” dif-
ferential,” or “possible on admission,” and then confirmed on discharge

(ACDIS, 2016).

* The condition developed during an outpatient visit (e.g., emergency
room, physician’s office, outpatient surgery, or observation visit).

* The signs and symptoms of the condition were clearly POA listed later
in the record as a diagnosis with a POA. (Medicare Learning Network
2016). Providers have been required to report POA codes since 2007.
There are five indicators used to define the clinical condition or conse-
quence that may occur during an inpatient admission:

1. Y = present at the time of inpatient admission
2. N = not present at the time of inpatient admission
3. U = documentation is insufficient to determine whether condition

is POA

4. W = provider is unable to clinically determine whether condition
was POA

5. Unreported/Not Used (“1” for electronic billing) = exempt from
POA reporting

COMMUNICATING WITH PHYSICIANS

The physician support of the Clinical Documentation Improvement (CDI)
program is essential to a successful program. How well does the physician
team currently support responses to physician queries? Does the medical
staff believe that physician queries are even necessary? In the book Clin-
ical Documentation Improvement Specialists Guide to ICD-10-CM, Krauss
and Hoffman state, “Many programs identify patterns of the 80/20 rule,
whereby 80% of the nonresponses to clinical queries come from just 20% of
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Table 8.1. POA Indicators

Examples of conditions that can be “reasonably prevented” by following
established guidelines

Foreign body retained after surgery, like a sponge or needle left in a patient.

Air embolism, which is an air bubble that enters the bloodstream and can
obstruct the flow of blood to the brain and vital organs

Blood incompatibility—a transfusion with the wrong type of blood
Pressure ulcer stages 1l and IV or severe pressure ulcers
Falls and trauma
* Fracture (CC)
* Dislocation (open)(CC)
* Intracranial injury (CC)
* Crushing injury (CC)
* Burn (CC)
* Electric Shock (CC)
Catheter associated urinary tract infection (CC)
Vascular catheter associated infection (CC)
Manifestations of poor glycemic control
* Diabetic ketoacidosis (CC)
* Nonketotic hyperosmolar coma (CC)
* Hypoglycemic coma (CC)
* Secondary diabetes with ketoacidosis (CC)
* Secondary diabetes with hyperosmolarity (CC)
Surgical site infection (CC) following certain orthopedic procedures
* Spine
* Neck
* Shoulder
Mediastinitis
Surgical site infection (CC) following bariatric surgery for obesity:
* Laparoscopic gastric bypass
* Gastroenterostomy

* Laparoscopic restrictive surgery

216 Health Information Management



Table 8.1. (Continued)

Deep vein thrombosis (CC) (a blood clot in a major vein) and/or pulmonary
embolism (CC) (blockage in the lungs) following certain orthopedic procedures:

* Total knee replacement
* Hip replacement

* Fractures of the arm

* Ulna

* Radius & ulna

* Elbow

Acute infection following transfusion, infusion, or injection, or blood and
blood products

Source: The CCDS Exam Study Guide, by F. Jurcak, 2012, Marblehead, MA: HCPro.

the medical staff.” These numbers are not good. It will be important for the
CDI team to focus on the 20% prior to the implementation of their new pro-
gram. Stressing to the medical staff the importance of accurate and specific
documentation in the medical record has increased under the ICD-10-CM
guidelines.

In order to assist the CDI team in getting all of the medical staft
onboard, it is crucial that the team acquire a physician champion or
liaison. This person can assist in marketing the training initiative and aid
in soliciting support from the rest of the medical staff. This should be one
of the first things that the CDI team accomplishes. A small self-standing
facility with 100 inpatients or less can survive with one physician cham-
pion. A larger, educating facility with more beds and more medical staff
may require more than one champion. In order to select a champion, some
planning is involved. When considering the role of the physician advisor,
several factors must be considered.

1. How much support and participation will be required from the physi-

cian champion?
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2. Does the physician selected have the respect from the medical staff that
would be required of this position?

3. What is the time commitment and how available must the physician
liaison be in this role?

4. What degree of commitment will be expected from this physician?

5. What are the current roles and responsibilities of the CDI program?

A physician champion is the one physician who will back the CDI
program and convey the importance of an ICD-10-CM CDI program to
his or her colleagues. Having someone in this position will go a long way
in ensuring the success of a CDI program. Providers are acutely aware of
the ICD-10-CM billing requirements for claims that began on October 1,
2015. The financial risk that is a concern of the healthcare industry with
the implementation of this new coding system may not be seen initially.
It is a concern that using the incorrect code could result in rejection of
medical claims or a reduction in reimbursement. The preparation for
ICD-10-CM was in progress in many facilities since 2010. The delay by
Congress of first one year and then an additional year to 2015 put many
facilities behind because they were unsure that the new coding system
would actually be implemented even then. Most facilities did put the
emphasis on training the medical staff, the billing staft, and the coders in
the differences in ICD-9-CM and ICD-10-CM. Although many coding
guidelines are generally the same, there were some changes as well. It was
difficult to train the physicians on ICD-10-CM during the various delays.
Many physicians were still hoping for still another delay, so it was difficult
to obtain strong buy-in. Continuing education of the physicians therefore
has become one of the main focuses for the CDI specialist. Physicians need
to understand how important it is for them to properly document their
care in order for coders and billers to be able to fulfill their important roles
in the era post ICD-10-CM and ICD-10-PCS implementation.

A report in the May 10, 2014, HIT Consultant e-Newsletter stated
that 44% of physicians were uncertain whether or not they would have
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been ready for the October 2014 deadline, according to the 2014 Practice
Profitability Index (PPI). Another 25% were certain they would not have
been prepared to face the transition and the ICD-10-CM upgrade costs
(Gebbs Healthcare Solutions, 2014)

Hospitals and medical practice groups of all sizes should be focusing on
physicians and their documentation of patient care as a major aspect of how
to continue correct coding in ICD-10-CM. The physician champion should
be chosen from the current medical staff to continue the ICD-10-CM excel-
lence going forward. If possible, there should be a physician champion for
each specialty area within the facility. While typically in hospitals physi-
cians do not code with the ICD system, champions should be trained in
the codes for their specialty area and documentation requirements to sup-
port the billing codes. The champions should be willing to educate their
colleagues on the importance of proper documentation and its relationship
to proper reimbursement.

A facility will receive a better response when other physicians, that is,
their peers, are the ones who are educating them on improvements in their
documentation. Physicians may not be into all the detail of the coding,
but they would like the medical record to reflect the highest and most
accurate level of severity of the patient’s illness. The champion can com-
municate with his/her peers and explain the connection between specific
documentation and the coding world. This puts the emphasis on patient
care and demonstrates to the physicians how this documentation can
improve patient care (Towers, 2013). Physicians may be more responsive
if the accent is appropriately placed on the documentation.

Champions can intensify the motivation of providers by stressing the
positives of the new system. These positives include, but are not limited
to, more timely and accurate payments, fewer claim denials or returns
for more information, and improved patient care based on the documen-
tation. A physician champion can engage his/her peers into viewing the
ICD-10-CM codes as administrative tools for a rising improvement in
patient care, instead of simply an arduous, organizational, and complex
requirement for getting paid.
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Physician Education

Many different tools need to be put in place in order to train the physicians
on documentation and the clinical documentation improvement program.
It has been successful at some facilities to send out physician newsletters
via email; however, the physicians may begin to overlook them if too many
are released. Putting up posters and clever signage in the physician lounge
is another way to bring important details to their attention. A hospital
could document a one-page information sheet monthly for the CDI
program and then place it in strategic places throughout the hospital
where physicians have access. Another successful way is for the CDI
specialist to be given a 15-minute time slot to attend each departmental
meeting. A concise, but significant, presentation has been successful for
many CDI specialists. After the presentation, documentation tip sheets
could be e-mailed to the administrative assistant for the department and
forwarded to the physician mailboxes. Handing sheets out at a meeting is
not as effective. A facility could construct credit-card-size tip sheets that
the physicians could hang behind their badges or on their person to pull
out when needed. Less is often more. Keeping it brief and to the point is
the most effective way to reach the physician.

Clinical documentation improvement (CDI) is not consistently taught
in medical school. Physicians are not familiar with the CDI acronym.
Forward education is paramount. The principal message to physicians
should be that CDI is a quality program. When asking physicians why
good clinical documentation is necessary, they will most likely say that
it is to document the care of the patient and to communicate with other
providers (Towers, 2013).

In the article for Journal of AHIMA, “Clinical Documentation
Improvement, a Physician Perspective” (Towers, 2013), there is a reminder
that the electronic health record (EHR) is the perfect tool to provide
the physicians with hints and tips as they document. Most EHRs have a
built-in CDI program that reminds physicians of the specificity required
for improved documentation. For instance, when a physician writes CHE
a coder would much rather see “acute systolic CHE.” The electronic health
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record has alerts and buzzwords to remind the physician to include that
specificity in the medical record documentation.

The physicians just want to know “why.” Throughout all of medical
school, internship, and residency this was a typical question. So when
asked why, the CDI specialist needs to take the time to explain the impact
nonspecific documentation has on reimbursement to the hospital. Take the
time to explain to the physician that the hospital would like to showcase
all of the hard work they do, and if they document it, the hospital is able
to do just that. The CDI specialist should describe how specificity in
documentation affects the development of the hospital. For example, if
the hospital has an uptake in clinic visits for insulin-dependent diabetic
patients, proper documentation can be used to provide administration
with the tools necessary to help make decisions on expansions in that
service area.

The CDI specialist should not be viewed as the Medical Staft’s neme-
sis, but the physician’s friend. Medical records will be more accurate and
truly reflect the severity of the patient’s illness when a good CDI program is
in place. Reimbursement may be timelier. Research will be facilitated with
more specific coding as a result of specific documentation. Physicians will
benefit from accurate information and focused learning.

CDI EXTERNAL CODING AUDITS

The purpose of an external coding audit when starting a CDI program is to
see what an outside source finds in the documentation process and invoices
going out of the facility benchmarked against a prepared list of legal criteria.
The facility must be careful in choosing a company to perform the audit.
One must first look at the company and determine what their purpose is in
performing an audit for you. The structure of the audit and the philosophy
and corporate mission of the company hired can help or hinder progress.
Facilities that rely too closely on consultants (or those who rely on consul-
tants without noting their operations) may find their performance under
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government inquiry. As the adage goes, “Ignorance of the law is no excuse.”
If unsuitable practices and imprecise data are disseminated, it is the facil-
ity’s responsibility to scrutinize the processes that led to the inaccuracies
and to apply corrective actions.

If a facility utilizes a consulting firm or other external source to audit
data, it is compulsory on the leadership of the organization to know where
that firm’s priorities and values fall. Hiring a consulting group that is more
concerned with having a financial return on investment or another firm
that is overly conservative could be worse than having no consultants at all.
Different approaches by different firms could have varying results.

So, how does one find a quality external auditor? A first step is to check
with other respected healthcare facilities and practices. Benchmarking is
a good process. Second, the vendors under consideration could be asked
to allow contact with former clients. This allows one to hear of actual
experience from that firm. The third, and maybe most important step in
hiring a consulting firm, is to determine how cost is determined, and have
an estimate of final cost. There are firms who charge a percentage of the
return on investment. Such companies should be approached cautiously
as there is a tie with findings and overall charges. Other companies may
use a flat rate based on time, or cases reviewed, and so forth. It is thought
that consultants who educate the facility CDI Specialists to create internal
audit tools that are specific to that facility are the firms who truly want
to help improve and create the best clinical documentation improvement
program possible.

CDI AND THE CASE MIX INDEX

The case mix is the method that hospitals use to group patients according to
a predetermined set of similar characteristics. Many hospitals use Medicare
severity diagnosis-related groups (MS-DRGs) to determine the case mix in
their facility. When these calculations are made, the hospital uses a process
called the case mix index (CMI). This is a statistical formula that calculates
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the average MS-DRG weight for patients discharged from the hospital. It
is a measurement of all of the resources that may be used when providing
care for the patients in the hospital. The CMI is often used to determine the
average reimbursement the hospital receives.

The CDI program has a direct effect on the CMI in healthcare facilities.
It has been noted that when a CDI program is implemented, the increase
in specificity, complications, and comorbidities have a direct effect on the
case mix index. The more specific the physician can be, the more accurate
the code will be, which can improve the MS-DRG on the patient.

Clearly, documenting the diagnosis without the complication/
comorbidity (CC) demonstrates the difference in reimbursement for the
facility as can be seen in the following examples:

* MS-DRG 179 Complex pneumonia without CC or MCC, Hospital
reimbursement $5,389

* MS-DRG 178 Complex pneumonia with CC, Hospital reimbursement
$7,922

* MS-DRG 177 Complex pneumonia with MCC, Hospital reimburse-
ment $11,302

The “CC” (complication and/or comorbidity) and the “MCC” (Major
CC) make a significant difference in payment for the facility. Clearly the
documentation must support the choice of codes; never can the record be
coded just to receive maximum reimbursement. It has been noted that the
implementation of a CDI program has assisted facilities in increasing their
case mix index by more detailed and specific documentation being found
in the medical record.

CONCLUSION

The role of the Clinical Documentation Improvement Specialist is a vital
role in health care. A Registered Health Information Technician or Admin-
istrator or a Registered Nurse with coding and clinical background is the
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ideal candidate for this position. This is a fast-growing field for Nurses and
Health Information Management professionals.

The electronic health record has already led healthcare documentation
into a more precise process. The CDI specialist can build upon this growth.
With the guidance of the CDI specialist, the physician will be able to spend
time on patient care. By accurately and specifically documenting the true
severity of the patient’s illness, the physician is providing a higher quality
of patient care.

On the business side, the healthcare facilities and the physicians will
be protected from being pulled into the legal system for poor handwrit-
ing and insufficient and nonspecific documentation. Although handwritten
notes are no longer the norm, there are still nursing homes and physician
offices that are not yet electronic. The physicians, working with the experts
on the CDI team, will be able to document as they care for the patient
and not have to backtrack after patient discharge. The CDI specialist, along
with the caseworkers, coders, and physicians, will work together as a team
in protecting the patient, the physician, and the healthcare facility from
unnecessary litigation.

Reimbursement is one of the other sides of the CDI program that has
become very important to physicians and healthcare facilities. Health con-
sumers are constantly regaled by the media with tales of reimbursement
nightmares in the healthcare arena. The CDI program can bring such speci-
ficity to the billing department that there will be significantly fewer errors
when billing out a patient episode of care.

The most important issue for the CDI program is the quality of care.
Specific, timely, and accurate documentation provide a medical record that
will allow subsequent physicians and facilities to view the severity and com-
plexity of the patient visit time after time.
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CHAPTER 9

Revenue Cycle
and Reimbursement

Karen Wright

definition of the revenue cycle is “all administrative and clinical
functions that contribute to the capture, management, and collec-
tion of patient service revenue” (Oregon Health and Science University,
2016). Maintaining the financial integrity of a healthcare facility demands
administrative vigilance to be efficient and to have error-free capture of
clinical documentation. Charges and the billing of all services provided
to patients or third-party payers are facilitated by an instrument called
the charge description master (CDM). This is a financial management
computerized process involving an electronic spreadsheet containing
a department number, a charge code, the description of the service, a
HCPCS code, and a revenue code. Pricing is included and linked to
physician orders for services with the Electronic Health Record (EHR).
The CDM includes all events that take place in the patient care process
that permit the organization to receive payment. It is simply a master price
list of supplies, devices, medications, services, procedures, and other items
for which a distinct charge to the patient exists. Health Information Man-
agement (HIM) and coding professionals are key to ensuring the facility is
properly reimbursed (Dunn, 2009).
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ADMINISTRATIVE FUNCTIONS OF THE REVENUE CYCLE

Several components of the revenue cycle are impacted by government
regulations, information technology (IT), interoperability, and a lack of
consensus regarding standards of electronic exchange of information. The
revenue cycle also includes the governance of information and enforce-
ment of policies and procedures regarding each step of the process. There
also must be an accurate enterprise-wide master patient index (EMPI),
attention to red flags regarding identity theft, policies on the privacy
of health information, and policies for any security breaches. Revenue
cycle managers need to be prepared for third-party payers reducing
reimbursement and able to skillfully negotiate managed care contracts,
and maintain good relationships with third-party payers. Additional skills
include hiring skilled patient scheduling and case management personnel,
as well as a charge master team. Staff in the revenue cycle team should
be involved in clinical documentation improvement (CDI), prevention of
fraud and abuse, and producing error-clean claims with correct coding.

FEDERAL REGULATION OF MEANINGFUL USE

Federal government regulation has brought a transformation of paper
medical records to an Electronic Health Record (EHR) via the Health
Information Technology for Economic and Clinical Health (HITECH)
Act, enacted as part of the American Recovery and Reinvestment Act
(ARRA) of 2009. HITECH requires meaningful use of technology, and
a certified EHR, which allows tracking and evaluation of the quality
of health care. “As of December of 2015 more than 482,000 healthcare
providers received payment for participating in the Medicare and Medicaid
EHR Incentive Programs” (Centers for Medicare and Medicaid Services
[CMS], 2016a).

However, because EHRs make it easier to commit fraud, the HITECH
ACT has strong language regarding fraud. Those who seek to compromise
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the integrity of EHRs or use EHR systems to perpetrate Federal Health
Care fraud are subject to Civil Monetary Penalties, exclusion from federal
healthcare programs, and criminal fines. They also can be subject to impris-
onment (CMS, 2015).

LACK OF CONSENSUS REGARDING INTEROPERABILITY
STANDARDS

As a result of Meaningful Use, health information is being exchanged
electronically. However, due to a lack of consensus among IT companies
and professionals regarding Health Information Technology (HIT), and
interoperability standards, the objective of collecting data in order to move
to a “value related based reimbursement system” (Federal Register, 2013)
and lower healthcare costs have not been achieved thus far.

The core of the issue can be identified by examining the definition of
interoperability. The IEEE Standard Computer Dictionary defines interop-
erability as “the ability of two or more systems or components to exchange
information and to use the information that has been exchanged” (Institute
of Electrical and Electronics Engineers, 1990). Another definition of inter-
operability is “the capability, through the adoption of standards for systems
to work together and allow providers to focus on delivering patient care,
without having to navigate multiple systems” (Murphy, 2015).

An example of an interoperability standard is Health Level 7 (HL7),
developed for sharing healthcare data. However, because there are several
versions, two different IT systems would have to be using the same version
in order to be able to share data (Health Level Seven International, 2016).

The American Health Information Management Association
(AHIMA) submitted a white paper to the Office of the National
Coordinator (ONC) in an effort to persuade the healthcare industry
into agreement and alignment regarding HIM business practices. It took
radiology professionals 10 years to convince vendors of the need for MRI
machines that are compatible with different computers (Butler, 2015).
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An overarching goal of Health Information Exchanges is to allow
authorized users to quickly and accurately exchange health information to
enhance patient safety and improve efficiency. This goal is dependent on
the ability to link multiple, disparate records relating to a single individual.

INFORMATION GOVERNANCE

The broad ownership of the revenue cycle within a healthcare organization
complicates management. In any healthcare setting, the revenue cycle
consists of a complex set of processes that involve multiple departments
coordinating reviews of multiple monitors to ensure a healthy bottom
line. Performance metrics of patient satisfaction, clinical utilization,
compliance, charge capture, discharged not final billed (DNFB), discharge
to bill time, and account resolution are shared by many. This includes the
administrators and chief operating and fiscal officers, the medical staff,
clinical care clerical staft, case managers, billers, collectors, cashiers, and
the coders and health information clerks (Curtis, Osborn, & Maxin, 2005).
The above paragraph defines the need for information governance
(IG) within healthcare facilities. It is imperative that senior management
take authority over one of its most important assets: data (AHIMA, 2016).
The integrity of the data is essential to the survival of the organization.
A senior management function is to oversee and adhere to approved
policies and procedures necessary to maintain the accuracy and reliability
of information. The very basic component is a data dictionary and is
a first step toward interoperability and health information exchange.
Governance principles must be implemented, and Health Information
Management (HIM) defined and captured efficiently by an EHR. A lack
of defined policies and procedures can lead to negative consequences
such as the endangerment of patients, duplication of tests and procedures,
manufactured documentation in the EHR via the copy and paste function,
and failure to substantiate medical necessity of services. The end result to
the facility could be a significant loss of revenue and security breaches.
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To ensure compliance with all regulations, it is also important that
a HIM professional participate in IT design, EHR implementation, and
information governance. Processes must be in place to ensure that health
information is valid, accurate, timely, and complete (AHIMA Work
Group, 2013).

Accurate identification of the patient, collection of patient demo-
graphic data, and current insurance information is the first step in prevent-
ing claims denials. The treatment process begins with the administrative
task of creating a master patient index (MPI).

Electronic MPIs have been used in healthcare since the 1980s,
replacing the past process of manually completing index cards. Interest
in electronic MPIs has markedly increased because of the consolidation
of healthcare organizations and the implementation of electronic health
records (EHRs). Industry efforts such as health information exchange
(HIE) and the Nationwide Health Information Network (NHIN) also
have provided a spotlight on a new term, enterprise MPI (EMPI), which
combines MPIs of two or more organizations. As the healthcare industry
moves to a fully integrated, longitudinal EHR, the MPI and EMPI become
vital databases. The information within an MPI is a key component in
the accuracy of patient information, such as identification of allergies,
medication lists, and prior visits (Altendorf, 2007).

In addition, an accurate Enterprise-Wide Master Patient Index (EMPI)
is the basic cornerstone of achieving accurate identification of patients and
services provided over a continuum of care and across systems in order to
achieve interoperability. It is essential to verify a patient’s insurance cov-
erage by any method before services are provided. This may be done by a
phone call by a case manager.

The registration and scheduling process has historically been decen-
tralized in hospitals and has involved continual checking due to confusion
between various departments. The business office was responsible for
correcting any errors that resulted in claim denials. Now these errors must
be prevented from occurring at registration. Key to data collection and
integrity is coordination and communication between well-trained patient
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admission/registration staff, HIM, patient financial services (PFS), and
case management personnel. This helps to ensure accurate patient identifi-
cation and correct medical record number (MRNs) assignment. Duplicate
assignment of MRNs, overlaps, and overlays must be corrected quickly
as patients’ information must be available to caregivers. Duplication of
services can occur when records are not available and tests and services are
repeatedly unnecessarily. Privacy and confidentiality can be jeopardized
and regulatory compliance with CMS billing rules and HIPAA regulations
undermined.

A survey conducted with AHIMA members revealed that over half
of HIM professionals routinely work on mitigating possible patient
record duplicates at their facility, and of those, 72% work on mitigating
duplicate records weekly. Contributing to the issue, less than half (47%) of
respondents stated they have a quality assurance step in their registration
or post-registration process, and face a lack of resources to adequately
correct duplicates (AHIMA Staff Post, 2016).

Registration/admissions staff must reconfirm basic identification
and accurate spelling of the patient’s name, enter correct data into the
Enterprise Master Patient Index (EMPI), and perform an exhaustive search
to ensure proper patient identification. Additional information such as
the patient’s date of birth, address, emergency contact, passport, and
Social Security number can aid this process by allowing cross-referencing
and identification of patients across various patient care settings
(AHIMA, 2010a).

A 2008 RAND report, “Identity Crisis: An Examination of the Costs
and Benefits of a Unique Patient Identifier for the U.S. Health Care Sys-
tem,” noted that avoiding adverse drug events, which are often the result of
an incomplete linking of information about a patient’s medications or aller-
gies, could save the healthcare system in the United States about $4.5 billion
per year. This report also points out that on average, an 8% duplicate record
rate existed in the master patient index (MPI) databases studied. The aver-
age duplicate record rate increased to 9.4% in MPI databases with more
than 1 million records. Additionally, the report identified that the duplicate
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record rates of the EMPI databases studied were as high as 39.1% (Rhodes,
Demster, & White, 2013).

Another later study noted that researchers performed an extensive
review of nearly 400,000 pairs of duplicate patient health records in an
EMPI to determine the root causes of patient matching issues. They
found the reasons to be discrepant Social Security numbers, middle
name entries, first and last name entries, date of birth entries, and gender
entries. Of the above-mentioned errors, discrepant middle name entry
was overwhelmingly the most commonly made error, at a rate of 58.1%.
Social Security number errors were also common, occurring in 53.4% of
duplicate patient files (Heath, 2016).

All of the following are issues that can occur from inaccurate patient
registration processes: inability to locate information, patient safety
concerns, inefficient care delivery, and decreased confidence in clinical
information systems, physician and provider dissatisfaction, decreased
operational efficiency, noncompliance with HIPAA, and decreased revenue
(AHIMA, 2009).

IDENTITY THEFT

Another important component of the registration process is to detect
identity theft. In 2008 the Federal Trade Commission issued the Identity
Theft Red Flags to prevent intentional or inadvertent misuse of patients’
names and medical records. These also required healthcare facilities to
report criminal activity related to identity theft and inappropriate use of
services. Healthcare facilities were also required to take steps to prevent
harm to any person whose name and other identifying information
was used unlawfully or inappropriately. This law requires healthcare
facilities to have a written identify theft protection plan in place (Federal
Trade Commission, 2013). Red flags that present upon registration to a
healthcare facility include any basic information that doesn’t match data
already in the EMPI and/or suspicious identification documents.
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Every effort should be made by Admissions/Registration to secure sev-
eral forms of identification, such as employer ID, military ID, passport,
green card, and driver’s license upon the patient’s first encounter. Those
individuals who are acting fraudulently may not be prepared to answer all
questions and provide proof of identity. With the increased occurrence of
Internet hacking, stealing the identity of another person is becoming a reg-
ular practice among criminals and greatly affects unsuspecting innocent
people, who have had credit card numbers, bank account identification,
and monies as well as other personal information stolen (Zender, 2009).

PRIVACY AND SECURITY

Subtitle D of the HITECH Act strengthens criminal enforcement of the
HIPAA rules and now requires that hospitals hold their business associates
(BAs), that they have outsourced services such as coding and medical
transcription to, as liable as the healthcare facility for violations (Dimick,
2010). This Act also requires audit trails be maintained within the EHR
and regular activity reviews be completed for log-ins and accessing of
files. Security incidents must be monitored and resolved (CMS, 2016d).
Because logging and auditing processes may affect the performance of the
IT system, organizations have been hesitant to spend additional monies
on additional hardware and software. The same is true of implementing
encryption (Butler, 2016).

In 2010, a former UCLA Health System employee was the first person
sentenced to federal prison for violating HIPAA. On October 29, 2003,
a physician researcher received notice of dismissal from his job due to
performance issues unrelated to data security issues. “That night, the
employee accessed and read his immediate supervisor’s medical records as
well as those of other coworkers. Over the next 3 weeks, according to court
documents, Zhou accessed the UCLA record system 323 times during
the 3-week period. In the plea agreement, Zhou admitted he obtained
and read patient health information on four specific occasions—with no
legitimate reason, medical or otherwise —after he was terminated from
his job” (Dimic, 2010).
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SECURITY BREACHES

Health Information managers and highly trained staff, together with IT,
work within numerous departments to facilitate and control users’ access
to information systems an in attempt to protect confidential personal and
business information.

Poor EHR system design and improper use can cause EHR-related
errors that jeopardize the integrity of the information in the EHR, leading
to errors that endanger patient safety or decrease the quality of care. These
unintended consequences also may increase fraud and abuse and can have
serious legal implications (Bowman, 2013).

Computer hacking, identity theft, and HIPAA offenses are forcing
healthcare facilities to face increasing information security issues. Hackers
have seized control of a hospitals computer system by encryption, after
an employee clicked on a phishing email. This resulted in a ransom of
$17,000 to be paid in 40 Bitcoin, a difficult to trace currency, in order for
the hospital to get their EHR released and usable. It took them 10 days to
restore their systems (Butler, 2016).

HEALTHCARE FACILITIES ARE FACING COLLECTION ISSUES

Although many more individuals have health insurance in recent years,
plans had an average individual deductible of $1,217 in 2014. A November
2015 study published by Journal of American Medical Association (JAMA)
found a 7% increase in deductible over the previous year. It is predicted
providers could see a 50% increase in the amount of revenue collected
directly from patients, with 30% of that amount written off as patients will
owe thousands of dollars after a procedure (Kutscher, 2015).

In the past, a revenue cycle management firm was investigated and
fined for violations of patient privacy in Minnesota for the firm’s collection
practices. Healthcare facilities can be warned by the Department of Health
and Human Services that criminal and civil liability will be imposed on
facilities that violate privacy laws.
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The Affordable Care Act sets additional requirements for tax-exempt
providers, which must publicize their financial assistance policies
and refrain from any “extraordinary collection practices” until they
have determined whether patients are eligible for financial assistance
(Kutscher, 2014).

Hospitals are trying to be much more transparent and communicate
with patients before services are provided regarding the amount of copays
and deductibles. Ideally, these amounts are collected up front. Many facili-
ties are setting up payment plans or working with another entity to extend
credit to patients so they may pay their bill.

A growing number of hospitals and physician groups are working with
a handful of vendors to offer no-interest credit lines. These payment plans
establish a formal agreement for patients to pay over time, but carry no
interest or penalties. They are designed to be a patient-friendly alternative
to other financing products such as medical credit cards or installment
loans, which have come under scrutiny for double-digit interest rates
and hidden fees. While most hospitals offer some type of payment plan,
companies like ClearBalance, HealthFirst Financial, and CarePayment
standardize that offering and provide administrative and back-office
services (Kutscher, 2014).

Negotiating Contracts with Commercial Payers

Healthcare facilities should have HIM professionals involved in precise
commercial payer contract negotiations, as reimbursement is based on
coding issues. The contracts should spell out specifically what the payer
will pay or not pay for, and ICD-10-CM has made these issues even more
important. For example, it is important to understand when negotiating
that the commercial payer specifically put in writing what revenue codes
may not be reimbursed and whether or not they use the NCCI edits. For
example, are the lesser of charges paid and on what basis is an outlier paid?
An error by a healthcare facility is ignoring or assuming a commercial
carrier is not using Medicare DRG rules or NCCI edits, which results in a
significant loss of revenue (Handlon, 2016).
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Third-party reimbursement has been impacted by various trends
and healthcare industry changes over the past several years. Medicare and
Medicaid have reduced reimbursement, and it is projected to continue
to decline. Reimbursement from government payers is projected to con-
tinue to decline. Third-party payers (Aetna, Cigna, etc.) have negotiated
fee-for-service contracts with physicians resulting in reimbursement at
less than 100% of charges. The Administrative Simplification provisions
of the Health Insurance Portability and Accountability Act (HIPAA)
have tightened claims data submission requirements. The government’s
emphasis on healthcare fraud and abuse and compliance has heightened
the importance of accurate billing (Crocker, 2006).

CHARGE DESCRIPTION MASTER (CDM)

The CDM is an automated process that captures charges in almost real time,
resulting in the billing and tracking of numerous services for high volumes
of patients often without human intervention (AHIMA, 2010a). Because of
this, an error can result in the loss of significant amounts of money quickly.
The CDM is extensive, containing up to 45,000 or more separate line items
of individual charges for procedures and services that link to the hospital’s
accounting and billing system (Pilato, 2013).

Revenue codes were originally created by the Centers for Medicare
and Medicaid (CMS) to simplify billing and required health facilities
to use them to meet field requirements of the HIPAA Uniform Bill 04
(UB-04). This would inform the insurance company where exactly in the
hospital a specific service was provided, what service was provided, and
its price. In the distant past, before the federal government’s mandate for
uniform billing, each insurance company had a different form and data
requirements. Revenue codes have proven to be very helpful to healthcare
facilities during the preparation of operating budgets and in planning
future services because of the detailed financial data they provide to the
institution. However, it is critical that they are accurate and vigilance is
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Table 9.1. Charge Master Acute Care Hospital

Charge REV
Description CPT PRICE Dept# code CODE
DRAINAGE OF SKIN ABSCESS 10060 $ 163.00 529 52910060 761
BIOPSY SKIN,SUBCUTANEOUS TI 11100 $ 222.75 529 52911100 761
EXCISION BENIGN LESION;1.1 11402 $ 355.00 529 52911402 761
EXCISION BENIGN LESION;0.6 11441 $ 367.00 529 52911441 761

EXC FACE-MM+MARG 1.1-2CM 11442 $1,031.94 529 52911442 761
EXCISION MALIGNANT LESION;0. 11600 $ 76650 529 52911600 761
EXCISION BENIGN/PRE MALIGNA 17000 $ 9400 529 52917000 761
DESTRUCTION BENIGN LESIONS 17110 $ 113.00 529 52917110 761

INJECTION;SINGLE/MULTIPLET 20552 $ 206.25 529 52920552 761
DRAIN/INJ JOINT/BURSA W/O U 20610 $ 206.25 529 52920610 761
STRAPPING;UNNA BOOT 29580 $ 141.25 529 52929580 761
VENIPUNCTURE 36415 $ 10.00 529 52936415 761

REMOVE IMPACTED EAR AWAY 69120 $ 51.00 529 52969120 761
REMOVE IMPACTED EAR WAX UNI 69209 $ 5650 529 52969209 761

Source: Adapted from Fahrenholz (2009, August).

necessary, as an error in a revenue code may cause a rejected claim. There
is then a significant impact on the revenue cycle. A CDM example follows
in Table 9.1.

REVENUE CODES AND THE FORM CMS-1450 (UB-04)

The CMS 1450, also known as the UB-04, is a uniform institutional
provider bill suitable for use in billing multiple third-party payers. Because
it serves many payers, a particular payer may not need some data elements.
The National Uniform Billing Committee (NUBC, 2016), the purpose of
which is to maintain the integrity of the UB-04, maintains lists of approved
coding for the form. All items on Form CMS-1450 are described. The
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fiscal intermediary (FI) must be able to capture all NUBC-approved input
data described in section 75 for audit trail purposes and have the ability to
exchange data with payers (CMS, 2016d).

A revenue code is a four-digit code number representing a specific
accommodation, ancillary service, or billing computation required for
Medicare billing. The National Uniform Billing Committee and Centers
for Medicare and Medicaid Services (CMS) update the list of acceptable
revenue codes on an ongoing basis.

Example of Revenue Codes

021 X Coronary Care Routine service charges for medical care pro-
vided to patients with coronary illness that require a more intensive
level of care than is rendered in the general medical care unit.

Subcategory Standard Abbreviation 0 - General Classification
Coronary Care or (CCU)

1 - Myocardial Infarction CCU/MYO INFARC

2 - Pulmonary Care CCU/PULMONARY

3 - Heart Transplant CCU/TRANSPLANT

4 - Intermediate CCU CCU/INTERMEDIATE 9 - Other
Coronary Care CCU/OTHER” (CMS, 2011).

The provider enters the appropriate revenue codes to identify accom-
modation and/or ancillary charges. The provider must also enter the
appropriate numeric revenue code on the adjacent line in FL 42 on the
UB-04 to explain each charge in FL 47. Additionally, there is no fixed
“Total” line in the charge area. The provider must enter revenue code 0001
instead in FL 42. Thus, the adjacent charges entry in FL 47 is the sum of
charges billed. This is the same line on which noncovered charges, in FL 48,
if any, are summed. To assist in bill review, the provider must list revenue
codes in ascending numeric sequence and not repeat on the same bill to
the extent possible. To limit the number of line items on each bill, the
provider should sum revenue codes at the “zero” level to the extent possible
(CMS, 2016).
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CLINICAL DOCUMENTATION IMPROVEMENT (CDI)

The necessity of and the need for clinical documentation improvement
(CDI) is substantiated in literature for at least 10 years. A great deal of
information has been published on the deterioration in the quality
of clinical documentation captured electronically and the prevalence of
mindlessly or repetitively copied and pasted text and outdated erroneous
information (Bowman, 2013).

Complicating all efforts at CDI is that improvements envisioned
in healthcare with EHR systems depend on high-quality information
to reform the way healthcare services are delivered, safety is improved,
patients are engaged in their care, and healthcare costs are reimbursed.
“Accountability for the accuracy, reliability, availability, compliance, and
protection of health information has not been well defined in healthcare
organizations, leading to siloed decision-making and limited value for
healthcare enterprises in their HIT investment” (Bowman, 2013).

The EHR is still in its infancy in some facilities. It is always impor-
tant to obtain accurate patient identification and patient-specific physician
orders. Fully detailed documentation by caregivers throughout the treat-
ment process is paramount. It is necessary to validate medical necessity
and to provide outcome data focused on moving toward the value-based
healthcare market of the future. In the system, it is a must to validate via
thorough documentation of the treatment process and capture charges for
all services provided. Third-party payers at the end of the patient’s stay, as
well as at the beginning, assess medical necessity. If a healthcare facility can-
not validate via documentation of why services were provided that appear
on the patient’s statement, then a claim denial could occur and the impli-
cations for the revenue cycle could be catastrophic.

For the past several years, HIM professionals have been involved
in the query process to collect diagnostic data from physicians so that
accurate and complete coding can be performed. However, an EHR
should help reduce the ethical and legal implication of documentation
that didn’t exist at the time patient care was provided or was remedied by
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querying physicians. The efforts by HIM professionals are to also teach
registered nurses and physicians how to properly document at the point
of care and to substantiate every charge as well as query other physicians
for additional information. The CDI team will be querying physicians,
reviewing documentation quality and persistently educating physicians
and all caregivers about the need for quality data.

It has been stated by various professionals that a key component of
CDI is the relationship between the clinical documentation improvement
(CDI) specialist and the coding professional. This is crucial to the success
of a CDI program. Both individuals bring essential knowledge from
both clinical and coding backgrounds (Coombs, 2016). CDI programs
assist organizations and providers by supporting a standard of clear and
complete documentation in the health record at the time of discharge. The
best place to start is by analyzing current high-volume services, MS-DRGs,
or claims (Bielby, 2014). Other metrics that have been suggested for
measuring the effectiveness of the CDI effort are “case mix index (CMI),
review rate, query rate, response rate, response time, and quality/revenue
impact” (Coombs 2016).

A high query rate is another indication of issues that can create claims
to be discharged not final billed (DNFB). Issues can arise whereby the
patient is discharged but the services have not billed. This can cause a
hold up on the collection of accounts receivable.

NECESSITY OF A CDM TEAM

The history of charge master maintenance is that it should not be the
exclusive responsibility of one individual. Rather, a committee composed
of key facility representatives should share this responsibility jointly. This
format will contribute to the accuracy and quality of both the document
database and charge master review process. For example, the HIM depart-
ment understands clinical procedure codes, the pharmacy department
understands the medications and dosages and their respective codes, and
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the finance department understands the charge formulas. Proper charge
master maintenance requires expertise in coding, billing regulations,
clinical procedures, and health record documentation (Richey 2001).

The CDM team’s purpose is to identity errors that result in inaccu-
rate charge and failure to bill for services. HIM coding professionals are
key players on the CDM team because of their knowledge of the National
Correct Coding Initiative (NCCI) tables, edits, coding compliance, UB-04
regulations, and their ability to identify inconsistencies in the CDM.

CHARGE CAPTURE

The CDM team audits the charge master to ensure that each service that a
patient can be billed for has a separately identifiable charge. For example,
no two line items should have the exact same description. Not only do
staff members posting charges need to be able to correctly identify which
charges to post on a patient’s bill, but the patients themselves should be able
to identify what service was rendered as well as its charge.

Periodic audits of the charge description master are a key piece of an
organization’s compliance program, and there are several factors that drive
audit frequency. One is periodic CPT code additions, changes, or deletions
by the American Medical Association. As new CPT codes are created, old
ones deleted, and others modified, CPT codes within the CDM must also
be changed to ensure compliance. Additionally, HCPCS Level II codes are
updated yearly and should also be considered for addition, modification,
or deletion from the CDM. The CPT/HCPCS code fields within the CDM
must be audited every time official CPT/HCPCS code changes are pub-
lished. Public and payer guidelines change as well, as payers issue National
Coverage Determinations or Local Coverage Determinations in which they
communicate payment changes (Richey, 2011).

Errors in the charge master can be very costly. For example, if an
organization reports to Medicare 1,000 colonoscopies in 1 year — 500 with
biopsy and 500 without and the charge for “with biopsy” is $800 and the
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charge for “without biopsy” is $500, than as much as $150,000 lost revenue
can occur if all 1,000 colonoscopies were billed to Medicare as “without
biopsy” (Pilato, 2013).

When linked to a CPT or HCPCS code, the charge description should
match the CPT or HCPCS code descriptor as closely as possible, as well as
the documentation in the EHR regarding the services and procedures the
patient received. The charge dollar amount represents the amount charged
for the item and the amount that will appear on the patient’s detailed bill.

FRAUD AND ABUSE

The CDM team and HIM coding compliance officer work diligently to
identify errors to avoid a charge of fraud or abuse. Congress and CMS have
increased funding and created four different federal government programs
to monitor and audit Medicare payments to hospitals.

Recovery Audit Contractors (RAC) focus on areas that have high
error rates and contribute high dollars in revenue. They can perform
medical necessity audits. Medicare Administrative Contractors (MACs),
which process, pay, and audit claims, have the ability to examine both
Part A and Part B claims and can hold up payment. The Zone Program
Integrity Contractors (ZPICs) look for fraud and are authorized to perform
investigations and support law enforcement (Page, 2011). Comprehensive
Error Rate Testing (CERTs) work with MACs and randomly review claims
from agencies that process Medicare claims and findings that can identify
errors that become the focus of RAC audits (CMS, 2015).

ICD-10-CM AND ICD-10-PCS REQUIRED RESTRUCTURING
OF THE REVENUE CYCLE

Coding validates the source documentation for billing purposes, and the
implementation of ICD-10-CM required a significant restructuring of
every aspect of the revenue cycle process. In preparation for the use of
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ICD-10-code sets, CMS mandated in 2012 the X12 Version of the 5010
HIPAA standard for electronic healthcare transactions to make it easier for
submission of the same information to all insurance carriers, healthcare
insurance plans, and clearinghouses.

The implementation of ICD-10-CM and ICD-10-PCS codes and
the delays involved with it was the largest event that has occurred to
the HIM profession since 1983 and Diagnosis Related Groups (DRGs).
Because of the financial risk of the ICD-10-CM conversion, many hospitals
converted their systems and policies so they would respond the same using
ICD-10-CM as they did using ICD-9-CM.

It is predicted that ICD-10-CM will result in more accurate and fair
reimbursement, better justification of medical necessity, fewer erroneous
and rejected claims, increased sensitivity when making refinements in
applications, such as grouping and reimbursement methodologies, and
reduced opportunities for fraud and improved fraud detection capabilities
(Bloomrosen, Bowman, & Zender, 2015).

DETERMINATION OF WHICH CODES ARE PLACED IN THE
CHARGE MASTER

The various supplies and services listed in the charge master for the aver-
age facility drives reimbursement for the vast majority of items listed on
UB-04 claims. Coding connects or needs to connect with Patient Financial
Services in the following areas: discharged not final billed (DNFB) mon-
itoring; medical necessity; OCE and CCI edits; and payment verification
(Cummins & Waddell, 2016).

A lack of communication and coordination between registra-
tion/patient access, case management, coding, clinical documentation
improvement, and the charge master team can cause serious billing errors.
For example, ancillary charges such as lab and radiology services are
typically hard-coded, which means the charge is placed on the bill by the
charge master. However, codes for procedures that are affected by a nuance
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in clinical documentation or determination of which source document to
use for assignment of an ICD-10-CM and CPT or HCPCS code require a
coder.

CLEAN CLAIM SUBMISSION

Before a claim is submitted, coders respond to issues reported by the
Integrated Outpatient Code Editor (I/OCE), which identifies errors
on a single claim, returns a series of edit flags, assigns an Ambulatory
Payment Classification (APC) number for each service covered under the
Outpatient Prospective Payment System (OPPS), and returns information
to be used in the PRICER program. The I/OCE can accept up to 450 items
per claim; orders line items by date of service; performs all functions
that require reference to HCPCS codes, HCPCS modifiers, and ICD-10
diagnosis codes; and lists individual errors and notes which actions should
be taken (Cummins & Waddell, 2005).

A healthcare organization should establish time cycles for the initial
submission of claims to the payers. The shorter the cycle time, the sooner
the organization will have the opportunity to be reimbursed for the services
performed. A quick turnaround time for claims submission also reduces
the chance for a concurrent care denial. If the cycle time is long (also known
as lag time), accounts receivable will be impacted (Fahrenholz, 2010).

REMITTANCE PROCESSING

Remittance advices (RAs) received from third-party payers that accompany
payment list detailed reasons for contractual adjustments. It is important
that the contract negotiated with the payer be examined against the reim-
bursement received to ensure that the healthcare facility is being paid cor-
rectly. It may be necessary to perform more specific contract negotiations
in the future with payers when the facility is not being reimbursed what
was expected.
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DENIAL MANAGEMENT

In 2007, the Healthcare Financial Management Association published met-
rics that indicated denial rates should be no more than 4% of gross revenues
and that 40-60% of denials should be overturned (Dunn, 2009).

Patient Financial Services is the first to learn of a denied claim or a
contractual adjustment from a review of Remittance Advices received from
third-party payers. Best practice is to designate an individual whose task
it is to read payer newsletters and then create a team to determine how
payer changes will affect the institution and assess the various reasons the
claim was denied. It could be the bill was sent to the wrong primary payer,
the codes were incorrect, or there was a lack of proof of medical necessity.
Denials require root cause analysis. It could be necessary to demand payers
be more specific regarding reimbursement during contract negotiations.

REVENUE CYCLE KEY PERFORMANCE INDICATORS

The most import indicator of financial success for a healthcare facility is
quick efficient turnaround of accounts receivable. The CDM is integral to
a hospital’s revenue cycle and is the “backbone” of reimbursement provid-
ing many of the necessary data elements for compliant claims submission
(Meeter, 2016).

It is recommended that goals be set by an organization regarding the
initial submission of claims and the shorter that time frame the better. It
is then more likely reimbursement will be received in a timely manner.
Within 15 days after claims are submitted, it is necessary to begin a review
of payments be received for high-volume services.

The following metrics will permit denials to be categorized and trends
identified:

* Denial date

* Account number
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* Denial reason: clinical, technical, coverage, and so on.

* Payer

* Service area: registration, scheduling, laboratory, inpatient, and so on.

* What was denied: entire claim, line item

* Denied CPT, HCPCS, or revenue code

* Denied charges amount

* Total charges amount

* Percent of charges denied

* Physician

* Denial assigned to whom for investigation (case management, HIM,
patient financial services, etc.)

* Appealed: yes/no
* Date appealed
* Denial reversed: yes/no

* Amount of denied charge recovered (Dunn, 2009)

CONCLUSION

Efficient management of the revenue cycle requires superior leadership
skills and the support of the board and administrators of the organization.
Also needed is a strong team effort on the part of management and staff
to ensure the integrity of care provided to patients and the collection of
accurate data.
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CHAPTER 10

Strategic, Financial, and
Organizational Management

Janelle Wapola
Katie Kerr

healthcare business must invest time and resources into making
an overall plan for their organization. This plan should include
creating strategic goals, assessing financial capabilities, management of
resources, and the overall management for the organization. It is critical
for each healthcare organization to have a plan in place to achieve its
business objectives and maximize its value.
Health information management professionals are highly trained in
a combination of business concepts, ethics, confidentiality, and the latest
information management technology applications. HIM professionals also
understand the workflow in any healthcare provider organization from large
hospital systems to private physician practices. These aspects make this pro-
fession akey component to the overall management of a health organization.

UTILIZE HEALTH INFORMATION TO SUPPORT
ENTERPRISE-WIDE DECISION SUPPORT

Healthcare organizations generate a vast amount of data. Data come from
many systems, including the electronic health record (EHR), billing and
finance systems, patient experience evaluations, quality measures and
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reporting, and the list goes on. “Data are the raw facts, generally stored as
characters, words, symbols, measurements, or statistics” (Watzlaf, 2013,
p- 170). These systems all have a different method of capturing the data, and
they should be standardized. A standardized data dictionary is necessary
to maintain data. A data dictionary “is a file that defines the organization
of the database” (Watzlaf, 2013, 172). Before the data can be used, it must
be transformed into information and knowledge. However, organizations
must ensure that they have quality data in order to have reliable informa-
tion. Data quality standards must be established in order to ensure the
healthcare organization has high-quality data (Watzlaf, 2013). “Quality
data supports high-quality care, accurate research, positive patient out-
comes, accurate payment, a cost-effective risk assessment, comprehensive
responses to auditors, and strategic decision-making” (Bowen & Smith,
2014). AHIMA'’s data quality model cites10 characteristics of quality data:

1. Data Accuracy: The extent to which the data are free of identifiable
errors

2. Data Accessibility: The level of ease and efliciency at which data are
legally obtainable, within a well-protected and controlled environment

3. Data Comprehensiveness: The extent to which all required data within
the entire scope are collected, documenting intended exclusions

4. Data Consistency: The extent to which the healthcare data are reliable,
identical, and reproducible by different users across applications

5. Data Currency: The extent to which data are up-to-date; a datum value
is up-to-date if it is current for a specific point in time, and it is outdated
if it was current at a preceding time but incorrect at a later time

6. Data Definition: The specific meaning of a healthcare-related data
element

7. Data Granularity: The level of detail at which the attributes and char-
acteristics of data quality in healthcare data are defined

8. Data Precision: The degree to which measures support their purpose,
and/or the closeness of two or more measures to each other
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9. Data Relevancy: The extent to which healthcare-related data are useful
for the purposes for which they were collected

10. Data Timeliness: The availability of up-to-date data within the useful,
operative, or indicated time (AHIMA, 2015)

Information is “factual data that have been collected, combined, ana-
lyzed, interpreted, and converted into a form that can be used for a specific
purpose” (Watzlaf, 2013, p. 922). Knowledge is defined as “The information,
understanding, and experience that give individuals the power to make
informed decisions” (Watzlaf, 2013, p. 926). Information and knowledge
allow healthcare organizations to make better decisions, better understand
their organization’s operations and the services it provides, and strategi-
cally plan for the future. Knowledge management is yet another way to
describe the use of information and knowledge. Knowledge management
can be defined as “capturing, organizing, and storing knowledge and experi-
ences of individual workers and groups within an organization and making
this information available to others in the organization” (AHIMA e-HIM
Workgroup on Computer-Assisted Coding, 2004). There are different types
of knowledge that benefit healthcare organizations. Empirical knowledge is
based on observations and experiments that can be verified, confirmed, or
disproved (Empirical, n.d.). Empirical knowledge is the outcomes derived
from the services provided by the healthcare organization. Experiential
knowledge is gathered through healthcare delivery and practices. Collecting
both empirical and experiential knowledge allows healthcare organizations
to better predict and trend clinical and financial data, analyze workflows,
and develop organizational policies and procedures (Figure 10.1).

To illustrate the processing of data and the transformation of data into
knowledge, consider an example from Valerie J. M. Watzlaf, PhD, RHIA,
FAHIMA (2013):

The characters Z, 4, 6, and 1, alone do not tell us anything.
If we process this data and the characters are pulled together
7461 we may have the model number for a specific car. We can
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Figure 10.1. Processing and Transformation of Data.

* Raw Facts
e Characters, words, symbols, measurements, or statistics
* Example: Characters Z, 4, 6, 1

.

Processed Data

e Collect data

¢ Organize data

¢ Analyze data

» Convert data

» Example: Z46.1 -ICD-10-CM code for an Encounter for
fitting and adjustment for a hearing aid

.

High Value Form of Information
* Experiential knowledge
» Empirical knowledge

» Example: Use of experiences and verifiable observations
to determine correlations between patient characteristics

KnOWledge and the diagnosis of Z46.1

take it another step and look the code up in the International
Classification of Diseases, Tenth Revision, Clinical Modification
(ICD-10-CM) codebook and we will find an entirely different
meaning. The code Z46.1 represents an encounter for an encounter
for a fitting and adjustment for a hearing aid. This code would
be meaningful to a biller looking to place this code on a claim;
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however, it may not be useful to someone conducting research on
hearing aid use. The data may have different meanings for different
people within an organization. As data elements are captured and
compiled in a repository, they can be further processed to develop
information and knowledge.

Healthcare data analytics is the term used to describe a variety of
approaches to using data to make business decisions in health care (White,
2013). Data analytics allows for the application of statistical techniques
to allow informed decisions to be made based on the data (White, 2013).
Healthcare data can come from many sources in order to make financial
and clinical decisions. Electronic health records bring a large amount of
data into each organization, and the value of this data may only be realized
through the application of data analytics tools. Information and knowledge
can be extracted and manipulated by decision support systems in order to
meet the needs of staff at all levels of a healthcare organization. “Decision
support systems (DSSs) are interactive computer systems that intend to
help decision makers use data and models to identify and solve problems
and make decisions” (Sandefer & Seidl, 2013, p. 94). Through the use of
decision support systems, managers are able to regularly gain insights
into their department’s patient activities, staff performance measures,
and department processes. Healthcare leaders can gain insights into the
organization’s financial metrics, opportunities for growth, customer or
patient satisfaction, and the list goes on.

STRATEGIC PLANNING

A strategy is the art and science of planning and marshalling resources for
their most efficient and effective use (McClernon, 2013). Strategic plan-
ning is the formalized roadmap that describes how your company executes
a chosen strategy. A plan spells out where an organization is going over the
next year or more and how it’s going to get there. A strategic plan is a man-
agement tool that serves the purpose of helping an organization do a better
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job, because a plan focuses the energy, resources, and time of everyone in
the organization in the same direction (Olsen, 2006). An enterprise-wide
decision support system can assist a healthcare organization in developing
their strategic plan. The decision support system can provide healthcare
leaders with the information necessary to conduct an internal environmen-
tal assessment, identify risks, areas of excellence, critical issues, and so on.
The healthcare environment is constantly changing, and new demands are
put on healthcare organizations at a steady rate. Strategic plans should be
developed as a way to navigate the changing healthcare environment and
keep the healthcare organization on a strategic path. Strategic plans should
be updated frequently, involve providers, and the organization’s govern-
ing board, and integrate with other organizational plans (Begun & Kaissi,
2005). Strategic planning needs to begin at the top of the organization with
the CEO, who works with the board of directors and is responsible for
the organization’s overall strategy and direction (Sollenberger, 2006). The
healthcare organization’s mission, vision, and values need to be at the cen-
ter of the strategic planning process. Susan McClernon (2013) has identi-
fied the phases or elements of strategic planning. These elements are laid
out in a cyclical manner, but rarely does strategic planning take place in a
well-organized cycle; however, these elements are key to a successful strate-
gic planning process.

The elements and phases of strategic planning identified in Figure 10.2
demonstrate the processes that take place in the strategic planning process.
The elements of strategic planning may not take place in the order depicted
in Figure 10.2; however, a clear strategy and vision can guide the organiza-
tion through these phases or similar phases to reach specific goals.

DEVELOP INFORMATION MANAGEMENT PLANS THAT
SUPPORT THE ORGANIZATION'S CURRENT AND FUTURE
STRATEGY AND GOALS

Joint Commission standard IM.01.01.01 requires the hospital to plan and
design information management processes that meet internal and external
information needs. This standard “requires an ongoing, continually evolving
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Figure 10.2. Elements of Strategic Planning.

Phase 1: Environmental Assessment

The environmental assessment should include a current description and
internal assessment of the organization, an assessment of the external envi-
ronment, and potential risks.

Phase 2: Vision, Driving Force, Areas of Excellence, and Strategy

Based on the findings and conclusions of the environmental assessment a
new vision statement describing how the organization would like things to
be in the future should be developed. It is also important to develop a new
strategic outline identifying key strategies. Strategic goals and objectives
need to be developed for each key strategy. The strategic goals will help the
organization fulfill its vision.

Phase 3: Strategic Profile

In phase 3 a strategic profile needs to be built that identifies organizational
innovation, an analysis of competition, and critical issues facing the orga-
nization. The healthcare organization will compare its goals against orga-
nizational and environmental information.

Phase 4: Implementation

A final strategic profile is developed in this phase. Strategic goals and objec-
tives are clearly defined in the profile, and the organization has developed
metrics for each to measure progress.

plan based on the organization’s mission, goals, and needs” (Non Media,
2016). The information management plan(s) should align with the health-
care organization’s strategic plan. Hospitals must demonstrate a planned
approach to identify the organization’s information needs. The hospital’s
information management plan should be based on all of the following:

e Mission

* Goals
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* Services offered

* Personnel

* Patient and safety considerations
* Quality of care

* Model(s) of service delivery

* Resources

+ Affordable technology

* Identification of communication barriers

Information should be treated as an organizational asset much like
the healthcare organization’s physical building, its people, information
systems, and finances (Kloss, 2013). When identifying information assets
within the organization, one must consider “primary and secondary
medical records data, business operations data, images, personal health
records, performance review, and other content in both physical and
digital form” (Kloss, 2013). As discussed previously, the organization
needs to implement appropriate measures to ensure they are utilizing
quality data. Organizations need to be able to trust the information assets it
possesses and through the use of data, trust can be achieved. Information
management should be addressed across the organization, as data use takes
place in every department. This organization-wide view of information
management calls for “explicit structures, policies, processes, technology,
and controls that taken together describe the discipline of enterprise infor-
mation management (EIM)” (Kloss, 2013). Linda Kloss describes
information governance (IG) as a “crucial building block of EIM” (2013).
AHIMA defines information governance as “An organization-wide frame-
work for managing information throughout its lifecycle and supporting the
organization’ strategy, operations, and regulatory, legal and environmental
requirements” (2015). More and more healthcare organizations are
implementing information governance programs to manage information
that supports decision-making and strategic planning.
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GENERAL PRINCIPLES OF MANAGEMENT UTILIZED IN THE
ADMINISTRATION OF HEALTH INFORMATION SERVICES

The application of management principles goes back to the mid-19th
century. There were many contributors to the development of man-
agement principles. This text will focus on Henry Fayol (1840-1925)
and the key functions of management he developed. Fayol identified
planning, organizing, leading, and controlling as the original functions.
These functions are still used by healthcare organization leaders today
(Swenson, 2013).

Planning is “an examination of the future and preparation of action
plans to attain goals” (Swenson, 2013). Planning is the process of determin-
ing what needs to be done, who needs to complete tasks, and when tasks
need to be accomplished. Health information managers need to anticipate
the future needs and goals of the department. As the healthcare organiza-
tion develops a strategic plan, it is important that the goals of the health
information services department support and comply with the organiza-
tion’s goals. The planning function of management allows the manager to
plot a course for the department that provides a sense of direction for staff.
During this phase managers also identify the resources needed to achieve
the established goals.

Organizing is “the process of coordinating something such as activi-
ties” (Swenson, 2013). Through the organizing function, managers decide
how resources will be allocated in order to meet the goals of the depart-
ment (Swenson, 2013). This function centers on chain of command, human
resources, and delegation. It is important to understand the organizational
chart of the healthcare organization because this is how one can determine
which human resources to allocate to work on a departmental or orga-
nization objective. Each manager has a span of control, the people that
report to him or her, and it is important that they stay within that span of
control. When other department staft are needed to complete a task, man-
agers must seek out the other department manager and discuss the project
and the need for their department’s human resources. Delegation is where
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“managers transfer authority to subordinates to carry out a responsibility”
(Swenson, 2013). Managers can delegate decision-making responsibilities
to subordinates in order to ensure tasks are completed and a high quality
of customer service is maintained.

Directing and Leading allows for the accomplishment of “goals by
influencing behavior and by motivating and inspiring people to high per-
formance” (Swenson, 2013). Directing and leading guides the work that
needs to be done, where instructions are provided, and the tasks are com-
pleted. Directing can be accomplished by giving orders to subordinates;
however, a leader is someone who can direct, motivate, and inspire others
to work toward a common goal. According to David Swenson, power is cen-
tral to leadership and derives from several sources, including the following:

* Authority or legitimate power comes from the right of the position in
the organization to direct the activities of subordinates.

* Reward power is based on the leader’s ability to withhold or provide
rewards for performance.

* Coercive power maintains control over punishments.

* Referent power exists when the leader possesses personal characteristics
that are appealing to the constituency, and the constituency follows out
of admiration.

* Expert power occurs when the leader has knowledge or expertise that
is of value, according to John R. P. French and Bertram H. Raven (as
cited in Swenson, 2013).

* Information power is based on the persuasive content of the person’s
message, apart from personal characteristics, according to Bertram H.
Raven (as cited in Swenson, 2013).

There are two broad categories of management styles: task-oriented
and social-oriented. Task-oriented behaviors are “directed toward
defining tasks, creating structure and rules, ensuring production, and
placing emphasis on quality and speed of output” (Swenson, 2013).

262 Health Information Management



Social-oriented behaviors are focused on “interpersonal behaviors that
develop and maintain harmonious work relationships, encourage morale,
reduce stress and conflict, and build worker satisfaction” (Swenson, 2013).
Communication is key to successfully leading and directing, and without
it, the business would not be able to function or be successful.

Controlling/Evaluating is the “monitoring of performance, determin-
ing whether it is on or off course in achieving the goals and making course
corrections as needed” (Swenson, 2013). These functions comprise a lot
of the work of health information managers and supervisors. Monitoring
the accuracy and productivity of coders and transcriptionists is essential
to patient care and timely claim submission. As the work in the health
information services department has evolved, so has the work of health
information managers and supervisors. Through health information sys-
tems and electronic health record systems, managers and supervisors can
now monitor the quality of health information functions such as document
imaging, release of information, coding, and transcription through the use
of dashboards. Managers and supervisors are charged with monitoring the
work of staff; however, the systems used by the health information services
department also allow staft to monitor themselves.

HEALTH INFORMATION EXCHANGE

Initiated originally by President George Bush and carried forward by
President Obama, most Americans were to be on electronic health records
by 2014. While the United States has made considerable strides in this
arena, there is still a long way to go. A major challenge will be to safely and
efficiently exchange critical information needed to coordinate care across
all providers, including patients and their families, by utilizing health
information exchange.

According to author Murphy, “Health information exchange can be
used as both a noun and a verb. HIEs (the noun) are defined as networks
of unafhiliated hospitals, health systems, ambulatory entities, and/or other
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third parties that share/exchange patient data and other information. They
can be formed at the community, regional, state, multistate, national, and
international levels” (Murphy, 2013).

HIE (the verb) is the process of connecting and exchanging patient
information between different care providers. With increasing pressure to
improve quality and reduce costs, it is critical to provide continuity of care
across different settings: acute, ambulatory, emergent, long term care, and
home care (Murphy, 2013).

Health information exchange is a fundamental piece for healthcare
transformation because there is increasing pressure to decrease costs,
improve quality of care, decrease medical errors, and improve patient
safety. This is important to healthcare reform because HIE principles and
practices allow doctors, nurses, pharmacists, other healthcare providers,
and patients to appropriately access and securely share a patient’s vital
medical information electronically. It allows the exchanging of data to be
standardized. Once standardized, the data transferred can be integrated
into the patient’s EHR, improving patient care.

For example: When HIE is done accurately, laboratory results are
received electronically and added to the organization'’s EHR. From there,
a list of patients with a certain diagnosis, for example, Diabetes Mellitus,
can be generated. The provider can then decide which of these patients
needs to be seen due to unsatisfactory laboratory results (HealthIT.gov,
n.d.-a).

In the past decade, healthcare organizations have been increasingly
exchanging information electronically to facilitate patient care. Initially,
the information exchanged were discrete data such as laboratory test
results and public health reporting. Currently the focus has shifted to
include the continuity of care documents and images based on various
standards. This large push forward is due to changing user requirements
and federal incentives (Murphy, 2013).

According to the HealthIT website, there are three key forms of
health information exchange: direct exchange, query-based exchange, and
consumer-mediated exchange.
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1. Directed exchange, which is the ability to send and receive secure
information electronically between care providers to support coordi-
nated care. Examples of this type of exchange are laboratory orders
and results or discharge summaries or instructions. This information
would be sent over the Internet in an encrypted, secure manner.
Another example would be sending immunizations to a public health
organization or reporting quality measures.

2. Query-based exchange is generally used by providers who need to
find clinical sources for typically unplanned care, such as an emergency
room physician who can utilize this type of exchange to access patient
information such as a problem list or current medications.

3. Consumer-mediated exchange has the ability for patients to control
the use of their health information among providers by giving them
ability to update their records, identify any problems with their med-
ical and/or billing record, and track their own health. (HealthIT.gov.,
n.d.-a)

Use Cases

According to Murphy, there is a wide variety of use cases supported by
health information exchange. These range from referrals and transfers
of care to emergency department treatment and public health monitor.
Examples of these types of scenarios include:

ED Providers —access to current patient allergies, home med-
ications, and condition documented in ambulatory or out-
patient records when patients present in the ED.

Care managers—access to diagnosis, recent lab results, and
home health date for appropriate intervention and care
management.

Public health agencies—access to immunization records,
reportable lab results, and syndromic surveillance
information to monitor population health.
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Primary care providers—access admission notifications and
hospital discharge summaries, along with the ability to
retrieve/view lab results in their EMR to provide high-
quality patient care.

Specialists —access to current ambulatory and recent inpa-
tient records streamlines the transition of care and ensures
coordination with the ability to share treatment notes.
(Murphy, 2013)

Benefits to having a healthy HIE can pay in various ways. In addition
to moving toward a longitudinal patient record with complete information
available at the right time and at the right place, the HealthIT website also
says it can:

* Provide a vehicle for improving quality and safety of patient care
by reducing medication and medical errors

* Stimulate consumer education and patients’ involvement in their
own health care

* Increase efficiency by eliminating unnecessary paperwork

* Provide caregivers with clinical decision support tools for more
effective care and treatment

+ Eliminate redundant or unnecessary testing
* Improve public health reporting and monitoring

* Create a potential loop for feedback between health-related
research and actual practice

* Facilitate efficient deployment of emerging technology and
health care services

* Provide the backbone of technical infrastructure for leverage by
national and state-level initiatives
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* Provide a basic level of interoperability among electronic
health records (EHRs) maintained by individual physicians and
organizations

* Reduce health-related costs (HealthIT.gov., n.d.-b)

Even though there are barriers to HIE, healthcare providers still see
the need and the goal worthwhile. Several state and federal initiatives
have been put forth to help with the HIE progression to help remove
obstacles that are preventing providers, payers, and other stakeholders
from securely sending and receiving electronic health information.
Issues such as interoperability, data integrity, and lack of standard-
ization, to name a few, are still issues that need to be addressed and
monitored.

* Interoperability: The capability, through the adoption of standards,
for systems to work together. Interoperability allows providers to focus
on delivering patient care without having to navigate through multi-
ple systems. This is because relevant information from diverse sources
is made available to providers within their own native user interfaces
and workflows (Murphy, 2013).

Data integrity: The overall complexness, accuracy, and consistency
of data.

¢ Lack of standardization: Standards are common and repeated use of
rules, conditions, guidelines or characteristics for products or related
processes and production methods, and related management systems
practices (National Institute of Standards and Technology, 2013).

Standards in a healthcare organization can provide a common
language and set of expectations that make interoperability between
systems and/or devices obtainable. By adopting standards for healthcare
information exchange, interoperability can be accomplished.
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Recommendations from AHIMA state that: “policies and procedures
govern the operations of health information exchange (HIE), and many
factors must be taken into consideration during their development or
revision.” Policies and procedures can set expectations for the workforce,
delineate staff training and accountability, and must be part of an ongoing
education and compliance program, enforced by leadership. AHIMA

recommends these six steps:

1. Review Existing Policies and Procedures

2. Revise Participation Agreements to reflect AHIMA’s Information Gov-
ernance Principles for Healthcare™

. Establish HIPAA Structure for Provider
. Relations Review Compliance Processes
. Manage Patient Consent

. Manage Access to PHI (AHIMA, 2015)

AN U1 s~ W

HIM CONTRIBUTION TO HIE

HIM professionals can bring a desired skill set to the topic of HIEs. HIE
leadership can look to HIM principles to provide support and guidance in
the following areas:

* Drafting data governance and stewardship policies, including data
ownership, data integrity, and data quality

* Managing MPI and EMPI data conversions, development, and main-

tenance

* Developing and implementing HIPAA privacy and security rule
requirements

* Developing and implementing HITECH privacy and security rule
requirements

* Creating release of information policies, procedures, and practices
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* Addressing state and federal requirements for patient confidentiality
* Meeting breach notification requirements

* Integrating data elements from multiple systems, organizations, and
providers

* Identifying best practices in information management and records
retention (AHIMA, 2013)

HIM professionals are assuming leadership roles within HIE organi-
zations providing testimony, volunteering on HIE committees, and secur-
ing key leadership roles at the workgroup, staff, and board level within
an HIE. HIM professionals, healthcare organizations, and physicians must
work with component state associations to support the establishment of the
HIE, develop HIE policies and procedures, and incorporate fundamental
information management principles into HIE functions (AHIMA, 2013).

BUDGET PLANNING

The budget for an organization is the basic plan through which expen-
ditures for all purposes and revenues from all sources are forecasted and
displayed for each work unit, both within an organization and for the orga-
nization as a whole.

A budget can also be defined as an estimate of the future monetary
needs of a work unit/organization for a period of time arranged in an
orderly fashion defined by the organization; when established it becomes
a standard against which actual expenditures and revenues are compared.

Having a healthy budget in place will help an organization plan and
monitor its assets, help to identify any wasteful activity, and to quickly
change course if necessary to reach the financial goals.

Types of Budgets

According to Revoir, there is very little that an organization can accom-
plish unless it has designated appropriate financial resources in the budget
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that can be used by those who are responsible for doing the work required

to achieve its objectives. Definitions of a few types of budgets are briefly
provided below (Revior, 2013).

Traditional: A very common budget approach in which past experience

(for example, last year’s revenues and expenses) becomes the foun-
dation for building the budget and then involves adjustments (incre-
mental changes, up and down) to accommodate changes anticipated
to occur within the next budget year. This type of budgeting is some-
times also called historical budgeting because it begins with data
from the immediate past.

Variable/Flexible: A more sophisticated form of traditional budgeting

that takes cost behavior into account, applying the concepts of fixed
and variable costs to the budgeting process.

Rolling: A form of traditional budgeting in which the original budget

is prepared for a 6-month period of time (for example) ... then
when month 1 has concluded, the 7th month is added to the bud-
get estimate. The result is a 6-month budget, but the specific months
involved evolve as the year progresses. This process allows for adjust-
ments to the budget to be easily made as the organization is able to
look out 6 months ahead of itself in a continuous way.

Zero-based: Not commonly done, but an effective method for forc-

ing managers to completely rethink the value of each function
performed in their work unit, to rethink the way each function is
performed in their work unit, and so on. This type of budgeting is
sometimes called the blank sheet approach to budgeting because the
manager must justify each item included in the budget projection.

Program planning: Specialized budget process used when a new
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program is being put together. This type of budget is generally
incorporated in a business plan or a new service proposal, and it
is used to predict the potential revenues and the specific financial
needs of the new business/service if it is to be initiated. Program
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planning budgets are used to help an organization determine if this
is a financially sound or financially feasible new program or new
service; and, if approved, it becomes the operating budget of the
program or service.

Fixed: A common type of budget. The budget amounts are based on
expected capacity. Fixed budgets do not change when expected
capacity changes. Fixed costs are costs that in total do not change
as level of activity changes; but per unit of service they decrease as

units of service increase and increase as units of service decrease.

Activity-based: Based on activities or projects rather than on depart-
ments. This can be useful for any project that spans multiple budget
lines or departments for projects that span more than one fiscal year.
(Revoir, 2013)

Generally budgets consist of four components or divisions: Revenue
Budget, Expense Budget, Personnel Budget, and Capital Budget. The
Revenue, Expenses, and Personnel components of the budget are
often referred to as the Operations Budget because they represent
the financial resources that support the daily operations of the work
unit/organization.

Revenue budget and expense budgets: This includes estimates of
patient and nonpatient revenue as well as expense for personnel,

supplies, depreciation, interest, insurance, plus more.

Personnel budget: The Personnel budget includes the costs associated
with funding the human resources of the work unit; includes the
salaries, hourly wages, and benefits cost components of the depart-
ment’s budget (Dunn, 2010).

Capital budget: The Capital budget includes any piece of equip-
ment/item that costs over a designated amount (for example, over
$500.00) and has a life span of a specific minimum number of years
(for example over 3 years). The specification of the $ threshold and
the years threshold that, in combination, define what is meant by
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a “capital expense” in a specific organization, is a prerogative of
the Chief Financial Officer (CFO) of the organization. It takes into
account a number of factors, including tax implications, third-party
regulations, and so forth.

The Capital Budget is a reflection of the major nonoperating
expenses a manager believes are required by his/her department or
work unit in order for them to achieve specific objectives in the next
budget year. Each item included in the Capital Budget requires a jus-
tification statement that is usually incorporated in a standard Capital
Request form that must be completed and included when the budget
is submitted. (Revoir, 2013)

Budgeting Principles

1. Responsibility: The budget process should begin at the operations
level of the organization, that is, the budget should be built through a
bottom-up process, so it:

a. reflects needs of the unit and allows for presentation of their ideas
for improvement and expansion of services.

b. keeps the operations level personnel consciously engaged with a
financial perspective on the business.

2. Objectivity: The budget process should reflect realistic and justifiable
needs; that is, funds are requested that support the activities needed
in order to serve the expected quantity of customers at the expected
level of quality. The budget should not be overestimated nor underes-
timated. While it is certainly acceptable to build on historical costs as
a baseline, the budget must also be adjusted to reflect realities that are
changing.

3. Target setting: The budget should reflect the objectives that the work
unit has to ensure that the dollars needed to reach objectives are
available.
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4. Flexibility: The budget must be viewed as a plan that can be adjusted
through an established process if unexpected, but critical, events occur
during the fiscal year that require a modification of some type. In some
organizations, the department manager has latitude to move money
from one line item within the operations budget to another during the
year as long as the bottom line on the budget remains the same. Other
organizations allow for such modifications but require a formal report-
ing/approval of the change before it is legitimized.

5. Adherence: The budget is an important standard against which a man-
ager’s performance is measured. So, once established, the manager is
ethically bound to pay attention to it and is accountable for actions
taken that impact the budget.

6. Review: Actual expenditures compared to budgeted (expected) expen-
ditures are reviewed regularly: monthly, quarterly, annually, to identify
variances and allow for appropriate actions to be taken to keep spend-
ing in line with the budget with an aim to living within the budget
throughout the fiscal year.

Step in the Budget Cycle

1. Preparation of the budget (generally begins 6-9 months before the
beginning of a new fiscal year). For example, in a large organization
with a July 1-June 30 fiscal year, a manager could expect that the pro-
cess of budgeting for July 1 would begin as early as October/November
of the previous year.

In a smaller organization with a July 1-June 30 fiscal year, the bud-
geting process could begin in January/February of that year.

The process generally begins with the presentation of a budget
packet to each budget manager (department manager), which includes
a memo from the CFO, instructions, data, blank budget forms that
are to be used, and a timeline of activities. It is common for the
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department manager to have from 2 to 4 weeks to prepare and submit
their budget document. Therefore, it is good practice for a manager to
be thinking about budgetary needs with department supervisors well
before the packet arrives, as a 2- to 4-week preparation period can feel
very short if some pre-thinking hasn’t already been done.

2. Presentation of the budget involves a face-to-face meeting with
the VP of the division that the manager reports to, and he or she is
sometimes accompanied at the meeting by the organization’s budget
manager. The purpose of the meeting is to review the items within
the budget, raise/respond to any questions of clarification about items
within the budget, and identify any areas in which the budget may still
require adjustment (up and/or down).

Note: The Capital Budget often goes through another level or even
a different process of review. Often the organization will have a Capital
Budget Review Committee composed of individuals representing
various areas of the organization. This Committee does and/or
receives some special financial analyses of each capital budget item
requested, and each is given a rating that allows it to be placed in
competition/comparison with capital requests that have come from
other areas of the organization.

3. Adoption or authorization for implementation generally occurs at
the level of the Board of Trustees or Board of Directors of the organi-
zation. Subsequently, the various work units/departments then receive
notification of the final budget allocations given to support their efforts
over the next fiscal year. Notification should occur at least 2 months
before the new fiscal year begins.

4. Administration of the budget is that phase of the budgeting cycle in
which the department manager is faced with the task of authorizing
expenditures that have been prior approved. Supervisors in the
department are often involved in budget administration because
there are places where they are authorized to approve expenditures
of funds.
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How does budget administration happen? Here are the common
ways:
a. A supervisor signs an employee’s timecard at the end of a payroll
period; thus he or she is authorizing expenditure of funds to pay
salaries and wages.

b. A manager signs a request to purchase supplies for the work
unit/department; thus he or she is authorizing the expenditure of
funds that have been approved in the budget.

c. A manager receives and verifies for payment an invoice that has
been received by the organization; thus he or she is authoriz-
ing the expenditures of funds that have been approved in the
budget.

d. A manager signs a contract to purchase or lease a piece of equipment
that has been approved in the budget; thus he or she is authorizing
expenditure of funds.

At each point, the person who authorizes the expenditure has the
responsibility to verify that the expenditure is in line with the bud-
get plan. Or, if it is a variation from the budget plan, the person has
the responsibility to seek appropriate adjustments in the budget and/or
seek additional approvals to ensure that everyone who needs to know
does know the plan has changed.

5. Evaluation of the budget: Since the budget is in a real sense the
financial standard against which the organization measures its per-
formance, an examination (review) of actual expenditures (revenues)
compared to budgeted expenditure (revenues) occurs on a regular
basis— generally monthly, always quarterly, and most certainly on a
yearly basis.

Good managers respect and use the budget as a management tool. They
prepare realistic budgets and pay attention to keeping costs down. They live
within the budget. They recognize that their needs are always weighed in
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comparison to the needs of others in the organizations. Be aware of other
issues in your organizations and be prepared to defend the needs of your
department (Revoir, 2013).

OVERVIEW HUMAN RESOURCES INCLUDING
LABOR/EMPLOYMENT LAWS

Patena and LeBlanc state that human resources is an organization’s most
valuable asset. Activities normally include recruiting and hiring of new
employees, orientation and training of current employees, employee bene-
fits and retention. HIM professionals should work closely with the human
resource department to ensure the employees are being treated fairly and
that employees are getting the tools they need to be successful in the orga-
nization (Patena & LeBlanc, 2013).

According to Fried and Fottler (as cited in Brodnik, 2012), human
resources are protected in the workplace by employment laws that
function to protect both employee and employer. “Laws that address the
workplace are rooted in the essential value system of the United States,
which includes the right to privacy, freedom from discrimination, the
right to self-determination and the opportunity to live and work in a safe
environment” (p. 477).

“The goal of workplace laws is to strike a balance between employee
and employer that protects the employee from personal injury, prejudice,
duress and unwanted sexual advances while allowing the employer to pur-
sue desired business outcome” (as cited in Brodnik, 2012, p. 476).

Managing staff requires an understanding of the federal and state laws
that govern employment. Most healthcare organization have a human
resources department or someone dedicated to human resources oversight
who can assist managers in ensuring that proper labor practices are in
place (Brodnik, 2012).

An effective Human Resources department can affect the organiza-
tion’s ability to enhance their productivity, quality, and service. Mathis and
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Jackson (as cited in Patena & LeBlanc, 2013) state that the HR department
can be involved in activities such as:

* HR Planning and Analysis—HR information and assessment
+ Staffing—job analysis, recruitment, and selection

* Equal Employment opportunity — compliance, diversity, and atfirma-
tive action

* HR Development —employee orientation program, training, employee
development, career planning, and performance evaluation program

+ Compensation and benefits—wage and salary administration, perfor-
mance incentive programs, and benefits programs

* Health, Safety, and Security—health wellness program, safety pro-
gram, and security program

* Employee and Labor/Management relations—HR policy develop-
ment, employees’ rights and privacy protections, and labor relations

According to Anthony and colleagues and Buhler, the HR department
takes the lead in ensuring that the various laws and regulations associated
with equal employment opportunity (EEO) laws are applied in the organi-
zation’s hiring and promotion practices.

Federally enacted EEO legations (as cited in Patena & LeBlanc, 2013)
include:

* Age Discrimination in Employment Act of 1967
* Americans with Disabilities Act (ADA) of 1990

* The Civil Rights Act, Title VII (1964)

* The Civil Rights Act (1991)

¢ The Equal Employment Opportunity Act of 1972
* Pregnancy Discrimination Act of 1978

¢ The Uniformed Services Employment

* Reemployment Rights Act of 1994

Strategic, Financial, and Organizational Management 277



Patena and LeBlanc state that the HR department can set the stage
of developing and sustaining the quality of these acute relations by estab-
lishing and communicating to both manager and employee the contracts,
policies, practices, and rules that make up the organization’s expectations
of its employees. They also can assist with compensation and benefit pro-
grams that must deal with the Fair Labor Standards Act of 1938, the Equal
Pay Act of 1963, and the Family and Medical Leave Act (FMLA) of 1993.
They can assist with the Health and Safety Programs where the Occupa-
tional Safety and Health Act of 1970 comes into play and the Labor Rela-
tions as well as deal with the National Labor Relations Act (Wagner Act),
Labor-Management Relations Act (Taft-Hartley Act), and the Labor Man-
agement Reporting and Disclosure Act (Landrum-Griffin Act) (Patena &
LeBlanc, 2013).

Having a strong, knowledgeable HR department and/or dedicated
individuals is imperative. According to the U.S. Department of Labor
(DOL), the DOL administers and enforces more than 180 federal laws.
These mandates and the regulations that implement them cover many
workplace activities for about 10 million employers and 125 million works.
Laws can change from year to year, so it is crucial that individuals in an
organization stay abreast of all changes to the law to stay in compliance
(U.S. Department of Labor, 2016).

Future Roles of the HIM Professional

Changes in healthcare and advancement in technology will continue in the
future for the HIM professional. In an article written by Sandefer and Karl,
it states that HIM will need to be proficient in project management, infor-
mation governance, and informatics skills to keep moving HIM as the go-to
professional (Sandefer & Karl, 2015).

Data from this article indicate that HIM professionals feel that in the
future, tasks in the areas of leadership, teaching, informatics, quality, and
legal issues will take a greater percentage of their time compared to current
tasks. The authors state that the HIM roles continue to change from the
traditional roles of HIM operations like coding, records management,
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and supervisory roles to a different-looking landscape (Sandefer and
Karl, 2015).

According to the article, “the future of HIM is highly dependent upon
leveraging data as an asset. HIM professionals are perfectly geared to fill
this ‘data’ niche because they have a very strong understanding of health-
care data, operations, and clinical processes. Such expertise is often lack-
ing among applicants who are looking to fill analytics roles” (Sandefer &
Karl, 2015).

Job Descriptions and AHIMA's Career Map

AHIMA has created and maintains an interactive, online map that allows
the user to obtain in-depth information about the many career options for
HIM professionals, which includes salaries, job descriptions and a pro-
gression that professionals can take to further their career. It features a
self-assessment tool that will allow users to identify their current skills and
make plans for the future (AHIMA.org., n.d.).

In this map, emerging HIM roles are listed as Vice President of
Security, Research and Development Scientist, EHR Implementation
Specialist, E-MPI Manager, Chief Learning Officer, Data Specialist,
Practitioner Consultant, Vice President of Coding. Several current roles
are listed as well. This tool could be an important reference to help visualize
the diversity of the HIM profession.
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CDIP. See Certified Documentation Improvement
Practitioner

CDM. See Charge description master

CDM team, 241-242

CE. See Covered entity

Census, 159

Center for Health Policy Studies, 178

Centers for Disease Control and Prevention (CDC),
50; disease registries and, 153; right to privacy
and, 119

Centers for Medicare and Medicaid Services (CMS),
133, 138, 176t, 209, 214; billing rules, 232;
Coding Policy Manual, 194-195; Conditions of
Participation, 28; CPT and, 189; EHR
incentives, 144; ICD-10-PCS and, 179;
Meaningful Use program, 85; on query forms,
212; revenue codes, 237, 238-239

Centralized files, 64-65

CEO. See Chief Executive Officer

Certifications: coding, 13; for HIM professionals,
13-16

Certified Coding Associate (CCA), 13

Certified Coding Specialist (CCS), 13, 14

Certified Coding Specialist — Physician-based
(CCS-P), 13, 14

Certified Documentation Improvement Practitioner
(CDIP), 13, 14

Certified Health Data Analyst (CDHA), 13, 14

Certified Healthcare Technology Specialist (CHTS),
13,15

Certified in Healthcare Privacy and Security
(CHIP), 13, 14

Index



Certified tumor registrar (CTR), 49

CERTs. See Comprehensive Error Rate Testing
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Council on Accreditation (COA), 39

Court system, 108-109
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165fig; processing and transforming, 256fig;
senior management oversight of, 230; sources

286

of, 86, 88, 146149, 253 - 254; statistical,
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Decision support, 253 -257

Decision support systems (DSSs), 145, 257; strategic
planning and, 258

Defendant, 109, 116

Delegation, 261 -262

Denial management, 246

Department management, space allocation for,
72-73

Department of Health and Human Services, U.S.
(HHS), 85, 108, 198; HIPAA and, 122; privacy
law enforcement, 235

Department of Labor, U.S., 278

Department worksheets, 41

Departments of Public Health, 30, 119

Deposition, 110

Descriptive data, 157

Descriptive statistics, 155

Desk arrangements, 74

Diagnosis Related Groups (DRGs), 177, 244;
reimbursement and, 190-191; severity and, 191

Diagnostic and Statistical Manual of Mental
Disorders (DSM), 175t, 184

Dictation, 72

DIK. See Data Information Knowledge model

Directed exchange, 265

Directing, 262

Discharged not final billed (DNFB), 241

Disclosure: accounting of, 130; defining, 128129
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Discovery phase, 110-112

Discrepancies: between coded data and
documentation, 214; implementing provider
query to resolve, 212-213

Discrete data, 158

Disease and operation index or database, 45-46

Disease index, 149

Disease registry, 149, 152-153

DNEB. See Discharged not final billed

Documentation, 14; for data dictionaries, 89; in
discovery phase of legal process, 111;
discrepancies between coded data and, 214;
fraud and abuse and, 138; implementing
provider query to resolve discrepancies,
212-213; physicians education for, 220-221

Documentation for Health Records (AHIMA), 37,
38,39

DRGs. See Diagnosis Related Groups

Drug Abuse Prevention, Treatment, and
Rehabilitation Act of 1972, 121

Drug and alcohol abuse, disclosure rules, 129

DSM. See Diagnostic and Statistical Manual of
Mental Disorders

DSM-5, 184

DSSs. See Decision support systems

Duplicate records, 232

Duty of care, breach of, 115

Duty to warn, 117

E

Economic injury, 116

e-Discovery, 111-112

EEO. See Equal employment opportunity

EHR. See Electronic health record

EIM. See Enterprise information management

Electronic health record (EHR), 6, 227, 231;
access to, 126 - 127; analyzing data from, 143;
CDI and, 205, 240; defining, 76; e-Discovery
and, 112; impact of, 76 - 77; incentives to
increase use of, 144; meaningful use and,
228-229; multisite systems and, 78 -79; patient
access to, 126; physicians helped by, 220-221;
security breach issues, 235; templates, 202;
Value Domains, 85

Electronic medical record (EMR), 6; data fields, 91

Electronic MPIs, 231

Electronic protected health information (ePHI),
122; security of, 123, 130-133

Electronically stored information (ESI), 112

Emergency care records, 35-36

Emergency department register, 48

EMPL. See Enterprise-wide master patient index
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Empirical knowledge, 255

Employment laws, 276 -278

EMR. See Electronic medical record

Enterprise information management (EIM), 260

Enterprise-wide master patient index (EMPI), 228,
231,232

ePHI. See Electronic protected health information

Epidemiology, 145-146

Equal employment opportunity (EEO), 277

Equal Pay Act of 1963, 278

Error correction, for unit numbering systems, 58

ESI. See Electronically stored information

Ethics: AHIMA code of, 197, 198, 210; coding,
196 -198; internal auditors code of, 210

Evaluating, 263

Excel, 91

Experiential knowledge, 255

Expert power, 262

External coding audits, CDI, 221-222

F

Facility Oncology Registry Data Standards
(FORDS), 49

“Facsimile Transmission of Health Information”
(AHIMA), 65

Fair Labor Standards Act of 1938, 278

False Claims Act (FCA), 136-137

False imprisonment, 120

Family and Medical Leave Act (FMLA), 278

Fayol, Henry, 261

FCA. See False Claims Act

Federal Anti-Kickback Statute, 137

Federal Conditions of Participation, 25, 28-30

Federal Register, 198

Federal Rules of Trial Procedure, 112

Federal Trade Commission, 233

Fee-for-service contracts, 237

FI. See Fiscal intermediary

Field creation and termination dates, 86

Field description, 86

Field name, 86

Field update frequency, 86

File folders, 66

Filing systems: automated, 69-70; considerations
in, 64-66; for paper-based records, 61 -68

Fiscal intermediary (FI), 239

Fixed budgets, 271

FMLA. See Family and Medical Leave Act

FORDS. See Facility Oncology Registry Data
Standards

Foreign keys, 86

42 CFR Part 2, 129
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Fraud: CDM and coding compliance preventing,
243; common types of, 135-136; defining,
134-136, 198; in health care, 133-134;
HITECH Act provisions, 228; laws to combat,
136-138

Freedom of Information Act of 1967, 121

Freedom of movement, 120

Frenz, David, 206

Frequency distribution, 156

G

Gartner, 83

Genetic information, disclosure prohibitions, 129

Glossary of Healthcare Services and Statistical Terms
(AHIMA), 159

Gordon, Lynne Thomas, 126

Graphs, 162

H

HAC. See Hospital Acquired Conditions

HCAHPS. See Hospital Consumer Assessment of
Healthcare Providers and Systems

HCFACEP. See Health Care Fraud and Abuse Control
Program

HCPCS. See Healthcare Common Procedure
Coding System

HCPCS codes, 227

Health care, 1; contracts in, 114; data analytics
for, 257; fraud and abuse in, 133-134;
initiatives in, 21

Health Care Financing Administration, 174t

Health Care Fraud and Abuse Control Program
(HCFACP), 134, 138

Health informatics: defining, 144; history of,
144 -145; subspecialties, 145- 146

Health information: enterprise-wide decision
support and, 253 -257; ownership of, 120-121

Health Information and Management Systems
Society (HIMSS), 76

Health information exchange (HIE), 147, 230, 231;
AHIMA recommendations, 268; barriers to,
267; defining, 263 -264; forms of, 264 -265;
HIM and, 268-269; use cases, 264268

Health information management (HIM), 2, 210;
fraud and abuse implications, 133-138; HIE
and, 268-269; IG role of, 20-21; information
technology working with, 82; legal requirements
and, 120-133; management principles for
administration of, 261-263; in multisite
systems, 78-79; relationships with other
departments, 21-22

Health information technology (HIT), 229
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Health Information Technology for Economic and
Clinical Health Act (HITECH), 111, 117, 126,
144; fraud provisions, 228; HIPAA enforcement
provisions, 234; meaningful use requirement,
228; privacy and security rules and, 131

Health Insurance Portability and Accountability Act
(HIPAA), 60, 108; Administrative Simplification
provisions, 237; disclosure rules, 128;
enforcement of, 234; fraud definition in, 134;
fraud provisions, 137 -138; overview of,
121-124; Privacy Rule, 121 -125; Security Rule,
122, 123, 130-133; use defined by, 127-128

Health Level 7 (HL7), 229

Health maintenance organizations (HMOs), 40

Health records, 1, 25; abbreviations in, 27-28;
ambulatory care records, 33 -35; analyzing data
from, 143; bar coding, 68; behavioral health care
records, 39-40; content of, 26 —41; emergency
care records, 35-36; home health records,
36-37; hospice records, 39; inpatient records,
30-32; logistical, space, and equipment
considerations, 68 -75; long-term care and
rehabilitation records, 37-39; in nursing
facilities, 37— 39; observation patient records,
32-33; in other healthcare settings, 40-41;
requisitioning and charging out, 66-68;
secondary health data, 41; standards, 28-30;
subpoenas of, 120. See also Electronic health
record

Healthcare Common Procedure Coding System
(HCPCS), 176t, 187; updates to, 242

Healthcare facilities: collection issues, 235-237;
rates, 160, 161t; registers maintained by, 46-52;
statistical terminology for, 158 -160

Healthcare Facilities Accreditation Program
(HFAP), 25, 39

Healthcare Financial Management Association, 246

Healthcare operations, 128

HealthFirst Financial, 236

HealthIT, 264, 266

HFAP. See Healthcare Facilities Accreditation
Program

HHS. See Department of Health and Human
Services, U.S.

HIE. See Health information exchange

High volume services, 214

HIM. See Health information management; Health
Information Management

HIM department: data quality improvement
programs, 194; functions of, 7-8; home health
records responsibilities, 36; logistical, space, and
equipment considerations, 68-75; quality
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assessment, utilization management, and cancer
registry space in, 73 -74; records control
responsibilities, 66 - 68; reporting structures, 2,
3; system and equipment selection, 75-76;
systems and methods used by, 55-56; workload
and space requirements for, 74-75

HIM Director, 5, 9; contracts by, 114

HIM Manager, 9

HIM professionals: ambulatory care records and, 35;
careers, 16— 17; certifications, 13-16;
depositions of, 110; educational requirements,
10-13; fraud and abuse and, 138; future roles,
278-279; job titles, 17-18; paperless
environments and, 76-77; quality improvement
initiatives and, 153 - 154; responsibilities of,
8-9; secondary health data and, 41; standards
and, 28-30; testimony by, 113; third-party
payers and, 40-41

HIMSS. See Health Information and Management
Systems Society

HIPAA. See Health Insurance Portability and
Accountability Act

Histograms, 166, 167fig

HIT. See Health information technology

HIT Consultant e-Newsletter, 218

HIT Pro. See Certified Healthcare Technology
Specialist

HITECH. See Health Information Technology
for Economic and Clinical Health Act

HL7. See Health Level 7

HMOs. See Health maintenance organizations

Home health records, 36-37

Hospice records, 39

Hospital Acquired Conditions (HAC), 214-215

Hospital coding, 14

Hospital Compare, 152, 153

Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS), 152

Hospitals: Board of Directors responsibilities, 2, 4;
organization charts and reporting structures,
2, 3fig; President/CEO responsibilities, 4-6

Human resources (HR), 276 -278

|

ICD. See International Classification of Diseases

ICD codes, 172

ICD-6, 173t

ICD-9-CM, 177-178, 181fig, 182fig

ICD-10 codes, 128

ICD-10-CM, 13, 174t, 181fig, 202, 236, 256;
concepts, 179-180; development of, 178 -183;
outpatient reimbursement and, 191-192;
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reimbursement and, 190-191; revenue cycle
restructuring and, 243 -244

ICD-10-PCS, 174t, 182fig, 183, 202; development of,
179, 180; reimbursement and, 190-191;
revenue cycle restructuring and, 243 - 244

ICD-0-3, 176t

“Identity Crisis: An Examination of the Costs
and Benefits of a Unique Patient Identifier
for the U.S. Health Care System” (RAND),
232

Identity theft, 233-234

IDSs. See Integrated delivery systems

IEEE Standard Computer Dictionary, 229

IG. See Information Governance

IGPHC. See Information Governance Principles
for Healthcare

THTSDO. See International Health Terminology
Standards Development Organization

Inactive records, 70-71

Inferential statistics, 156

Informatics: clinical, 145; defining, 144; history,
144 -145; public health, 145-146; systems
theory, 82

Information, 255

Information Governance (IG), 26, 230-233;
defining, 18-19, 83, 260; EIM and, 260; HIM
role in, 20-21; principles of, 83; registries and,
52; secondary health data and, 41

Information Governance Principles for Healthcare
(IGPHC), 19-20

Information management plans: developing,
258-260; Joint Commission requirements, 259

Information power, 262

Information Technology (IT), 18, 82

Informed consent, 32

Injury, 115-116

Inpatient records, 30-32

Inpatient-resident service day, 159

Institute of Internal Audits, 210

Institute of Medicine (IOM), medical errors
identification, 214

Integrated delivery systems (IDSs), 78; MPI and, 42

Integrated Outpatient Code Editor (I/OCE), 245

Intentional torts, 118120

Internal Auditors Code of Ethics, 210

International Classification of Diseases (ICD), 174t,
177; development of, 178 -183

International Classification of Diseases Clinical
Modification, 10th revision (ICD-10-CM),
205-206; coding audits, 210-211

International Classification of Diseases for Oncology
(ICD-0-3), 176t, 183-184
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International Health Terminology Standards
Development Organization (IHTSDO), 185

International Statistical Classification of Diseases and
Related Health Problems (ICD-10), 174t

Interoperability, 267; defining, 229; lack of
consensus in, 229-230

Interval data, 158

Invasion of privacy, 119

I/OCE. See Integrated Outpatient Code Editor

IOM. See Institute of Medicine

IT. See Information Technology

J

JAMA. See Journal of American Medical Association

Job descriptions, 279; for CDI specialist, 206 -209

Job titles, 17-18

Joint Commission, 25, 38, 39; ambulatory care
records standards, 33 - 35; Comprehensive
Accreditation Manual for Hospitals, 6-7, 28;
credentialing, 6-7; emergency care records
standards, 35-36; emergency department
register requirements, 48; health records
standards, 28 - 30; information management
plan requirements, 259; inpatient records
standards, 30-32; medical records and survey
process, 9; ORYX Initiative, 151, 152;
patient-specific data standards, 26; root cause
analysis requirements, 154-155

Journal of AHIMA, “Clinical Documentation
Improvement, a Physician Perspective,” 220

Journal of American Medical Association (JAMA),
235

Justice Department, U.S., 134

K

Karr, Jean-Baptiste Alphonse, 1

Key performance indicators, 246247
Knowledge, 255

Knowledge management, 255

L

Labor laws, 276-278

Labor Management Reporting and Disclosure Act
(Landrum-Griffin Act), 278

Labor-Management Relations Act (Taft-Hartley
Act), 278

Language: clinical, 212; coding, 212; ICD-10-CM,
179; standards providing common, 267

LANS. See Local area networks

Laws: administrative, 106, 108; civil, 107;
classifications of, 106 -107; common, 108;
constitutional, 106; contract, 106, 107; criminal,
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106, 107; fraud and abuse combatting, 136-138;
labor and employment, 276-278; privacy,
235; private, 106fig; public, 106fig; sources
of, 107-112; Stark Laws, 137; statutory, 108;
tort, 107

LCDs. See Local Coverage Determinations

Leadership, 262

Leading, 262

Legal process, 108-112

Legal requirements for HIM, 120-133

Legibility, 213

Length of stay (LOS), 159-160

Liability: theories of, 113-120; vicarious, 118

Lifelong learner, 207, 208

Line graphs, 162

Local area networks (LANs), 78 -79

Local Coverage Determinations (LCDs), 192, 242

London Bills of Mortality, 173¢

Long-term care records, 37 -39

LOS. See Length of stay

M

MACRA. See Medicare Access and CHIP
Reauthorization Act of 2015

MAGCs. See Medicare Administrative Contractors

Major CC (MCC), 223

Malpractice, 115, 116

Management principles, 261-263

“Managing an Effective Query Process” (AHIMA),
213

Mandatory reporting, 129

Manual of the International Statistical Classification
of Diseases, Injuries, and Causes of Death
(ICD-6), 173t

Master Patient Index (MPI), 9; in alphabetical filing
system, 57; back-up measures, 45; data from,
148; electronic, 231; enterprise-wide, 228, 231,
232; integrated healthcare delivery systems and,
42; minimum data elements, 42 -45; in
numerical identification system, 57; in
serial-unit system, 60; in unit numbering
system, 57-58

MCC. See Major CC

Mean, 156

Meaningful Use, 21; CMS program for, 85; federal
regulation of, 228 -229

Measure of central tendency, 156

Measures of variation, 156157

Median, 156

Medicaid, 133, 137; DRGs and, 177

Medical dictation, 72

Medical Director, 5
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Medical errors, 214

Medical malpractice, 115, 116

Medical record number (MRN), 232

Medical records, Joint Commission survey process
and, 9

Medical schools, CDI in, 220

Medical staff, responsibilities of, 6-7

Medical terminology, 209

Medical transcription, space allocation for, 72

Medicare, 133; Clinical Quality Improvement
Initiatives and, 153; Conditions of Participation,
121; DRGs and, 177; home health records and,
36; national codes and, 189

Medicare Access and CHIP Reauthorization Act of
2015 (MACRA), 145

Medicare Administrative Contractors (MACs), 243

Medicare + Choice, 199

Medicare Provider Analysis and Review
(MedPAR), 147

Medicare Severity Diagnosis Related Groups
(MS-DRGs), 191, 193, 209, 222

MedPAR. See Medicare Provider Analysis and
Review

Mental disorders, 184

Merit-based incentive payment system
(MIPS), 145

Microfilm, 71

Microsoft SQL, 82

MIPS. See Merit-based incentive payment system

Mode, 156

Mortality: medical errors and, 214; rates of, 162,
163t

Movable file units, 69-70

MPI. See Master Patient Index

MRN. See Medical record number

MS-DRGs. See Medicare Severity Diagnosis Related
Groups

Multisite systems, 78-79

N

National Center for Health Statistics (NCHS), 174t,
178,209

National codes, 189-190

National Committee on Vital and Health Statistics
(NCVHS), 35, 174t

National Correct Coding Initiative (NCCI), 194,
236, 242

National Correct Coding Initiative Coding Policy
Manual for Medicare Services (Coding Policy
Manual) (CMS), 194-195

National Coverage Determinations (NCDs),
192, 242

Index

National Health Care Anti-Fraud Association
(NHCAA), 134-135

National Labor Relations Act (Wagner Act), 278

National Program of Cancer Registries, 50

National provider identifier (NPI), 7

National Tumor Registrar Association, 49

National Uniform Billing Committee (NUBC),
238-239

Nationwide Health Information Network (NHIN),
231

NCCI. See National Correct Coding Initiative

NCDs. See National Coverage Determinations

NCHS. See National Center for Health Statistics

NCVHS. See National Committee on Vital and
Health Statistics

Negligence: corporate, 117-118; defining, 114;
torts, 114-118

Negligent torts, 114-118

NHCAA. See National Health Care Anti-Fraud
Association

NHIN. See Nationwide Health Information
Network

Nominal data, 157

Noneconomic injury, 116

Nosologia Methodica, 173t

Notice of privacy practices (NPP), 122, 129-130

NPI. See National provider identifier

NPP. See Notice of privacy practices

NUBC. See National Uniform Billing Committee

Numbering style, 65

Numerical data, 158

Numerical filing systems, 61, 62

Numerical identification, 57

Nursing facilities, health records in, 37-39

Nursing home, defining, 37

(0]

OASIS. See Outcome and Assessment Information
Set

Observation patient records, 32-33

Occupational Safety and Health Act of 1970, 278

Office of Inspector General (OIG), 134, 198

Office of the National Coordinator for Health
Information Technology (ONC), 61, 229

OIG. See Office of Inspector General

Omnibus Budget Reconciliation Act of 1993, 137

ONC. See Office of the National Coordinator for
Health Information Technology

Open-shelf file units, 69

Operating room register, 48

Operative/operation index, 149

OPPS. See Outpatient Prospective Payment System
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Optical scanning equipment, 68

Oracle, 82

Ordinal data, 157

Organ transplant registry, 51-52

Organizational requirements, for ePHI security,
132-133

Organizing, 261 -262

ORYX Initiative, 151, 152

Outcome and Assessment Information Set
(OASIS), 36

Outguides, 68

Outpatient Prospective Payment System
(OPPS), 245

Outpatient reimbursement, 191 -192

P

P4P. See Pay for Performance

Paper printouts, 45

Paper-based records, filing systems for, 61 -68

Paperless environments, 76 - 77

Pareto chart, 167

Patient financial services (PFS), 232, 244; denial
management and, 246

Patient forms, 66

Patient Protection and Affordable Care Act (ACA),
236; fraud provisions, 138

Patient register, 4647

Patient safety initiatives, 154

Patient satisfaction, 5

Patient-Centered Medical Homes, 21

Patient-related correspondence, 66

Pay for Performance (P4P), 21

Payment plans, 236

PCs. See Personal computers

Peer review, 154

Percentile, 157

Permanent file, 69-71

Personal computers (PCs), 78

Personnel budget, 271

PES. See Patient financial services

Pharmacology, 209

PHI. See Protected health information

Physical or mental examination, in discovery phase
of legal process, 111

Physical safeguards, 132

Physician index, 46; data from, 149

Physicians: CDI and, 205-206; champion or liaison
for, 217-219; documentation education for,
220-221; EHR helpful to, 220-221; record
completion work areas for, 73

Physicians’ Current Procedural Terminology
(American Medical Association), 188
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Pie graphs, 166, 167fig

Plaintiff, 109, 116

Planning, 261

POA. See Present on admission

Policies, Procedures and Documentation standards
of the HIPAA security rule, 131

Population, 156

Power, 262

PPI. See Practice Profitability Index

PPOs. See Preferred provider organizations

Practice Brief: Electronic Documentation Templates
Support ICD-10-CM/PCS Implementation, 202

Practice Brief on Developing a Coding Compliance
Policy (AHIMA), 199

Practice Profitability Index (PPI), 219

Precision, 213

Preemption analysis, 124

Preferred provider organizations (PPOs), 40

Present on admission (POA), 214 -215; indicators,
216t-217t

President, responsibilities of, 4-6

PRICER program, 245

Pricing, 227

Primary data sources, 148

Primary keys, 86

Privacy, 14, 232, 234; Constitution and, 119-120;
defining, 124 -125; enforcement of laws for, 235;
officers for, 9; public health departments and,
119; right to, 119

Privacy Act of 1974, 121

Privacy and Security Officers, 9

Privacy officer, 130

Privacy Rule, 121-125

Private law, 106fig

Privileges, 6-7

Production of documents, 111

Program planning budget, 270-271

Prospective Payment systems, 177

Protected health information (PHI), 122; access to,
126; use of, 127

Provider query, to resolve discrepancies, 212-213

Psychiatric care, 39; false imprisonment claims and,
120

Public health departments, 30; privacy and, 119

Public health informatics, 145-146

Public Health Service, US., 178

Public law, 106fig

Publicity, 5

Q

QIO. See Quality Improvement Organizations
Qualitative data, 157
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Quality assessment, 73 -74

“Quality Healthcare Data and Information”
(AHIMA), 193

Quality Improvement Initiatives, 153-154

Quality Improvement Organizations (QIO),
152,212

Quality of care, 5

Quantitative data, 158

Query forms, 212-213; process beginning, 213-214

Query-based exchange, 265

Qui tam actions, 137

R

RAC. See Recovery Audit Contractors

RAND, 232

Range, 157

RAs. See Remittance advances

Rating tools, 5

Ratio data, 158

RCA. See Root cause analysis

Readmission rates, 70

Record assembly and analysis, 71

Record identification systems: alphabetical filing,
56-57; numerical identification, 57; serial
numbering system, 59; serial-unit numbering
system, 60; unique health identifiers, 60-61;
unit numbering system, 57-59

Record security, 64

Recovery Audit Contractors (RAC), 210, 243

Referent power, 262

Registered Health Information Administrator
(RHIA), 12-13, 49

Registered Health Information Technician (RHIT),
12-13,49

Registers: birth, 47; cancer registry, 49-50, 73-74;
data from, 147; death, 47 -48; emergency
department, 48; operating room, 48; patient,
46-47; special, 48 -52; trauma, 50-51

Regression analysis, 157

Regulatory agencies, 108

Rehabilitation records, 37 -39

Reimbursement: ICD-10-CM/PCS and DRGs in,
190-191; outpatient, 191 -192; third-party,
40-41, 237, 246

Relators, 137

Release of information, space allocation
for, 71-72

Reliability, 157

Remittance advances (RAs), 245, 246

Remittance processing, 245

Requests for admissions, 111

Required data fields, 87-88
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Requisition slips, 68

Res ipsa loquitor, 116, 117

Respondeat superior, 118

“Retention and Destruction of Health Information”
(AHIMA), 71

Revenue codes, 227, 237, 238 -239

Revenue cycle: administrative functions, 228;
defining, 227; ICD-10-CM and ICD-10-PCS
restructuring, 243 —244; key performance
indicators for, 246-247

Revenue cycle management firms, 235

Reward power, 262

RHIA. See Registered Health Information
Administrator

RHIT. See Registered Health Information
Technician

Risk Management, 9

Rolling budget, 270

Root cause analysis (RCA), 154-155

S

Sample, 156

Satellite facilities, 78

SCIP. See Surgical Care Improvement Project

Secondary data sources, 147, 148

Secondary health data, 41

Security, 234; breaches, 235; defining, 124 -125; of
ePHI, 123, 130-133; officers for, 9; of records,
64; standards for, 123

Security Rule, 122

Security Standards for the Protection of Electronic
Protected Health Information, 123

Sentinel events, 154-155

Serial numbering system, 59

Serial-unit numbering system, 60

Shelf requirements, for unit-numbering system
filing, 59

SMEs. See Subject matter experts

SNOMED-CT, 175t, 185, 186fig, 187

Social media, 5

Social-oriented behaviors, 262, 263

Space allocation, 68; for active and inactive records,
70-71; for coding and abstracting, 71;
computerization and, 74; for department
management, 72 -73; for medical transcription,
72; physician record completion work areas,
73; quality assessment, utilization management,
and cancer registry, 73 - 74; for record assembly
and analysis, 71; for release of information,
71-72; statistical data for, 70; for unit
numbering system, 70; workload and, 74-75

Special registries, 4852
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Standard deviation, 157

Standard of care, 115

Standardization, 267

Standards for Privacy of Individually Identifiable
Health Information, 123

Standards of Ethical Coding, 196

Stark Laws, 137

State content standards, 28 -30

State court rules of trial procedure, 112

State departments of health, privacy and, 119

Statement on Consistency of Healthcare Diagnostic
and Procedural Coding (AHIMA), 192-193

Statistical classification of disease and causes of
death, 173t-176t

Statistics: definitions for, 156 -157; descriptive, 155;
healthcare facility terminology, 158-160;
inferential, 156; presenting data, 162, 165-167,
165fig; types of, 155-156; types of data,
157-158

Statutes, 108

Statutory law, 108

Straight numerical filing, 61, 62

Strategic planning, 257 -258; elements of, 259fig

Stroke, 151

Structured data, 87, 91, 93fig

Subject matter experts (SMEs), 5

Subpoenas, 111; of health records, 120

Summons, 109

Surgical Care Improvement Project (SCIP), 151

Swenson, David, 262

T

Table name, 86

TAP. See Technical Advisory Panel

Tarasoff, Tatiana, 117

Tarasoff v. Regents of University of California, 117

Task-oriented behaviors, 262

TD. See Terminal digit filing

Technical Advisory Panel (TAP), 178

Technical safeguards, 132-133

Terminal digit filing (TD), 61, 62-64

Third-party reimbursement, 237; denial
management and, 246; HIM professionals
and, 40-41

3M Health Information Systems, 174t, 179, 180

Tort law, 107

Torts, 113; intentional, 118-120; negligent,
114-118

Total inpatient service day, 159

Total length of stay, 160

TPO. See Treatment, payment, and operations

Tracking forms, 94
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Traditional budgeting, 270

Transcripts, of depositions, 110

Trauma registry, 50-51

Treatment, payment, and operations (TPO), 123;
access and, 127

T-test, 157

U

UB-04. See CMS 1450

UCLA Health Systems, 234

UHIs. See Unique health identifiers

Uniform Ambulatory Care Data Set, 35

Unique health identifiers (UHIs), 60-61

Unique personal identification number (UPIN),
46, 55

Unit numbering system: for record identification,
57-59; space needs, 70. See also Serial-unit
numbering system

Unit records, 60

United States: Constitution of, 108, 119-120; court
system and legal process, 108 -109; legal system
of, 106-107

Unstructured data, 87, 91, 94

Upcoding, 135

UPIN. See Unique personal identification number

Use, HIPAA definition of, 127-128
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