
   

Medical Coding 

FACT SHEET 

Overview:  

The World Health Organization established the International 
Classification of Diseases (ICD) coding system which is                        
adopted by different governments around the world including 
the United States. The ICD is a standard way to identify health 
trends and statistics such as mortality and morbidity globally. 
Also, ICD assists in the monitoring of outcomes and allocation 
of resources.   

ICD is broken down into ICD-10-Clinical Modification (CM) 
for diagnosis, and ICD-10-Procedure Coding System (PCS) for 
inpatient hospital procedures. ICD-10 codes were effective 
starting on October 1st, 2015. The ICD-10-CM and PCS are    
updated on an annual basis and become effective on October 1st 
of each year. The updates are posted on the following website:      
https://www.cms.gov/Medicare/Coding/ICD10.  
 
The physician is responsible for the diagnosis. The medical 
coders can only use physician documentation as a coding 
source; coders cannot code from labs, x-rays, or other test                        
results.  The physician documentation is the driver to code               
assignment.  

ICD-9: CM Form at 

ICD-10: CM Form at 

ICD-10: PCS Form at 

 

Healthcare Common Procedure             

Coding System (HCPCS):  

HCPCS is often pronounced as “hick 

picks”. This set of codes are focused 

on the outpatient setting. HCPCS 

codes primarily cover services,                   

procedures, and equipment not                

addressed by the CPT codes such as      

ambulance rides and certain                  

medicines.  

 

Current Procedural Terminology 

(CPT): The Am erican Medical 

Association published the CPT codes 

that are used to describe medical,   

surgical, radiological and diagnostic 

services likely in the outpatient                 

setting.  Both the ICD and CPT codes 

are submitted to payers that will be 

used to determine reimbursement to a 

facility/provider. 
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The Joint Commission ICD Table:  

Table 1.0: E/M Codes for ED Encounters 

Table 8.1: Ischemic Stroke 

Table 8.1a: Thrombolytic Agent Procedures 

Table 8.2: Hemorrhagic Stroke 

Table 8.2a: Subarachnoid Hemorrhage 

Table 8.2b: Intracerebral Hemorrhage 

https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cms.gov%2FMedicare%2FCoding%2FICD10&data=02%7C01%7Ckelley.elkins%40uky.edu%7C9235eef46fbd4ed7c75308d7afef8f6f%7C2b30530b69b64457b818481cb53d42ae%7C0%7C0%7C637171315740173279&sdata=YDz14BwAs


   

Scenarios:  

Case 1: A  patient arrived to the ED with left sided arm weakness that 

has improved. The patient was admitted for a stroke work-up because 

the physician thought it could be a Transient Ischemic Attack  (TIA), but 

thought it was probably an Acute Ischemic Stroke (AIS).  In the end the 

Discharge Summary stated that the MRI showed a small acute infract.  
  

Differential diagnoses: TIA or  AIS  

Admit diagnoses: I63.9 Cerebral infarction, unspecified  

Principal diagnoses: I63.9 Cerebral infarction, unspecified  

E/M code: rolled up into the diagnostic related grouping (DRG)               

because admitted  
 

Case 2: A  patient arrived to the ED with acute chest pain. The patient 

was admitted for chest pain with surgical intervention.  After the                                  

procedure, the patient developed acute stroke symptoms.  MRI showed 

an infract. The Discharge Summary stated the final diagnosis was an 

acute MI, and also listed an AIS.   

Admit diagnoses: I21.9 Acute m yocardial infarction, unspecified  

Principal diagnoses: I21.9 Acute m yocardial infarction, unspecified  

Secondary Diagnoses: I63.311 Cerebral infarction due to throm bosis 

of right middle cerebral artery  

E/M code: rolled up into the DRG because adm itted  
 

Case 3: A  patient arrived to the ED with right sided weakness and     

confusion. Thrombolytic was given IV for the treatment of an AIS. The 

Discharge Summary stated to transfer patient to higher level of care for 

an AIS.  
 

Admit diagnoses: I63.9 Cerebral infarction, unspecified  

Principal diagnoses: I63.9 Cerebral infarction, unspecified  

E/M code: 99281  ED visit, new or established patient  

Stroke Program Coordinator (SPC) Role Related to       

Medical Coding:  
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Definitions:  

Differential Diagnoses:  

       possible diagnoses of two or more 
conditions which share similar 
signs or symptoms 

Admit Diagnoses:   

       established at the time of the     
patient's admission to the                             
hospital 

Principal Diagnoses:  

 the condition established, after 
study, to be chiefly responsible 
for admission of the patient to 
the hospital, either for outpatient 
or inpatient   

Secondary Diagnoses:  

other diagnoses associated with 
the  hospitalization 

E/M Code:  

 used to report evaluation and 
management services provided in 
the outpatient department clinic 
or emergency  department 

Procedure Code:  

 used for any medical, surgical, 
and diagnostic services  provided 
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 Have a basic understanding of the stroke medical codes  (ICD, CPT, and 
HCPCS) and how the codes are applied.   

 

 Provide education and tools for the organization’s providers to                 
promote concise documentation and accuracy in coding based on learning 
needs. 

 
 

 Work closely and collaborate with the coding compliance department to 
clarify coding issues.   

 

 Utilize volume reports based off these stroke codes to look at program 
services, and cross walk with other data such as ED  admissions.  

 

 Be aware of the correction window for the medical health record.  Late 
entries or addendums can be used as long as it is has been within 30 days 
of discharge.  

 


