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A2570.6  Recalculation of Case-Mix Index Based on Total Medicare Discharges.--For cost reporting periods beginning on or after October 1, 1982, the Medicare schedule of limits on hospital inpatient operating costs per discharge incorporates a case-mix index to adjust for the effects of differences in patient mix from other factors that can influence hospital costs.  Each hospital's case-mix index is unique and is based, in part, on the classification of a national 20 percent sample of inpatient bills into 356 Diagnosis Related Groups (DRGs), specifically adapted by Yale University for the Medicare program.

The specific clinical information essential for DRG classification is abstracted from the Medicare inpatient bill (HCFA-1453).  In addition to containing the ancillary service charge data necessary to derive the DRG cost weights, as well as the number of covered routine and special care days, the HCFA-1453 also provides for a narrative description of the principal diagnosis, secondary diagnoses, and surgical procedures performed.  For those bills with health insurance claim numbers ending in 0 or 5 (i.e., the MEDPAR sample records), the narrative descriptions are used to code the principal diagnosis, principal surgical procedure (see International Classification of Diseases, 9th revision, Clinical Modification), and the presence or absence of secondary diagnoses or procedures.   This coding is essential for the assignment of discharges to DRGs to calculate the case-mix index.

A hospital may obtain a recalculation of its case-mix index based on the submission of 100 percent of its records for discharges occurring in calendar year 1980.  We will permit this recalculation only for cost reporting periods beginning on or after October 1, 1982 but before October 1, 1983.  (A hospital may also obtain a recalculation of its case-mix index under the exception provisions of regulation section 405.460(f)(9).)  Obtaining a recalculation based on 100 percent of records requires a hospital to submit 100 percent of its Medicare discharges for calendar year 1980 on magnetic tape according to a specified format to permit computer processing.  For a definition of "discharge," refer to §304.4 of the Provider Reimbursement Manual (HCFA Pub. 15-2).

It should be noted that since a recalculated index will presumably be more accurate than a hospital's published index (because it is based on 100 percent of discharges rather than a 20 percent sample), the recalculated index will be used even where it results in a lower index for a hospital.

A.
Jurisdiction for Review.--A hospital seeking a recalculation of its case-mix index must submit the request to its servicing intermediary.  The intermediary will forward the request along with all supporting documentation to the following address for processing:

Health Care Financing Administration

Division of Health Care Cost Containment, BERC

194 East High Rise

6325 Security Boulevard

Baltimore, Maryland 21207

For those hospitals seeking a recalculation of their case-mix indexes based on the submission of corrected discharge records for calendar year l980, the intermediary need take no further action beyond transmitting the request to HCFA.
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B.
Submission of Machine Readable Data - General.--A hospital seeking a recalculation of its case-mix index is required to submit machine readable discharge data to facilitate HCFA processing of the request.  Hard copy records are not acceptable. Regardless of the system used to generate machine readable discharge records (whether performed in house or contracted), the provider is responsible for ensuring that each discharge record reflects a valid Medicare claim and originates from medical records that reflect services actually performed.  Using alternate data sources, HCFA will monitor the submission of records on a sample basis to ensure against the misreporting of diagnoses, procedures, and other critical data elements.

C.
Required Discharge Data.--HCFA's published case-mix indexes have been derived from DRGs which are a special adaptation of Yale's 467 DRGs.  These "Medicare DRGs" are based on data items readily available from MEDPAR sample records.  To obtain a recalculation of its case-mix index, the provider must submit certain required data elements for each Medicare discharge.  These elements are a subset of the Public Health Service's Uniform Hospital Discharge Data Set (UHDDS) and are compatible with the Medicare version of the DRGs used to derive the published case-mix indexes.  The elements are:

Item
Description
 1
Medicare provider number

 2
Patient name

 3
Sex

 4
Health insurance claim number

 5
Date of birth

 6
Date of admission

 7
Date of discharge

 8
Principal diagnosis

 9
Other diagnoses

10
Principal surgical procedure

11
Date of principal surgical procedure

12
Other surgical procedures

13
Discharge status

The definitions of each item follow:

1.
Medicare Provider Number
The 6 digit number assigned by the Medicare program and used in the hospital certification process.

2.
Patient Name
The beneficiary's last name, first name, and, if applicable, middle 

initial.

3.
Sex
Male, female, or undetermined.
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4.
Health Insurance Claim Number
The claim number from the HCFA-1453 under which Part A benefits are provided. Claim numbers should be entered according to the instructions contained in §§303-306 of the Medicare Hospital Manual (HCFA Pub. 10).

5.
Date of Birth

The month, day, and year of birth.  See paragraph D. for required coding for patients born prior to January 1, 1900.

6. and 7.  Dates of Admission and Discharge
The month, day, and year of both admission and discharge.  An inpatient admission begins with the hospital's formal acceptance of a patient who is to receive physician, dentist, or allied services while receiving room, board, and continuous nursing care.  An inpatient discharge occurs with the termination of room, board, and continuous nursing care and the formal release of an inpatient by the hospital.

8.
Principal Diagnosis
The condition established after study to be chiefly responsible for occasioning the admission of the patient to the hospital for care.  The principal diagnosis must be reported using the full ICD-9-CM diagnosis code, including all 5 digit codes.

9.
Other Diagnoses
All diagnoses, excluding the principal diagnosis, that affect the current hospital stay.  These include all conditions that coexist at the time of admission, develop subsequently, or affect the treatment received and/or length of stay.  Diagnoses that relate to an earlier episode which have no bearing on the current hospital stay should be excluded.  Hospitals may report a maximum of 4 other diagnoses using full ICD-9-CM codes, including all 5 digit codes.


10.
Principal Surgical Procedure
When surgical procedures are performed, the principal procedure must be reported first.  The following criteria apply in determining the principal procedure:

a.
The principal surgical procedure is one that was performed for definitive treatment rather than for diagnostic or exploratory purposes, or was necessary to take care of a complication.

b.
The principal surgical procedure is the procedure most related to the principal diagnosis.

If two or more surgical procedures are performed and are related to the principal diagnosis, a determination as to which is the principal surgical procedure must be made.   The principal surgical procedure must be reported using ICD-9-CM Volume 3 codes.  Procedure codes must be the full ICD-9-CM Volume 3 procedure codes, including all 4 digit codes.
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11.
Date of Principal Surgical Procedure
The month, day, and year of the principal surgical procedure.


12.
Other Surgical Procedures
Excluding the principal surgical procedure, a maximum of two additional surgical procedures may be reported.  As in 10 above, any additional surgical procedures must be reported using the full ICD-9-CM Volume 3 codes.


13.
Discharge Status
Code only one of six categories.  If the beneficiary was discharged alive and the patient's disposition at discharge is known, one of the following four categories will apply:

Discharged to home (routine discharge).

Left against medical advice.

Discharged to another short-term hospital.

Discharged to a long-term care institution.

Otherwise, code one of two categories:

Discharged alive, circumstances unknown.

Discharged dead.

D.
Format of Required Discharge Data Elements.--All data elements described in C must be entered on standard label 9 track medium (1600BPI) or high density (6250 BPI) magnetic tape of odd parity.  Tapes must contain either no labels, or IBM 360/370 OS standard labels.  If IBM standard labels are used:

a.
The internal Volume Serial Number must be specified in the documentation accompanying the data tape.

b.
The Data Set Name "CMIRECAL" will be used.

The 13 data elements must be entered according to the record layout below:

FIELD
SIZE
LOCATION
REMARKS
1.
 Medicare Provider Number
6
1-6

2.
 Patient Name
20
7-26
Enter last name,

first name,

and middle

initial, leaving

a space between

names and

 



initials.

Abbreviate

as required.
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FIELD
SIZE
LOCATION
REMARKS
3.
 Sex
1
27
Code M, F, or U

(undetermined)

4.
Health Insurance Claim
12
28-39
Enter according

Number 


to instructions

in §§303-306 of the Medicare Hospital Manual, HCFA Pub. 10.  Include beneficiary identification code (e.g., A, B, C1).  Left justified.

5.
 Date of Birth
6
40-45
6 numerics entered

MMDDYY.  If the date of birth is prior to January 1, 1900, enter asterisks (**) in positions 42-43.

6.
 Date of Admission
6
46-51
6 numerics entered


MMDDYY

7.
 Date of Discharge
6
52-57
6 numerics entered


MMDDYY

8.
 Principal Diagnosis 
5
58-62
Enter applicable ICD-9-CM code (up to 5 digits).  Do not enter decimals.  Left justified.

9.
 Other Diagnosis 
5 
63-67
Leave blank or enter applicable ICD-9-CM code (up to 5 digits). Do not enter decimals. Left justified.

10. Other Diagnosis
5 
68-72
See Field 9 remarks

11. Other Diagnosis
5 
73-77
See Field 9 remarks

12. Other Diagnosis
5 
78-82
See Field 9 remarks

13. Principal Surgical

 Procedure 
4
83-86
Leave blank or enter applicable ICD-9-CM Volume 3 procedure code (up to 4 digits). Do not enter decimals. Left justified.
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FIELD
SIZE
LOCATION
REMARKS
14.
Date of Principal Surgical
6
 87-92
6 numerics

Procedure


entered MMDDYY

15.
Other Surgical Procedure 
4 
93-96
See Field 13 remarks

16.
Other Surgical Procedure
4
97-100
See Field 13 remarks

17.
Discharge Status
2
101-102
Enter one of the


following six codes: 10- Discharged to home (routine discharge).  


20-Left against medical advice.  


30-Discharged to another short-term hospital.  


40-Discharged to a long-term care institution. 


50-Discharged alive, circumstances unknown.  


60-Discharged dead.

Discharge records that do not conform to the above specifications will not be accepted.

Providers are required to submit computer tapes with a file description containing the following information:

Data Set Name (If labeled tape):  CMIRECAL

Computer Used to Create Data Tape:

Character Code (FIELDATA, EBCDIC):

Internal Volume Serial Number (if labeled tape):

Sort Sequence Key Field(s):

Ascending or Descending?

Logical Record Length (in Bytes):

Blocksize (in number of records):

Exact Number of Medicare Discharges:

Name of Agency/Contractor Supplying Tape:

Name and Phone Number of Hospital Technical Contact for this Tape:
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