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Inpatient Visits 

• 182 inpatient beds
• 24 inpatient BH beds

– 7,977 admissions 

– 4,870 observations 

– 47,268 patient days 

– 3.58 average stay 

– 123.3 average daily 
census

Top 5 inpatient diagnoses 
– SI / Self-harm

– Bronchiolitis 

– Respiratory Failure

– Depression 

– Dehydration  

Outpatient Visits 

• 493,763 total visits 
– 149,890 specialty care 

visits 

– 11,518 surgeries 

– 101,084 ER visits 

– 3,389 transports 

– 43,320 UC visits 

– 29,052 Kids express 

visits 

CDI Team 

– CDI Manager 

– CDI Team Lead 

– 3 Clinical Documentation 

Specialist 

Dayton Children’s Hospital 
2022 Annual Report



Inpatient Visits 

• 182 (205) inpatient beds

• 24 (48) inpatient BH beds
– 8,061 admissions 

– 5,243 observations 

– 37,051 patient days 

– 4.60 average stay 

– 119.7 average daily census

Top 5 inpatient diagnoses 

– Bronchiolitis and other URI

– Anxiety and personality 

disorders 

– Pneumonia

– ADHD 

– Neonatal conditions

Outpatient Visits 

• 694,004 total visits 
– 210,279 specialty care visits 

– 13,732 surgeries 

– 99,948 ER visits 

– 3,352 transports 

– 50,787 UC visits 

– 38,034 Kids express visits 

Mental Health 

– 16,166 Psychology visits

– 15,585 Psychiatry visits  

– 2,003 Inpatient admits 

– 447 Day treatment patients 

– 5,916 Mental health risk 

assessments 

– 5,727 Mental health 

resources connection 

referrals 

Dayton Children’s Hospital 
2024 Annual Report



Objectives
• Inpatient Behavioral Health data

• Benchmark NIH, UK, CDC, PHIS

• Baseline

• Research, education, & collaboration

• Official coding guidelines/clinics

• Division chief of psychiatry

• Psychiatrists

• Coders

• Tip sheets

• Documentation/Workflow opportunities

• Case Scenarios

• Major Depressive Disorder

• ADHD/ODD

• PTSD

• Secondary Impacts

• Results

• Queries

• CMI

• DRG Trend

• Financial Impact

• Next Steps

• Open Discussion



Inpatient 
Behavioral 
Health Data

• Benchmark
• Dayton Children’s Baseline



Benchmark NIH

Common and Costly Hospitalizations for Pediatric Mental Health Disorders—PMC. (n.d.). Retrieved January 31, 2024, from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3966505/ 



Benchmark UK –
International 
Journal of Mental
Health Systems

REFERENCE: 
Hanssen-Bauer, K., Heyerdahl, S., Hatling, 
T., Jensen, G., Olstad, P. M., Stangeland, T., 
& Tinderholt, T. (2011). Admissions to 
acute adolescent psychiatric units: A 
prospective study of clinical severity and 
outcome. International Journal of Mental 
Health Systems, 5(1), 1. 
https://doi.org/10.1186/1752-4458-5-1
 
https://ijmhs.biomedcentral.com/articles/
10.1186/1752-4458-5-1#ref-CR43 

• psychotic disorders (F20-F29)
• affective disorders (F30-F39)
• neurotic and stress-related disorders (F40-F48, 

F93, F94)
• eating disorders (F50)
• externalizing disorders (substance use F10-F19, 

personality F60-F69, hyperkinetic F90, conduct F91-
F92, and "tics" F95). 

• No Disorder Axis One diagnosis. 
• developmental disorder (F70-F79, F80-F89).



Benchmark CDC

REFERENCE:  

CDC. (2022, June 3). Data and 

Statistics on Children’s Mental 
Health | CDC. Centers for 
Disease Control and Prevention. 

https://www.cdc.gov/childrens
mentalhealth/data.html

Estimates for 

children ever 

having a diagnosis 

of… 

• ADHD 9.8% (6 million)

• Anxiety 9.4% (5.8 

million)

• Behavior problems 

8.9% (5.5 million) 

• Depression 4.4% (2.7 

million)



Benchmark PHIS

• Comparison of PHIS 

data reflected that 

Dayton Children’s 

had a higher amount 

of Depression APR- 

DRGs than our 

peers and a lower 

amount of Bipolar 

and Behavior 

disorder APR-DRGs 



Baseline Data  

• Depression – 78% 

• Anxiety – 6% 

• Adjustment Disorder –5%

• Bipolar Disorders – 4.9% 

• Attempted Suicide – 3.1% 

• Behavioral Disorders – 1.8% 

• Schizophrenia – 0.4% 



Baseline Data  



Research, 
Education, & 
Collaboration

• APR-DRG research / Taskforce Creation 
• Official Coding Guidelines and Coding Clinics 
• SI/HI/aggressive behavior associated with… 
• Documentation and workflow opportunities 
• Case Scenarios 



APR-DRG Research / Taskforce Creation 

• CDI/Coding Teams reviewed APR-DRG data and compared it to the benchmark 
data

• A large percentage of Depression APR-DRGs 751/754

• Analyzed baseline DRGs and SOI difference

• Identified what diagnoses place you in each mental health APR-DRGs (examples next slide)

• Task Force Group 
• IPBH Division Chief – Dr. Katherine Winner 

• CDI Leadership - Greg Dillard - Executive Director of Finance 

• Coding Leadership – Leslie Ross - HIM/Coding Director

• Development of education geared towards “think in ink” when documenting the 
reason for admission and specifying all mental health conditions to the fullest. 

• Rule out versus likely/suspected 

• Linking SI/HI/aggressive behavior to a mental health condition 

• Identified opportunity through discussion with Psychiatrist 



IPBH APR-DRG Example Slides



Official Coding Guidelines and Coding clinic

• Two or more interrelated conditions, each potentially meeting the definition for principal diagnosis. 
When there are two or more interrelated conditions (such as diseases in the same ICD-10-CM chapter or manifestations 
characteristically associated with a certain disease) potentially meeting the definition of principal diagnosis, either condition may be 
sequenced first, unless the circumstances of the admission, the therapy provided, the Tabular List, or the Alphabetic Index indicate 
otherwise.

• Counseling/obstetrics V codes 10/1/2005 

ICD-9-CM Coding Clinic, Fourth Quarter 2005 Page: 96 Effective with discharges: October 1, 2005

-A new code, V62.84, Suicidal ideation, has been created for patients who have not attempted suicide, and who may not be considered a suicide risk, but who 
have indicated thoughts about suicide. This code is a secondary code only. It may be used with another mental health code when appropriate.

• H. Uncertain Diagnosis 

If the diagnosis documented at the time of discharge is qualified as “probable,” “suspected,” “likely,” “questionable,” “poss ible,” or “still to be 
ruled out,” “compatible with,” “consistent with,” or other similar terms indicating uncertainty, code the condition as if it existed or was 
established. The bases for these guidelines are the diagnostic workup, arrangements for further workup or observation, and in itial 
therapeutic approach that correspond most closely with the established diagnosis. Note: This guideline is applicable only to inpatient 
admissions to short-term, acute, long-term care and psychiatric hospitals.

The circumstances of inpatient admission always govern the selection of principal diagnosis. The principal diagnosis is defin ed in the Uniform 
Hospital Discharge Data Set (UHDDS) as “that condition established after study to be chiefly responsible for occasioning the admission of the 

patient to the hospital for care.”



Behavioral Health CDI Tipsheet 



SI, HI, aggressive behavior associated with…

• Many different diagnoses

• Major Depressive Disorder 

• Generalized Anxiety Disorder 

• Post Traumatic Stress Disorder

• Chronic (≥ 3 mos.) vs Acute (≤ 3 
mos.)  

• Oppositional Defiant Disorder 

• Disruptive Mood Dysregulation Disorder 

• Attention Deficit Hyperactivity Disorder 

• Conduct Disorder 

• Adjustment Disorder

• Schizophrenia

• Bipolar Disorder

• Optimal principal diagnosis

• What diagnosis is the principal 
contributor to the reason for admission

REFERENCE: 
Traumadissociation.com (Feb 1, 2024). Posttraumatic stress disorder. Retrieved Feb 1, 2024 from http://traumadissociation.com/ptsd.html. Read more: 
http://traumadissociation.com/ptsd.html 



Documentation/Workflow Opportunities

• # 1 Principal diagnosis
• Key into the crisis statement at admit
• Key into the notes from PEC/CEC 

(meeting / phone call with parent) a 
couple days into the admission where 
further discussion of why the patient 
was admitted to the hospital.

• patients are not always 
forthcoming at presentation, but 
as their story unfolds during the 
admission it becomes more clear

• # 2 Secondary diagnoses
• MDD (moderate-severe)
• mandated reports 

• physical abuse
• emotional abuse codes to psychological abuse
• neglect

• bullying: The provider must document a clarifying 
statement as to the status during an 
encounter/affecting patient admission. Codes to 
psychological abuse

• Bullying – What is bullying and how is it coded? 
(hiacode.com)

• malnutrition 
• eating disorder
• lacerations
• violent behavior
• noncompliance with meds
• welfare custody (z6221)
• mild intellectual disability
• disruptive behavior confined to the family context/ CD 

confined to family context
• auditory hallucinations

• Excluded: schizophrenia, delusional disorders, 
mood disorders with psychotic symptoms



Case Scenario 1
Query

Please review for CDI.

(4/12) H&P states 14-year-old admitted for SI. 

Can you specify the mental condition(s) associated with the SI? 

•  MDD, severe single episode 

•  ADHD, combined type 
•  ODD 

•  other, please specify 

Clinical Indicators/Treatment:

(4/12) H&P- “Review of symptoms

-ADHD- endorses hyperactivity, impulsivity, difficulty sitting still, talkativeness, difficulty regulating 
emotions, inattention, distractibility, forgetfulness, loses things easily, difficulty listening, difficulty 

following directions.

-ODD- per collateral from sister Loses temper, Argues w/adults, Actively defies, Deliberately annoys, 
Blames others, Easily annoyed, Angry & resentful, Spiteful or vindictive

-Depression-patient states that he has a history of being depressed for 10 years. He states moods 
have improved slightly from last hospitalization. He endorsed improving mood with less depression, 

less anhedonia, enjoying more activities decreased sleep”

-“does endorse improvements in symptoms of depression from last hospitalization. Continues to have 
significant distractibility and impulsivity. 

-MDD single episode severe.. Continue Prozac 20 mg daily.... would benefit from continuing individual 

therapy to help process previous stressors and develop healthy coping techniques.

-ADHD combined type…consider treating patient ADHD symptoms after discussion with family

-ODD Patient would benefit from continuing individual therapy to help process previous stressors 
and develop healthy coping techniques. ”

Use of terms such as suspected, likely, concern for, unable to rule out are 
acceptable and can be coded in the inpatient setting, when documented at the time 
of discharge

• Query response: “I am still trying to clarify. He has SI after getting in trouble at home for 
having tobacco products. A lot of time their Si is not directly linked to a specific diagnosis. 
Most time it is an association or contributing factor, but the SI is due to a specific event. He 
is not insightful and is unable to give the direct causation. I will continue to try but I'm 
guessing its more impulsive act which could be caused by ADHD, MDD, ODD and his low IQ. 
I know this is wishy washy but welcome to child psychiatry.”

• Follow up response: “Unfortunately, unable to clarify which diagnosis brought patient 
and to the hospital. He was not very forthcoming nor was family able to clarify. Leaving 
the diagnoses, the way I have stated them. Thank you”

APR DRG 756 

Acute anxiety and delirium 
states

APR DRG 751 

Major depressive disorders 
and other or unspecified 
psychoses

APR DRG 758 

Behavioral disorders

PDx: Suicidal Ideation PDx: MDD, severe PDx: ODD /ADHD

LOS                   4 days LOS               4 days LOS                     6 days

SOI/ROM          3/1 SOI/ROM      1/1 SOI/ROM             2/1

RW                   .7165

Secondary diagnoses:
- MDD, severe

- ODD
- ADHD

RW                .5519

Secondary diagnoses:
-suicidal ideations

-ODD
-ADHD

RW                      1.3246

Secondary diagnoses:
-suicidal ideations

-MDD, severe

Admission: 7 days
Total Hospital Cost:  $28,101.75



APR DRG 751

Major depressive disorders 
and other unspecified 
psychosis

APR DRG 815

Other injury, poisoning and toxic 
effect diagnoses

PDx: MDD, severe PDx: Bullying

LOS               5.25 days LOS                     4.21 days

SOI/ROM       2/1 SOI/ROM             3/1

RW                .6644

Secondary diagnoses
- suicidal ideations

- PTSD, chronic

RW                      1.2083

Secondary diagnoses
-suicidal ideation

-MDD, severe

Case Scenario 2
Query

Please review for CDI.

Documentation within the EMR (12/7, 12/8) includes bullying. 

• (12/7) crisis note “Reports that she has been having suicidal thoughts 
multiple times a day…this has been triggered by bullying at school that has 
gotten worse recently. She reports that last Thursday, she was suspended 
for walking out of class and cussing out a peer who was bullying her and 
other classmates” 

• (12/8) H&P Bullying: Reports intermittent verbal bullying from peers at 
school. Feels school has not done anything to address this. 

Can you clarify the likely/known status of bullying? 

• bullying by peers at school triggering SI ruled in

• bullying by peers at school triggering SI ruled out

• unable to determine

Clinical Indicators: 

(12/9) CEC meeting note -Discussed with family reasons for hospitalization

-Grandmother reports patients mood has been down and she has been 
somewhat apathetic but has been triggered by peers making fun of her parents. 
Grandmother reports patient will become extremely angry, sometimes to the 
point of hitting a peer, but this anger will come home if Grandmother asks 
patient about her grades or tries to discipline. 

Use of terms such as suspected, likely, concern for, unable to rule out are 
acceptable and can be coded in the inpatient setting, when documented at the 
time of discharge. 

• Query response: Bullying associated with SI

Admission: 4 days
Total Hospital Cost:$24,072.18



Case Scenario 3
Query

Please review for CDI.

(8/28) RDN note states "Eating disorder pattern related to major depressive 
disorder as evidenced by pt report of binging/ restricting/ purging behaviors."

Could you clarify if you concur with the RDNs assessment of eating disorder?

• present

• not present

• unable to determine

Clinical Indicators/Treatment: 

(8/28) RDN note

- “Reviewed chart due to failed nutrition screen…Reduced or increased appetite or 
food intake, and Eating habits such as bingeing, purging, restricting foods, and/or 
other behaviors that may be indicators of an eating disorder. Pt reports restricting 
intake x 3 days prior to admission. 

- Patient reports having an eating disorder- restrictive type with food. Depending on 
his mood and stomach pain, he may skip a few meals for a 2-3 day period. Notes 
that he feels a tad overweight despite his PCP stating he is trending well. Notes 
that he would like to grow taller, RDN discussed how food is important for adequate 
growth. No other questions or concerns were expressed during visit.

-Please restrict bathroom access within 1 hour after meals and snacks

Use of terms such as suspected, likely, concern for, unable to rule out are 
acceptable and can be coded in the inpatient setting, when documented at the time 
of discharge. 

• Query response: unspecified eating 
disorder likely-unable to rule out  

Admission: 5 days
Total Hospital Cost:$29,648.61

APR DRG 751
Major depressive disorders and other or 
unspecified psychoses

PDx: MDD, severe Sdx added: Eating disorder

LOS               5.25 days LOS           7.15 days

SOI/ROM      2/1 SOI/ROM   3/1

RW                0.6644

Secondary diagnoses:
-suicidal ideations

-noncompliance with meds
-GAD
-mild malnutrition

RW             0.9616



Case Scenario 4 

Behavioral Health Counselor 

Crisis Statement: Today at school was states that he went to the school nurse to share that he was feeling 
suicidal…reported plans to run into traffic and get hit by a car… also stated he would try to choke on a chicken 
bone to kill himself as an alternative plan... 

• Pt stated that school today was "trash" and he watched a peer he doesn't like get "socked" and stated that 
he enjoyed that…He stated that maybe if he went home he would talk to grandma about his feelings or 
maybe he would kill himself…Pt stated "admit me or not, either way is fine" and he continued to endorse 
ambivalence about if he would follow through on killing himself at home tonight.

EMR Psychiatrist notes

• (H&P) Hospitalization was caused by active episodes of: ADHD, ODD, suicidal ideation--at this time the 
patient is denying any depression/anxiety-Will continue to evaluate. 

        -TX: Behavioral/Psychotherapeutic. Stabilize symptoms on the secure behavioral unit with individual, 
group, and milieu therapeutic interventions. Coping skills will be developed and practiced. 

• (1/26)  Discussed with family reasons for hospitalization

        -Patient reports that he his here due to having suicidal ideation with a plan. He states that he thinks he 
had these thoughts due to being concerned that something bad was going to happen that day at school. He 
reported that there are a lot of kids that act out there and he worries about a fire or a shooting. 

        -Grandmother states that he has anger outbursts once and a while. She feels that he continues to 
struggle with thinking through his problems or actions. Discussed that this provider sees this and continues to 
encourage her to get some testing done on him. Discussed that his answers are so concrete and he seems 
surprised when he thinks about things with help (like to avoid homicide he threatened suicide). 

• (1/28) continues with inpatient hospitalization secondary to suicidal ideation due to symptoms of ADHD and 
ODD.

• (1/29) DS admitted to the inpatient psychiatry unit at Dayton Children's Hospital for acute stabilization of 
suicidal ideation due to symptoms of ADHD and ODD.

PDx: ODD/ADHD

LOS               5.28 days

SOI/ROM       1/1

RW                1.2318

Secondary diagnoses:
- suicidal ideation

- insomnia
- depression, unspecified

Admission: 5 days

Total Hospital Cost:$ 29,565.97

Patient stated Goal:

"To know how to release anger better & work 

through my suicidal thoughts."  

APR DRG 758
Behavioral Disorders



Case Scenario 5 

Please review for CDI. 

Could you specify a likely/known condition reflective of 
below?

• noncompliance of medicine due to insurance concerns

• other please specify

Clinical indicators:

11/25 Discharge summary

-Medications - Patient reports that she has not been taking 
her medication for the past couple of weeks due to running 
out of medication. Per chart review, this may have been due 
to insurance concerns 

Use of terms such as suspected, likely, concern for, unable to 
rule out are acceptable and can be coded in the inpatient 
setting, when documented on the discharge summary. 

APR DRG 756

Acute anxiety and stress 
syndromes

PDx: PTSD

LOS               4.58 days

SOI/ROM     3/1

RW                0.9738 

Secondary diagnoses:
- Suicidal ideation

- MDD, severe episode
- Bullying
- GAD

- hypoalbuminemia
-      noncompliance with med 
for other reason

Admission: 5 days

Total Hospital Cost:$32,132.61 

APR DRG 756

Acute anxiety and stress 
syndromes

PDx: PTSD

LOS               4.02 days

SOI/ROM     2/1

RW                0.8590 

Secondary diagnoses:
- Suicidal ideation

- MDD, severe episode
- Bullying
- GAD

- Hypoalbuminemia

• Query response: noncompliance with 
medication due to insurance difficulties



Results-KPIs

• Query Metrics 
• Case Mix Index – IPBH 
• IPBH APR-DRG Trends
• Financial Impact 
• Next Steps  



Results- Query Outcomes/Query Types 

Query Outcome 

• Agree Rate – 82% 

• Response Rate – 100% 

Top 5 query types 

• Mental Health 

• Neglect, abuse, bullying

• Malnutrition confirmation

• Confirmed/ruled out 

• Encephalopathy 



Results- APR-DRG Trend
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Results- CMI Trend

IPBH – CDI/Coding Taskforce 
implementation 
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Concerns raised by Coding 
regarding PDx selection and 
using mandated report note as 
indicators for abuse/neglect. 
AND opened Mathile Center 
(process change with billing, 
split bills) 
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Next Steps

• Mathile Center
• Opening up to 48 beds soon 

• Templated discharge summary

• Track & trending
• continual auditing

• Maintenance 
• onboarding new psychiatrists

• Quarterly meetings with Chief 



questions and open discussion


