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Out of pocket money in national health
expenditure, % of health spending, 2018
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National health expenditure of OECD
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+ Quick Links

ICD-10-AM is the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision, Australian
Modification. It consists of a tabular list of diseases and accompanying index.

ICD-10-AM was developed by the National Centre for Classification in Health and has been in use since 1998. It was developed
with assistance from clinicians and clinical coders to ensure that the classification is current and appropriate for Australian
clinical practice. ICD-10-AM is a derived version of the World Health Organization (WHO) ICD-10. It uses an alphanumeric
coding scheme for diseases and external causes of injury. It is structured by body system and aetiology, and comprises three,
four and five character categories. ICD-10-AM is updated on a regular basis, with the regular updates of ICD-10 being included
as part of the updating process.

ACHI <
The Australian Classification of Health Interventions has also been in use since 1998. ACHI was based on the Medicare Benefits
Schedule (MBS) and was previously known as the Medicare Benefits Schedule-Extended (MBS-E). The NCCH developed it with
assistance from specialist clinicians and clinical coders.

ACHI codes have seven digits. The first five digits are the MBS item number where one exists. The two-digit extension
represents specific interventions included in that item. The classification is structured by body system, site and intervention
type. Interventions not currently listed in MBS have also been included (e.g. dental, allied health interventions, cosmetic
surgery). ACHI consists of a tabular list of interventions and accompanying alphabetic index.

Since 2007, NCCH has been leading the development of the International Classification of Health Interventions (ICHI). The long
term implications of ICHI for ACHI will, in time, require substantial discussion among interested parties in Australia.

=1+

The Australian Coding Standards have been developed with the objective of satisfying sound coding conventions for use with
ICD-10-AM and ACHI. They apply to all public and private hospitals in Australia. The ongoing revision of the Australian Coding
Standards ensures that they reflect changes in clinical practice, clinical classification amendments and various user
requirements of inpatient data collections.
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The Case Mix Groups+ (CMG+) methodology is designed to aggregate acute care inpatients with similar clinical and resource-
utilization characteristics. The CMG+ methodology was introduced in 2007 and was designed to take advantage of the increased
clinical specificity of ICD-10-CA and CCl. This methodology, developed using multiple years of acute care inpatient activity and cost
records, introduces and enhances several grouping factors to improve the ability to clinically group inpatients and to define length of
stay and resource use indicators.
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Vendor Licensing based generally on the most responsible diagnosis code (MRDx). This diagnosis is the one determined to have been responsible for
the greatest portion of the patient's length of stay. The MCC is divided into two partitions: intervention and diagnosis. If a case is
assigned to the diagnosis partition of an MCC, a list of diagnosis codes is used to assign the CMG cell. If a case is assigned to the

intervention partition of an MCC, a hierarchical list of intervention codes is used to assign the CMG cell.
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* Age Group

o Carnachidihe | saesl
LAt L



https://www.cihi.ca/en/data-and-standards/standards/case-mix/cmg

! < > O | Hj secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC27858&lang=en&media=0 ﬂr | = @ @

O Home Manage Contacts Francgais Login

Canadian Institute
for Health Information

[ R BB [nstitut canadien
ICARN o'information sur la santé
Core Plan Pooling FAQ @
eStore Instruction Guide '@
View Cart | Terms | Order Form | Contact
Canadian Coding Standards for Version 2015 ICD-10-CA and CCI ©= FAQ
How do | see details for other
| - - versions of this publication?
Language: |English Media Type: P
'l To view the details specific to other
(b - Pages: 511 File Details: (PDF) 4068 KB language or media types, change
*y mq ) i the selections in the language and
Date: Jan 29, 2015 Price A/B: Free media type drop-down lists.
1spN: 278177109 Action: Download

326-2 ’ How do | download a
publication?

This manual guides the user through the appropriate application of current coding standards for abstracting data elements from health
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ICD-10-CM Official Guidelines for Coding and Reporting

FY 2019
(October 1, 2018 - September 30, 2019)

Narrative changes appear in bold text
Items underlined have been moved within the guidelines since the FY 2018 version
Italics are used to indicate revisions to heading changes

The Centers for Medicare and Medicaid Services (CMS) and the National Center for Health
Statistics (NCHS), two departments within the U.S. Federal Government’s Department of Health
and Human Services (DHHS) provide the following guidelines for coding and reporting using the
International Classification of Diseases, 10" Revision, Clinical Modification (ICD-10-CM).
These guidelines should be used as a companion document to the official version of the ICD-10-
CM as published on the NCHS website. The ICD-10-CM 1s a morbidity classification published
by the United States for classifying diagnoses and reason for visits in all health care settings. The
ICD-10-CM 1s based on the ICD-10, the statistical classification of disease published by the World
Health Organization (WHO).
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(CC) and met the inclusion criteria, were ANOVA: analysis of variance. d reimbursement < [Med Klin (Munich). 2002]
Diagnosis-ReIated Group (ADRG) using dlldlyDls Ul vallal IV IVHUWEU Y LUlIall & eal. 1 Pallgilis Ul UlIgISHUVED WEIE PIgDSIlEU WL M~ See reviews
in three patterns: The CCL reflected the complexity well (VALID); the average charge of CCL 2, 3, 4 was greater than CCL 0 (PARTIALLY
VALID); the CCL did not reflect the complexity (NOT VALID). seeall...
RESULTS: Atotal of 114 (19.03%), 190 (31.72%) and 295 (49.25%) ADRGs were included in VALID, PARTIALLY VALID and NOT VALID,
respectively. The average RZ for hospital charge of CCL was 4.94%. The average R2 in VALID, PARTIALLY VALID and NOT VALID was Related information -
4.54%, 5.21%, and 4.93%, respectively. MedGen

CONCLUSION: The CCL, the first step of complexity adjustment using secondary diagnoses, exhibited low performance. If highly accurate
coding data and cost data become available, the performance of secondary diagnosis as a variable to reflect the case complexity should be
re-evaluated. Recent Activity -
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Centers for Medicare & Medicaid Services

. o Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Qutreach &
Medicare Medicaid/CHIP Coordination Insurance Center Guidance Data & Systems Education

Home > Medicare > Acute Inpatient PPS > Acute Inpatient PPS

Acute Inpatient PPS M’atient PPS

Need Additional Information

Direct Graduate Medical Education

(DGME)

PROTECT YOUR
PATIENTS' IDENTITIES
monTHe USE THE MBI NOW
DSH TO GO

Disproportionate Share Hospital

PPS-Exempt Cancer Hospitals
(PCHs)

Hospital Value-Based Purchasing Section 1886(d) of the Social Security Act (the Act) sets forth a system of payment for the operating costs of acute care
hospital inpatient stays under Medicare Part A (Hospital Insurance) based on prospectively set rates. This payment
system is referred to as the inpatient prospective payment system (IPPS). Under the IPPS, each case is categorized
into a diagnosis-related group (DRG). Each DRG has a payment weight assigned to it, based on the average resources
Indirect Medical Education (IME) used to treat Medicare patients in that DRG.

Hospital-Acquired Condition
Reduction Program (HACRP)

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcutelnpatientPPS/index.html
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Health Policy

Volume 115, Issues 2-3, April 2014, Pages 141-151

Review

Hospital financing: Calculating inpatient

capital costs in Germany with a
comparative view on operating costs and
the English costing scheme

Matthias Vogl 2 bo =

Abstract

Objectives

The paper analyzes the German inpatient capital costing scheme by
assessing its cost module calculation. The costing scheme represents the

first separated national calculation of performance-oriented capital cost

lump sums per DRG.

Conclusions

The scheme generates the technical premises for a change from dual

financing by insurances (operating costs) and state (capital costs) to a

single financing source. The new capital costing scheme will intensify

the discussion on how to solve the current investment backlog in
Germany and can assist regulators in other countries with the

introduction of accurate capital costing.
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The capital payment policies of the major payers for hospltal care are im-
portant for three reasons. First, these policies affect the hospital's abilicy
to recover its full cost of providing services and, therefore, its long-term
financial stability. Second, such policies may create incentives for hospitals
to over or underiovest in capital assets relative to other productive resources,
leading to reduced economic efficiency and higher overall costs for producing
services. Finally, capital payment policies may create incentives for hospitals
to choose one method of financing capital expenditures over another (e.g., debt
over equity), which may lead to financial instability, reduced access to capital

financing and higher costs for services over the long term.
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The share of hospital costs reimbursed through DRG-based
payment

Table 1 shows that DRG-based payment is the principal means of reimbursing
hospitals in the majority of countries. However, DRG-based payment accounted for
just 15—20% of the total revenues in Spain/Catalonia and 39% in Estonia.
Furthermore, each country finances some costs via other funds. Services not
commonly covered by DRG-based payments concern psychiatric and rehabilitation
services and intensive and emergency care. In some countries, community and
ambulance services (England), neonatology and inpatient radiotherapy (France),
geriatric services (Ireland) and burn treatments (Sweden) are discarded. Costs for
teaching and research are not covered by the majority of the 12 countries. Other costs
commonly not covered are capital and expensive drug costs. In some countries,

allowance for bad debts (Germany and Ireland), taxes, charges and insurance
(Germany), pensions (Ireland), commercial exploitation (the Netherlands) and
accreditation (Sweden) are discarded.

Tan, S. S., et al. (2014). "DRG systems in Europe: variations in cost accounting systems among 12 countries." The
European Journal of Public Health 24(6): 1023-1028.
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The Distinction Between Cost and Charges

STEVEN A. FINKLER, Ph.D.; Philadelphia, Pennsylvania.

The literature on economic efficiency in providing hospital The Roots of the Misunderstanding
services has been growing recently. Often such literature

. b ; ; It i1s n rprisi 1Cs
examines the costs of providing services at varying L1 Dol suxprising 1hat many membens of the medical

instead of measuring cost directly, these studies use and charges. Since most health organizations are non-
patient bills (charges) as a proxy for cost. Charges may profit, it is logical to assume that price is set to be equal

bear little resemblance to economic cost, and use of
charges as a proxy for economic cost may lead
researchers to draw unwarranted conclusions about

to cost. Furthermore, there has been substantial focus on
the ills of cost-reimbursement systems such as Blue

economic efficiency. Because of the differences between Cross, Medicare, and Medicaid because of the direct rela-
economic cost, accounting cost, and charges to the tion between cost and reimbursement. As costs rise, reim-
patient, actual resource consumption should be used as a bursement rises automatically. There is minimal incen-

f . ) i . )
measure of cost tive to be efficient and control costs if all cost increases

Finkler, S. A. (1982). "The distinction between cost and charges." Annals of internal medicine 96(1): 102-
109.




* The power of Blue Cross' size and the legal clout of the government
entitle them to demand discounts off the list price. In fact, the
discounts are so great that often Blue Cross, Medicare, and
Medicaid pay less than the average cost (5).

* On the other hand, self-pay patients and private insurance companies
other than Blue Cross have significantly less clout, and pay not only
the costs they have incurred, but also make up any loss the hospital
incurs when it gives substantial discounts to Blue Cross, Medicare,

and Medicaid => & 2|Lt2f=?
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