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ABSTRACT. Background. In response to changing reimbursement and other pressures in the health care environment, many physicians have reported the use of
alternate coding to substitute for certain clinical diagnoses. However, very little information is available on
how physicians who care for children approach diagnosis and coding dilemmas for behavioral and mental disorders, which often present unique additional challenges.
Objective. Our study sought to describe the frequency of alternate coding, different approaches to coding, and attitudes toward diagnosis and coding practices
by physician specialty.
Methods. We conducted a mail survey of 1492 physicians— 497 developmental/behavioral pediatricians (DBP),
500 pediatricians (PED), and 495 child and adolescent
psychiatrists (PSY). The main outcomes were survey
items on frequency of alternate coding (never, rarely,
monthly, weekly, daily), use of different coding strategies (use of somatic symptoms, modifiers, and substitution with other terms), and attitudes on coding practices
(Likert scales of agreement). We analyzed outcomes by
physician specialty and demographics using Pearson’s 2
and multivariate logistic regression.
Results. Overall response rate was 62% (787 of 1269
eligible physicians). The majority of physicians had used
an alternate code (DBP 83%, PED 68%, PSY 58%), and
many respondents reported monthly-daily alternate coding (DBP 60%, PED 36%, PSY 27%). Physicians used
multiple approaches to diagnosis and a variety of coding
options, which varied by physician specialty. Financial
issues were commonly cited reasons for alternate coding— both to obtain patient services and to receive physician reimbursement. However, challenges of diagnostic
classification and coding subthreshold symptoms were
cited as frequently as reimbursement issues. Stigmatization, confidentiality, and parental acceptance were mentioned, but reported less frequently. Very few practices
and providers have organized administrative methods of
alternate coding (26%) or receive feedback on denied
claims (46%). Most physicians believe that alternate coding is justified in the present system; however, some
physicians expressed concerns that these practices may
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contribute to stigmatization or lead to improper management decisions.
Conclusions. Alternate coding is commonly reported;
however, approaches to diagnostic coding vary by provider specialty. Reimbursement issues are important, but
other challenges in diagnosis and classification hold special relevance to children with behavioral and mental
disorders. There seems to be a great need to reconsider
the separate goals and uses of clinical diagnosis and
administrative coding. Additional study is needed to assess how reported coding practices may affect administrative data, patient care, and health care economics.
Pediatrics 2002;110(1). URL: http://www.pediatrics.org/
cgi/content/full/110/1/e8; diagnosis, medical practice management, reimbursement, medical records, insurance claim
reporting, mental health services.
ABBREVIATIONS. DBP, developmental/behavioral pediatricians; PED, pediatricians; PSY, child and adolescent psychiatrists;
DSM, Diagnostic and Statistical Manual; OR, odds ratio, CI, confidence interval.

H

ealth care has undergone dramatic changes
in organization, administration, and financing in recent years. Shifts in legislation and
payer policies have affected coverage of patient services, insurability, physician reimbursement, and
several other important aspects of health care.1–3 In
response to multiple pressures, physicians have reported changes in practice administration, billing,
and coding of clinical diagnoses.4,5 Some examples
include documenting suicidal behavior, although the
patient did not report this, to obtain an urgent psychiatric assessment; deliberate misdiagnosis of depression and substitution with another code; and
overstating severity of symptoms to obtain managed
care coverage for cardiac surgery.5,6 Miscoding, gaming, and substitution with alternate diagnostic codes
are methods that some physicians use to obtain patient services or additional reimbursement, or to attempt to minimize stigma of a diagnosis.5–7 At an
extreme, coding may involve deception and potential fraud that calls professional ethics into question.8 –13 However, many physicians believe that
they are advocating for patients or adopting coding
mechanisms that are encouraged in the present system.10,13–16 Diagnosis and coding practices have important implications for medical records, administrative claims, treatment decisions, and economic
aspects of medicine.17–20
Previous studies, primarily on adult patient providers, have described coding and diagnosis with
regard to determination of necessary services, definition of experimental therapies, scope of prescrip-
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tion coverage, and patient confidentiality.5,9,10,20,21 A
few studies in adult patients with depression, suicide, and other conditions have demonstrated the
unique issues that arise for mental health problems.6,7,20,22,23 However, very little information is
available for children. Given the challenges of diagnosis related to early expression of mental disorders,
changing developmental stages in children, and different payer coverage of mental health services, we
hypothesized that the use of alternate diagnostic
codes is common and that providers face unique
dilemmas related to the coding of children with mental health conditions.24 –26
Our goals were 1) to describe how often alternate
diagnostic codes are used for children with behavioral and mental conditions, 2) to explore the reported methods of coding and diagnosis for these
disorders, and 3) to understand provider attitudes on
coding and associations of different coding strategies
by provider type. We hoped that our study could
help transform discussions from a “gaming the system” approach to a focus on better patient care,
greater validity of administrative claims, and more
rational reimbursement decision-making.
METHODS
We conducted a mail survey of physicians most commonly
involved in the diagnosis and management of behavioral and
mental
disorders— developmental/behavioral
pediatricians
(DBP), pediatricians (PED), and child and adolescent psychiatrists
(PSY). We requested a mailing list from the Society of Developmental and Behavioral Pediatrics for all DBPs. A comparable
number of pediatricians were randomly selected from 5 states
representing different geographic areas of the country, and psychiatrists were randomly selected from the American Academy of
Child and Adolescent Psychiatry mailing list. We excluded physicians who were in training (residents/fellows), retired, primarily
caring for adult patients, not directly involved in patient care, and
those who moved out of state without any forwarding address or
resided outside of the United States. Of the 1670 physicians on the
initial mailing lists, we removed 178 (10.7%) before mailing, based
on exclusion criteria to yield a final mailing list of 1492 physicians
(497 DBPs, 500 PEDs, and 495 PSYs).
Survey items were developed to assess the reported frequency
that alternate diagnostic codes were used, reasons for different
coding approaches, diagnoses involved, and attitudes on coding
in addition to physician demographics, practice organization, and
patient mix. The survey was pilot-tested among local physicians
representing each provider group. The University of Michigan
Institutional Review Board approved the study and survey. The
final survey was a 4-page written self-administered instrument
with yes/no, multiple choice, 5-point Likert responses, and space
for open-ended additional comments. We sent 3 mailings of the
full survey to physicians who met inclusion criteria until a response was received. In addition, a condensed 1-page version of
the survey was mailed to nonrespondents after the initial 3-wave
mailing to compare demographics and responses on key questions
for those providers who did not complete the initial survey. This
step was added to attempt to discern if there were differences in
alternate coding between respondents and nonrespondents to our
survey.
To obtain a wide sampling of all alternate coding issues, we
asked respondents to consider a wide range of diagnosis, coding,
and billing issues without a leading bias toward any specific
aspect or narrow definition of coding. The main outcome of interest, frequency of alternate coding, was reported in the item “Have
you ever used an alternate diagnostic code in the place of a
behavioral or mental disorder for any reason? If yes, please check
a box indicating frequency.” Outcomes for frequency of alternate
coding were listed as “never,” “rarely,” “monthly,” “weekly,” and
“daily.” Before analysis, we elected to group outcomes of coding
frequency comparing respondents who reported “never-rarely”
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versus “monthly-daily” alternate coding. Another item queried
the use of “upcoding” (increasing the level of diagnosis, specificity, or severity) in contrast to “downcoding” (using more broad,
general terms or symptoms, modifiers). Additional items asked
physicians to describe their practice demographics, methods of
diagnosis, administration of coding, and attitudes toward coding
using multiple-choice responses with an option to write in other
responses. Physician attitudes on coding were assessed using a
5-point Likert scale of agreement. Before analysis, Likert outcomes
were grouped as “agree-strongly agree” and “strongly disagreedisagree-neutral.” Finally, we developed 2 patient case vignettes
to illustrate key coding issues.
Research assistants transferred survey data into a spreadsheet,
which was double-entered to ensure accuracy. All surveys and
data were kept confidential using a unique identifier code. Response rate for the mailings was calculated based on physician
type by the mailing list for eligible physicians. For the analysis of
results, physician types were confirmed and recoded, if necessary,
based on response to the survey item regarding primary specialty.
The final data were analyzed using Stata version 6.0 (College
Station, TX) statistical software. We used Pearson’s 2 test to
compare outcomes by different physician groups and other physician characteristics. Finally, we used multivariate logistic regression to examine physician responses associated with a greater
likelihood of monthly-daily alternate coding use while adjusting
for physician demographics and practice characteristics.

RESULTS

Overall response rate was 62.0% (787 of 1269 eligible physicians). From the mailing to 1492 physicians, we excluded 187 physicians (12.5%) based on
responses to survey eligibility screening items and 36
physicians (2.4%) checked a screening item indicating their refusal to consent to participate. Response
rate was highest for providers on the DBP mailing
list (326/429 or 76.0%) followed by respondents on
the PED list (232/406 or 57.1%) and PSY list (229/434
or 52.8%). After adjusting for physicians’ reported
specialty type based on survey responses, the final
sample consisted of 787 completed surveys—273
DBPs, 278 PEDs, and 236 PSYs.
Demographics of the respondents are displayed in
Table 1. The physician groups in our sample displayed some similarities; however, there were important distinctions in practice experience, setting,
ownership, and patient population.

TABLE 1.

Demographics of Respondents by Provider Type
Overall DBP PED
(%)
(%) (%)

Male gender
⬎10 y in practice
Practice setting
Rural
Urban
Medium-sized/suburban
Practice ownership
Academic
HMO
Hospital
Private
Public/other
Higher managed care patient
population (⬎40%)
Higher Medicaid patient
population (⬎40%)

PSY
P
(%) Value*

54.0
39.2

49.6% 56.0% 57.2% .214
49.0 31.7 35.0 ⬍.001

10.8
26.0
63.2

7.1
34.4
58.5

14.8
15.2
70.0

11.1
27.1
61.8

23.6
2.4
15.2
45.3
13.4
54.1

41.2
2.5
18.0
25.7
12.7
57.8

9.5
4.3
19.5
61.0
5.7
61.4

16.9
0.5
7.5
52.7
22.4
41.8

24.6

27.9

16.8

28.6

HMO indicates health maintenance organization.
* Overall test of association among the 3 provider groups.
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⬍.001

⬍.001
⬍.001
⬍.001

Frequency and Uses of Alternate Coding

Alternate coding strategies were a common part of
practice. Over two thirds of providers reported ever
using an alternate diagnostic code, and many reported common use (monthly-weekly). Approximately 10% used alternate diagnostic codes on a
daily basis. Table 2 shows the responses by provider
type; DBPs were more likely to report use of alternate diagnostic codes (P ⬍ .001).
If physicians had ever used alternate coding, the
disorders most commonly involved were attentional
disorders (DBP 64.0%, PED 60.1%, PSY 39.8%; P ⬍
.001), depressive disorders (DBP 36.0%, PED 56.5%,
PSY 48.3%; P ⫽ .001), learning disabilities (DBP
59.5%, PED 42.8%, PSY 26.3%; P ⬍ .001), and autistic
spectrum disorders (DBP 52.5%, PED 23.9%, PSY
38.1%; P ⬍ .001). Suicidality (DBP 5.1%, PED 3.5%,
PSY 7.6%; P ⫽ .267), substance abuse (DBP 5.5%,
PED 11.6%, PSY 24.6%; P ⬍ .001), eating disorders
(DBP 5.5%, PED 20.3%, PSY 12.7%; P ⬍ .001), and
encopresis (DBP 8.5%, PED 8.0%, PSY 4.2%; P ⫽ .338)
were less commonly cited conditions for alternate
coding.
When an alternate diagnostic code was used, the
majority involved downcoding (use of a broader,
more general term, symptoms, or a modifier). However, 13.9% of physicians most commonly used upcoding to increase the level of diagnosis, severity, or
specificity. There were no significant differences by
specialty in the frequent use of upcoding (DBP
15.8%, PED 12.1%, PSY 18.3%; P ⫽ .423).
A variety of strategies were used instead of behavioral or mental diagnoses (Table 3). These general
themes were illustrated by comments written in the
open-ended space provided. Specific examples included: “use a neurology-based code” or “encephalopathy,” “I use V-codes,” “use adjustment reaction,” “use NOS, Not Otherwise Specified,” and use
of terms like “cerebral dysfunction” in place of attention-deficit/hyperactivity disorder, depression,
anxiety, or autism. Approaches to alternate coding
varied by provider type: DBPs used secondary and
multiple codes; PEDs most commonly used symptoms or physical manifestations; and PSYs used
modifiers (“rule-out,” “possible,” “provisional”)
more frequently than the other physicians.
Approach to Coding and Administration

The majority of respondents coded diagnoses
based on International Classification of Disease terms
(DBP 78.8%, PED 91.8%, PSY 35.9%; P ⬍ .001). PED
were also much more likely to diagnose behavioral
and mental disorders based on their clinical impresTABLE 2.

Use of Alternate Coding by Provider Type
Overall DBP PED PSY
P
(%)
(%) (%) (%) Value*

Ever used alternate coding
Use alternate coding
monthly or more
Use alternate coding
weekly-daily

70.3
41.7

82.9
60.1

9.6

19.0

68.1 58.0
35.7 27.2
4.5

4.5

⬍.001
⬍.001
⬍.001

* Overall test of association among the 3 provider groups.

sion alone without use of diagnostic criteria such as
the Diagnostic and Statistical Manual (DSM) (DBP
41.9%, PED 63.2%, PSY 28.0%; P ⬍ .001). Over 99% of
psychiatrists and over 89% of DBPs used the DSM to
diagnose mental disorders, in contrast to approximately half (53.2%) of PEDs. Thirty-nine percent of
PEDs did not have access to the DSM, and a large
proportion of pediatricians (38.5%) had never heard
of the DSM-Primary Care version.
From answers to survey items exploring the practice administration and structure for coding and billing, it was apparent that most providers did not
report structured administrative or practice mechanisms to address coverage and reimbursement issues. One quarter of the physicians had a list of
preferred codes to use (DBP 44.4%, PED 20.7, PSY
9.9%; P ⬍ .001). The codes were provided by a variety of sources including colleagues, billing clerks,
and practice managers. Less than half of the providers received feedback or complaints on denied
claims, services, and fees (DBP 56.3%, PED 45.2%,
PSY 34.0%; P ⬍ .001). Parents were by far the greatest
source of feedback, and a minority of physicians
reported coding feedback by billing clerks, office
managers, or insurers.
Reasons for Alternate Coding

Many different issues were cited as reasons for
considering alternate coding of behavioral or mental
disorders. The most common reason was diagnostic
uncertainty. Lack of adequate codes to describe individual patient disorders was a related reason often
cited. Other factors reported by the majority of respondents were associated with economic issues—
coverage of patient service and physician/practice
reimbursement. Issues such as parental acceptance,
insurability, and confidentiality were less commonly
cited. There were significant differences by physician
type as shown in Table 4.
Attitudes on Coding

The physicians’ reported coding practices were
supported by results from the survey items on attitudes as shown in Table 5 by level of agreement
(agree-strongly agree). One of the most highly endorsed items reflected physician attribution of coding pressures to insurers and managed care organizations. Most physicians believed that coding issues
occur more frequently with behavioral and mental
disorders compared with other traditionally termed
“physical” medical conditions. Potentially negative
aspects to coding were not highly affirmed, although
a fairly large group of physicians (particularly psychiatrists) reported concerns that alternate diagnostic
coding was dishonest, added to stigmatization, and
potentially led to improper management decisions.
Very few physicians reported a financial necessity to
use alternate coding for their own reimbursement.
Physician Factors Associated With Use of Alternate
Coding

In multivariate analysis, adjusting for physician
type and demographic factors, the only physician
variable that remained significant was physician
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TABLE 3.

Methods of Alternate Coding By Provider Type
Overall
(%)

DBP
(%)

PED
(%)

PSY
(%)

P
Value*

18.5
18.0
13.7
13.3
10.4
26.1

19.4
15.4
18.4
10.0
11.4
25.4

32.1
29.3
4.3
3.6
9.3
21.4

0.8
9.2
16.8
30.3
10.1
32.8

⬍.001
⬍.001
⬍.001
⬍.001
.806
.111

List physical/somatic manifestation of disorder
List individual symptom as diagnosis
List as secondary diagnosis and use multiple codes
Use of qualifiers, modifiers for diagnosis
Use of more general terms
Other/combination of methods
* Overall test of association among the 3 provider groups.
TABLE 4.

Reported Reasons for Alternate Diagnosis

Diagnostic uncertainty/subthreshold symptoms
To obtain needed patient services
Lack of descriptive/individualized codes
To obtain physician/practice reimbursement
To avoid labeling/stigmatization
Concern of lack of parental acceptance
Worry about patient’s future insurability
Concerns of confidentiality

Overall
(%)

DBP
(%)

PED
(%)

PSY
(%)

P
Value*

72.5
64.9
54.2
51.5
37.3
30.4
25.5
21.5

75.7
77.8
65.7
62.2
33.5
36.1
28.3
15.7

68.3
57.4
42.6
57.9
34.4
24.6
19.7
19.1

72.7
56.3
51.4
31.7
44.8
29.0
27.9
31.2

.251
⬍.001
⬍.001
⬍.001
.039
.037
.094
⬍.001

* Overall test of association compared the 3 provider groups.
TABLE 5.

Attitudes on Coding: Agreement (Agree-Strongly Agree) by Provider Type

Insurance and managed care organizations have created a
system that fosters the use of alternate diagnoses.
Alternate diagnostic codes are often needed to describe
subthreshold or less severe conditions.
Use of alternate diagnoses is more common for
mental/behavioral problems than for other “physical”
disorders
In some cases it is justified to use alternate diagnostic codes.
Use of alternate diagnoses is sometimes the only way to
obtain needed services.
There are more pressures now than ever to use alternate
diagnoses.
Use of alternate diagnoses adds to the stigmatization of
mental health problems.
Use of alternate diagnoses could lead to improper treatment
decisions.
Use of alternate diagnoses is dishonest.
Because of cuts in my reimbursement payments, it is a
financial necessity to use alternate diagnoses.

Overall
(%)

DBP
(%)

PED
(%)

PSY
(%)

P
Value*

79.6

83.4

78.5

75.9

.140

68.3

76.7

62.4

63.9

.002

67.2

77.8

69.2

51.4

⬍.001

64.1
63.7

69.3
71.6

60.6
59.7

61.3
58.3

.103
.006

51.2

56.7

46.7

49.0

.089

27.7

25.3

22.5

36.1

.006

27.4

20.5

27.2

35.9

.012

25.8
17.3

21.2
22.6

25.9
19.7

31.4
8.4

.001
⬍.001

* Overall test of association among the 3 provider groups.

type. DBPs were more likely to use alternate coding
(odds ratio [OR]: 2.1; 95% confidence interval [CI]:
1.2–3.6) in comparison to PEDs (OR: 0.9; 95% CI:
0.5–1.7) with PSYs as the reference group. Practice
characteristics in the multivariate model that were
significant included physicians who used a list of
preferred diagnostic codes (OR: 5.2; 95% CI: 3.3– 8.3)
and physicians who received feedback on denied
claims (OR: 1.5; 95% CI: 1.0 –2.2). Physician gender,
years in practice, practice setting, percentage of Medicaid and managed care patients, and use of the DSM
were not significant in the final model.
DISCUSSION

The use of alternate diagnostic codes for children
with behavioral and mental conditions is a common
practice. There are many different facets to coding
and billing that vary by provider type and other
4 of 6

factors. Coding and billing problems seem to be most
salient to developmental/behavioral pediatricians.
Psychiatrists report less frequent use of alternate
codes and relatively lower endorsement of financial
pressures, yet this may reflect different practice reimbursement, through mental health carve-outs or
more fee-for-service payments. Pediatricians may
use different diagnostic approaches and symptom or
diagnosis-based coding in comparison to Current
Procedural Terminology and time-based coding
used by other providers. Despite differences in practice types, coding issues are important for many
physicians regardless of their specialty.
Our study describes aspects of coding that are
pertinent to physicians caring for children and adolescents with behavioral and mental disorders. Earlier studies of physicians who care for adult patients
cited issues such as insurability, confidentiality, and

CODING OF PEDIATRIC
AND MENTALbyDISORDERS
DownloadedBEHAVIORAL
from www.aappublications.org/news
guest on September 23, 2020

stigmatization, yet these seem to be of lesser importance to respondents in our sample. We confirm the
important financial pressures that have been described in previous studies, but another major issue
of significance relates to the conflicting nosology and
criteria of coding and clinical diagnosis. Physicians
struggle with how to best describe mild, borderline,
or subthreshold conditions in individual patients
and developing children who do not readily fit into
diagnostic or coding terms. Certainly, reimbursement issues compound the problem of different diagnostic and coding goals. However, our study
clearly shows that coding challenges for children
with behavioral conditions and mental disorders involve more than physician reimbursement and financial aspects of care.
Many providers seem to view alternate coding as
advocacy for patients, families, and their practices to
obtain needed services and reimbursement. In fact,
the majority of respondents do not believe that the
use of alternate codes is dishonest and seem to take
a utilitarian approach to the professional ethical dilemmas. Most respondents cite concerns of financial
hardships to patients’ families and out-of-pocket expenses for services not covered over motivation by
their own physician fees. Alternate coding is accomplished by multiple methods and involves different
“directions” of coding—not only upcoding (to increase severity, specificity), but also downcoding (to
substitute broader terms, symptoms, or physical
manifestations). Upcoding has been described in the
context of severity, level of service, and “DRG creep”
to improve reimbursement of inpatient services at a
higher rate.18,27 The concept of upcoding/downcoding may also apply to diagnostic terms and outpatient coding, but for different reasons than reimbursement alone. Although upcoding may connote
inappropriate practice, the majority of physicians
tend to downcode mental conditions, and physicians
may actually reduce their ability to receive payment
in some cases.
However, a sizable number of providers, especially psychiatrists, believe that miscoding is dishonest, contributes to stigmatization of behavioral conditions, and can potentially lead to improper
treatment decisions. We must consider the many
ramifications of coding on patient-provider relationships, the quality of medical records, the validity of
administrative research claims data, and financial
impact. Diagnostic coding practices have significant
implications for patients, physicians, payers, and the
health care system.
Limitations

Because of the many complexities of this issue,
there are important potential limits to our study.
First, miscoding, fraud, and specific aspects of coding may depend on the respondent’s interpretation
of the term alternate coding. In addition, individual
coding decisions may differ for patients with specific
disorders, insurers, and other distinct patient/parent
factors. Individual providers may use many of these
different strategies instead of a single, consistent approach.

Second, we are keenly aware of a potential response bias that may underestimate miscoding.
There were no statistically significant differences on
main outcomes based on which mailing physicians
responded to. However, the physicians on our mailing lists who never responded to any survey may be
an even different group. For those who did respond,
there may be a tendency to minimize endorsement of
items that deal with financial motivations and less
socially desirable answers. In addition, our survey
sampling did not include adolescent medicine providers, pediatric neurologists, or other providers
who deal with coding of behavioral and mental disorders.
Finally, the survey responses are dependent on
physicians’ honesty, recall, and ability to estimate
practice behavior. Self-reported practices may not
mirror actual provider coding methods. To maintain
anonymity and confidentiality, we did not link survey materials with any physician charts or claims
data; however, this additional step may be an important next phase of research to further explore our
findings. Furthermore, our study suggests that a
great deal of health services research and quality
improvement initiatives are based on administrative
claims data that may not accurately reflect patient
diagnoses or clinical impressions.
CONCLUSION

Coding and diagnosis are important issues that
frequently pose clinical, professional, and administrative dilemmas for many pediatric behavioral and
mental health providers. As health care organizations and policies change, different issues are emerging such as physician reimbursement, coverage of
services, and diagnostic classification. Other coding
issues, such as confidentiality, insurance portability,
and stigmatization, may be diminished in relevance,
yet these aspects of care are still important for some
providers. We cannot easily categorize all alternate
coding simply as miscoding, gaming, or fraud. Coding may reflect earnest attempts by providers to
work within the present system to categorize developing children with subthreshold symptoms; however, we must also consider any potential negative
impact of alternate coding. We must foster clinical,
administrative, and research efforts that will allow
us to more effectively communicate across provider
groups and realign the distinct, but equally important goals and uses of clinical diagnosis and administrative coding. Finally, we need to develop a dialogue among patients, providers, and payers that
evolves beyond hidden paperwork maneuvering to a
more explicit and rational discussion of clinical practice, administrative data quality, and professional
ethics.
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