Robert S. Gold, MD

4611 Brierwood Place

Atlanta, Georgia 30360




Ms. Donna Pickett, MPH, RHIA 

Medical Classification Administrator 

National Center for Health Statistics 

3311 Toledo Road 

Room 2402 

Hyattsville, Maryland 20782
Re: Sepsis
Dear Ms. Pickett,
Ever since the 995.9x code set came out along with direction for the use of these codes, the sequencing and the reporting in the Official Coding Guidelines for ICD-9-CM and in AHA’s Coding Clinic, the incidence of “sepsis” DRGs reported in the United States rose from 310,000 per year to 750,000 cases per year.  This change has cost Medicare anywhere from 1.5 to 3.7 billion dollars a year of additional reimbursements.

The institution of the codes arose at the request of some physicians who testified at the Coordination and Maintenance Committee as supporters of Eli Lilly pharmaceuticals in an effort to demonstrate the benefit of the drug Xigris in cases of severe sepsis.  The evidence presented came from definitions of sepsis from a 1991 publication in Chest by Roger Bone, MD and others who were able to demonstrate that patients in critical care units with certain findings in vital signs and in laboratory analysis of white blood cells were likely to have sepsis when they had these criteria called SIRS plus and infection and had the same cascade of events when there was SIRS without in infection.

Subsequently, international specialists in critical care medicine got together and discussed the status of sepsis and the use of the SIRS criteria in Brussels in 2002 and uniformly agreed that the criteria for SIRS in face of an infection alone were inadequate to determine that a patient had sepsis, that the criteria were still valuable as a screening tool but were of no value to predict treatment or mortality as had been supposed by the previous authors.

Many specialists in Critical Care medicine and Emergency Medicine all agree that the SIRS criteria are too soft to identify sepsis although they are still valuable as a screening tool but are certainly NOT diagnostic of sepsis.
We, in the United States, have been mandated to assign sepsis codes and DRGs when “SIRS” is identified in a health record with an infection.  Consultants have been making a mint telling hospitals to have their doctors document SIRS when there are seen abnormalities in vital signs and/or white cell counts, regardless of the clinical status of the patient and regardless of the link of the abnormalities to the infectious process.  The Recovery Audit Contractors are retrieving millions of dollars a year because of this situation.  This is unethical practice based on inappropriate definitions and guidance that came from the Committee despite having knowledge of the international dissenting opinions.

I recently gathered some of the world’s experts in this field and held an audioconference at which they expressed their concerns.  I have the support of the Editor in Chief of the journal “Critical Care” who has been a staunch opponent to the reliance on SIRS as the indicator of sepsis and who has been writing on the subject since 1997.

The decision to proceed with the definitions as concluded in your meetings and with the guidance that succeeded the meetings has led to inappropriate billing and, to a greater extent, fraudulent billing – but they are only following the “rules” and the rules are wrong.

The United States is in a crunch monetarily and Medicare and Medicaid as well as all of the other payers for healthcare delivery are under the gun to stay viable.  When the rules are wrong, CMS will be hurt as well as all of the rest of us who pay for healthcare.  The statistics in the United States are wrong and that is hurting the statistics in the world.
I urge you to validate my concerns with the following physicians who are experts in the field and plead for a change in the definitions and guidance as follows:

· 995.91 and 995.92 should be defined as sepsis and severe sepsis

· SIRS should be noted as integral to infectious processes and may be utilized as a screening tool by the physicians caring for patients in order to identify patients at possible risk

· SIRS due to noninfectious processes (995.93 and 995.94) should still be useful as the criteria are not integral to these conditions

You will see that ethical hospitals and physicians will rapidly lead to decrease in inappropriate reporting of sepsis DRGs, length of stay will be appropriate, costs will be appropriate and reimbursements to hospitals will be summarily reduced toward where they should be.

Respectfully,

Robert S. Gold, MD

Cc:  Patricia Brooks, RHIA, Centers for Medicare & Medicaid Services, CMM, HAPG, Division of Acute Care, Mail Stop C4-08-06, 7500 Security Boulevard, Baltimore, Maryland 21244-1850

Cc: Marilyn Tavenner, RN, BSN, MHA, Director, Centers for Medicare & Medicaid Services, Hubert H. Humphrey Building, 200 Independence Avenue, S.W. Room 445-G, Washington, DC 20201

CC: Nelly Leon Chisen, RHIA, Director, Coding and Classification, American Hospital Association, 155 North Wacker Drive, Suite 400, Chicago, Illinois 60606
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