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Disclaimer

The comments provided are based on my interpretation of the materials presented
and are not sanctioned by any official agency. Garry L. Huff, MD, Inc./Enjoin does not
warrant that the materials presented are free of error and is not intended to provide
coding recommendation on any particular case. The presenter and Garry L. Huff, MD,
Inc./Enjoin are not responsible for any adverse outcomes that might result from the
application of the material presented. All persons attending the presentation must
recognize that different persons may interpret coding guidelines, etc. differently and
are instructed to consult with official publication and agencies if there is felt to be an
error in any information provided. Coding guidelines and other information may

change and the presenter is not responsible for providing updates to the information
provided in this discussion.
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Mission Statement

)

*

1/

“Our goal is to provide education and process
development to enhance communication and
understanding among all individuals involved
in the documentation and coding of the health
record to ensure the clinical reliability and
integrity of the health care data.”
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Why Is Denial
Recognition
Important?

Denials are costly

Appeals are time consuming

Additional resources are needed for appeals
Outcomes are not always favorable

Denials can tie up revenue for years

Focus is typically inpatient

Outpatient does receive denials and volume has
increased causing:

 Increased days in accounts receivable (A/R)

* Increase in write-off rates

* Increase cost to collect

 Stagnant cash flow

RADYV audits (Risk Adjustment Data Validation)

» Primary way to address improper overpayments to
Medicare Advantage Organizations (MAQS)

» During a RADV audit, CMS confirms that any diagnoses
submitted by an MAO for risk adjustment are supported
in the enrollee's medical record

https://www.cms.gov/research-statistics-data-and-systems/monitoring-programs/medicare-risk-adjustment-data-validation-program/overview



Denial Stats

 Denial rates are on the rise, increasing more than 20 percent
over the past five years

 Denials rose to 11% of all claims last year, up nearly 8% from
2021

* Industry averages report that nearly 20 percent of all claims
are denied, and as many as 60 percent of returned claims are
never resubmitted

» The average clinical validity denial rate increased 23% from
2016 to 2020

 Two-thirds of the preventable denials can be successfully
appealed

» The cost to rework or appeal denials
 Averages $25 per claim for practices (outpatient)
» Averages $181 per claim for hospitals (inpatient)



Denials Throughout the Revenue Cycle

Registration / Eligibility

Missing or Invalid Claim Data
Medical Documentation Requested
Authorization / Pre-Certification
Service Not Covered

Other

Medical Necessity

Medical Coding

Untimely Filing

Avoidable Care

Provider Eligibility

*‘Percentfages have been rounded
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» Medical necessity denials can be generated due to:
 Diagnosis used for inpatient rationale
* Criteria not met with payer specific UR tool
« MCG

CDI Focus:
- * InterQual
Medical « XSOLIS
-  Prior authorization not obtained or denied while
N eCeSS | ty the patient is being treated
.  Retrospective denial due to PDX or final DRG
Den Ial S  This is the next evolution in CDI/denials management

M an ag e m e nt « The denial for medical necessity takes away payment

for the entire visit (down grades to observation hours
or no payment at all)

« CDI does have the opportunity to support medical
necessity with the concurrent review with known
PDX/DRG targets




Every Payer Has a List

« Every payer has a list of conditions that are not considered to require an inpatient level of care
« Common diagnoses include:

« Abdominal pain » Dehydration

« Altered mental status  (astroenteritis

« Asthma » Heart Failure

« Anemia * Pneumonia

« Atrial fibrillation  Poisoning/toxic ingestions

« Back pain « Seizures

 Cellulitis « Syncope

 Chest pain  Transient ischemic attack (T1A)
« COPD « UTI

« When reviewing cases with these diagnosis, capturing documentation to support the inpatient level
of care is essential!



CDI Focus:

Clinical
Validation

Denials
Management

+ Clinical validity denials can be generated due to:

 Lack of clinical evidence in the patient chart
to support a billed diagnosis

 Conflicting documentation in the medical
record

* Inconsistent documentation
 Payer-specific diagnostic criteria not met

» CDI is responsible for reviewing documentation
to ensure that it supports reported diagnoses

« CDI is well positioned to collaborate with other
department to educate and facilitate appropriate
documentation to clinically support diagnoses and
medical necessity



Coding DRG assignment and
appropriate sequencing of all diagnosis

codes

Va,l i d ati O n CDI thorough review process as well as

appropriate identification of query
opportunities, including clinical

Requ i reS validation
All Hands

Case Management authorizations and

O n D eC k medical necessity

Provider clear and consistent
documentation needs to support all of
the above. Documentation should
demonstrate progression and resolution




What is Clinical
“I Validation?

 Clinical validation is an additional process that
may be performed along with DRG validation
(per CMS scope of work)

« DRG validation is a process in which the final
DRG assignment is validated based on the
documentation and the appropriate coding of the
primary and secondary diagnoses and any
applicable procedures (per CMS)

 Clinical validation is the process of validating
each diagnosis or procedure documented within
the medical record, ensuring it is supported by the
clinical evidence




Clinical Validation

« Clinical criteria used should be based on professional
medical guidelines, consensus and evidenced-based
sources

« Certain diagnoses are targets due to the financial
impact/SOI that specific diagnosis carries

« Targeted diagnoses like Sepsis, Encephalopathy, and
Malnutrition carry high financial impact and do not
have specific/routine tests to confirm or rule out these
diagnoses (interpretation can be subjective)

 Payers and healthcare organizations may have specified
criteria/treatment for clinical validation that do not
match




Payer-Specific
Diagnostic Criteria

“As indicated by Coding Clinic 4th Q 2016, a payer may use a
specific clinical definition or set of criteria when establishing a
diagnosis”

Coding Clinic, Fourth Quarter 2016: Page 147 Clinical Criteria and
Code Assignment

« “Afacility or a payer may require that a physician use a
particular clinical definition or set of criteria when
establishing a diagnosis, but that is a clinical issue outside the
coding system”

We cannot expect providers to understand and document to payer
specific criteria as every payer can have different clinical criteria

The same payers can use different criteria depending on what
criteria the documentation supports (i.e., Sep-2 vs. Sep-3)



Challenges with
Clinical Validation

« The CDI and Coding Riddle

« Documented diagnoses are reportable under Coding
Guidelines (diagnoses meet the UHDDS definition of a
principal or other reportable diagnoses)

 Coding professionals are specifically instructed by the
guidelines not to question the provider’s diagnostic
statement

 Payers can deny diagnoses based on clinical definitions
even though the diagnoses meet the definition of a
principal or secondary diagnosis

* We are speaking different lanquages




Challenges with
Clinical Validation

Denials now have CDI and Coding professionals
performing their jobs defensively

CDI may not query for a highly audited and denied
diagnosis

Coders are looking for more clear and consistent
documentation for diagnoses that are well known
targets

AHA Coding Clinic (Fourth Quarter, 2017, page 110)
advises that It is inappropriate for organizations to
automatically omit a diagnosis documented by the
provider if it does not meet any established definition
or clinical criteria



PROFITS 5AL557

N
CDI Strategies , f:s‘g
||| for <.
Denial
Management

“What if we don’t change at all ...
and something magical just happens?’




Denial Strategies

» Denial strategies need to be proactive not reactive (Communication between front end and the back end)

» Look at trends (what diagnoses are in the top 5 and why)

» Look at payer trends (volumes, diagnoses etc.)

* Don’t look at a denial and think it’s correct without looking at the medical record

» One size does not fit all, each denial letter is appealed based on what the payer has stated as the reason for denial
» Once a denial is generated, we have to respond no matter how incorrect it is



How Do Auditors Find These Records?

* Artificial Intelligence (AI), and it’s only getting smarter!

* “Hard Stop” clinical edits are programmed to:
 Target specific DRGs
 Target specific diagnoses
 Target cases with single CC/MCC
 Target multiple CC/MCC that are commonly denied.
 Diagnoses that increase SOI (commercial payers)
 Conflicting documentation within a single note — 7 Al [ 2=
» Target 1- and 2-day LOS | : =
« Lesson #1 in denials management: additional CC/MCC WHERE DOIS fIE GET THOSE WOINDERFUL TOXS?

when appropriate help with denial management even though
there is no additional front end revenue capture




Is the
Denial Correct?

 Denial for sequencing

« PDX 125.720 CAD of autologous
coronary artery with unstable
angina POA-Y

« SDX 121.4 NSTEMI (the only
MCC with PCI) POA-Y

» Denial stated per Official Guidelines
for Coding and Reporting, the
NSTEMI would sequence as the
PDX. (This is a correct statement)

« Why would a coder sequence the case
this way? (The account is coded
correctly)




The Rest of the
Story...

» The auditor selectively left out a
pertinent piece of information

» The patient was admitted less than a
week prior to this admission for an
NSTEMI

» He was taken to the Cath Lab at that
time and had 2 DES placed in the LAD

 The RCA was also noted with 90-95%
occlusion but the LAD was difficult to
stent, and the RCA lesion was calcified

» The plan was to stage the procedure,
but the patient came back emergently
before the scheduled 2" part of the
procedure

« Lesson #2 in denials management:
don’t believe everything you read




"Thanks for the invite, but I prefer
to collaborate by myself."

A

Collaborative
Approach

Communication and education
Define the mission as it pertains to denials

The second level review process should include patterns and known targets
identified by the denials team (this is ongoing)

Identify potential future issues (the new addition of “clinically significant” to
the UHDDS definition of “other diagnoses”)

CDI to work to with coding professionals to educate and clinically support
well known targets

Work with physicians and provide frequent education and feedback on
documentation pain points (how can we adjust)

Lesson #3 in denials management: We no longer have the luxury of
remaining siloed




Contract Language for Clinical Criteria

 Contract language involves negotiation

« What specified language would need to be included in a
payer contract

» Once negotiated, hold the payer to the contract language

« Vital to be specific (payers can get around ambiguous
language

 Third party vendors that generate denials for the payer
have specific contract language with the payer which
may not be the same as the contract language with the
hospital

 Clarify in contracts that the third-party vendor needs to
have the same agreed-upon contract language




Clinical Validation
(Denial Management)



The Troublesome Ten

Sepsis Infection is present, treatment beyond a localized infection, LOS>2 days
Respiratory Failure 02 sat <90% AND presenting symptoms AND treatment (hypoxic)
ABG/VBG (PCO2 and pH) hypoventilation, lethargy, confusion, CPAP/BiPAP
Encephalopathy Baseline needs to be known. Underlying problem is being treated. Returned or
returning to baseline at the time of D/C
Severe Malnutrition RD Assessment, recommendations/intervention followed, D/C plan
AKI/ATN KDIGO criteria (gold standard.) Time frame to return to baseline, specified causes
(1.e., hypoperfusion), specified treatment
PNA/Complex PNA Risk factors present, Sputum culture, Abx chosen for treatment or change in Abx
Type I MI Troponin above the 99th percentile of URL, Ischemic symptoms & O2/demand
mismatch source
Acute Heart Failure More than a single dose of IV Lasix, descriptive S&S, cont. O2 sat monitoring
Hyponatremia Any S&S or treatment directed at this diagnosis, Labs more than qd

Acidosis Any S&S or treatment directed at this diagnosis (respiratory or metabolic)




Diagnosis Codes

Sepsis Family Respiratory Severe

A41.9 A41.89 Failure J96.01 Malnutrition
A41.51 196.02 196.21 ok

Kidney Injury

Encephalopathy
G93.41 G9? N17.0 N17.9

These make up over 40% of ICD-10 codes denied

SAEnjoin



DRG Denials

Look for DRG with a single CC or MCC

DRG 871/872 B DRG 193/177 DRG 190
224 cases 110 cases 50 cases

DRG 682 DRG 640 DRG 291
39 cases 32 cases 26 cases

8 DRGs represent over 37% of denials
All associated with an MCC except DRG 872

AEnjoin



Sepsis... The Other “S” Word

Sepsis Definitions:

Sepsis is a syndrome of physiologic, pathologic and biochemical
abnormalities induced by infection (Cleveland Clinic)
Sepsis per the CDC

* “Sepsis 1s the body’s extreme response to an infection”

* “Sepsis occurs when an infection triggers a systemic chain
reaction”

« “Without timely treatment, sepsis can rapidly lead to tissue
damage, organ failure (not to be confused with organ
dysfunction) and death”

Sepsis-3 definition
» “Sepsis is defined as life-threatening organ dysfunction
caused by a dysregulated host response to infection”

Sepsis-2 severe sepsis definition

* “An infection, suspected or documented, with systemic
manifestations of infection due to the infectious process plus
sepsis induced organ dysfunction or tissue hypoperfusion”




I I I Sepsis 2.5
A Plausible Solution
* “Sepsis is present when a patient with infection exhibits
evidence of organ dysfunction at a site external to the seat

of infection, or more than what is routinely expected from
a localized infection”

« “Within the Sepsis-2.5 model, organ dysfunction must be
documented as attributable to sepsis and not another
concurrent or chronic condition” Link the organ
dysfunction to the septic state when appropriate

* “Septic shock is present when a patient with sepsis
exhibits persistent hypotension following initial fluid
resuscitation”

* Is this a plausible solution to be included in contract
language?

Rodenberg, Howard MD, MPH; Glasser, Theodore MD; Bartfield, Alison MD; Katugaha, Shalika MD. Sepsis-2.5: Resolving Conflicts Between Payers and
Providers. Critical Care Explorations 5(9):p e0970, September 2023. | DOI: 10.1097/CCE.0000000000000970



Sepsis 2.5 Criteria

Acute Encephalopathy Alteration of the patient’s baseline level of cerebral function attributable to infection
Arterial Hypotension Systolic blood pressure <90 mm Hg; OR mean arterial pressure < 65; or a decrease in systolic blood
pressure by > 40 mm Hg from baseline; OR initiation of a new vasopressor infusion
Acute Kidney Injury Kidney Disease Improving Global Outcomes criteria
Hyperglycemia Serum glucose measurement > 200 mg/dL in the absence of a diagnosis of diabetes mellitus, or specific

notation of exacerbation of diabetic hyperglycemia related to infection

Acute Respiratory Failure Signs and symptoms or respiratory AND EITHER room air oxyhemoglobin saturation < 90%; OR room
air Pao 2 < 60 mm Hg; OR Pao 2/Fio 2 ratio < 300 if the patient is not on supplemental oxygen, or
acute decrease in Pao 2/Fio 2 ratio with known underlying pulmonary disease, OR
Pa0O2 decrease of 10 mm Hg over baseline values; OR Need for supplemental oxygen therapy >
2 L/min over baseline; OR use of high-flow nasal cannula, noninvasive positive pressure ventilation, or
mechanical ventilation to achieve target oxyhemoglobin saturation > 94%

Coagulation Abnormalities INR>1.5 or PTT>60 s in the absence of an intrinsic coagulation disorder or anticoagulant medication
Thrombocytopenia Platelet count < 100 K cells/uLL AND > 50% decline from baseline (baseline must be > 100 K cells/uL)
Hyperbilirubinemia Total bilirubin > 2.0 mg/dL and increase by 100% from baseline unrelated to known underlying disease

of the liver or biliary system
Hyperlactatemia Acute elevation of serum lactate > 3.0 mmol/L (27.0 mg/dL)
Cardiac Dysfunction Nonischemic acute myocardial injury attributed to the septic state; OR new-onset atrial fibrillation; OR

the syndrome of sepsis-induced cardiomyopathy in the absence of an acute ischemic myocardial event
as the etiology of cardiac dysfunction

Rodenberg, Howard MD, MPH; Glasser, Theodore MD; Bartfield, Alison MD; Katugaha, Shalika MD. Sepsis-2.5: Resolving Conflicts Between Payers and
Providers. Critical Care Explorations 5(9):p e0970, September 2023. | DOI: 10.1097/CCE.0000000000000970



e Sepsis is More Than Criteria

m%ﬁmmﬂfmmm' « With infection, immune system increases the release of Cytokine
(2 . « Excessive Cytokine release continues after the invading pathogen
, has been destroyed (specifically TNF, cytokine IL-1, IL-6, IL-12 &
;\ o) IL-18)

« With hyperactive response, there is an attack on tissue and organs
(pro-inflammatory state)

 Body receives a double insult:
* Direct attack of the infectious agent

THE PATIENT MEETS CRITERIA!

4 T{

' A * Immune system attack

IT3NOX SEPSIST | » This causes a systemic inflammatory response (SIRS) with resultant

organ damage (organ dysfunction)

 Lesson #4 in denials management: Sepsis Is not paint by numbers,

=) get beyond the check box mentality
oy
BLOOD CULTURES,
VANCO/AND 30ML/KG!




« Lactate Is formed in the body by anaerobic
glycolysis (cell respiration without O2)

» Lactate can be further transformed to lactic acid
and is cleared by the liver

* Increase in lactate levels can therefore be caused
by increased production, decreased clearance, or
both

LaCti C AC i d « Lactate or Lactic acid remains debatable as a

prognostic tool for sepsis but is included in the
sepsis treatment protocol

» Lactate levels >4 have been associated with
mortality rates of 28.4% in septic patients

 Clearance of Lactate can also indicate the severity
of sepsis

 Does an elevated lactate define sepsis




What Does a Denial Look Like?

A clinical validation review based upon clinical criteria was performed on this claim. As indicated by Coding Clinic
4th Q 2016, a payer may use a specific clinical definition or set of criteria when establishing a diagnosis. After
reviewing the medical record for clinical validation of sepsis, sufficient supporting documentation was not found
within the submitted medical record to validate this diagnosis.

Although the diagnosis of sepsis is documented on entire medical record, sufficient supporting documentation was
not found within the medical record to validate this diagnosis based on Sepsis 3 clinical criteria. The following
clinical validation criteria were not supported. There was no documentation of the creatinine or bilirubin at 1.2 or
higher. The platelet count was not documented to be less than 150,000. There was no documented mean arterial
pressure below 70 after 1V fluid bolus and no abnormal Glasgow coma score was documented.

Principal diagnosis code A41.9 was removed from the claim and ICD-10 CM diagnosis code L02.415, (Cutaneous
abscess of right lower limb) was sequenced as principal diagnosis consistent with documentation received.

33



Applying Criteria - . .
» The payer is using SOFA criteria to operationalize the Sep-
. 3 definition
» The payer is not applying the criteria appropriately
g « SOFA instructs to use the worst scores in a 24-hour
O period regardless of treatment

» The statement from the payer mean arterial pressure
below 70 after 1V fluid bolus is not a caveat when
applying SOFA criteria

» The payer also left out one of the six outlined criteria
(Respiratory system) which, in this case, the patient had a
P/F ratio<300 (2 points)

» Organ failure at the site of the localized infection does not
exclude organ dysfunction if the dysfunction is more than
what is expected from the localized infection alone

* The provider does have to link the organ dysfunction
to the septic state and document the organ dysfunction
IS worse than what would be expected from the
localized infection/chronic condition




Lessons for Sepsis

* Documentation early and frequent
* Clinicians should indicate indicators
* Query should include SEP 2 and SEP 3 indicators in query

* Read the letter and verify truth

* Rebut the points the payer is bringing out
— Measure SOFA points after fluids — NOT TRUE
— Can’t use hypoxemia with pneumonia — NOT TRUE
— Need ABGs and not 02 sats to calculate P/F ratios — NOT TRUE

I E I l O I I I PROPRIETARY & CONFIDENTIAL - © 2023 ENJOIN
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Respiratory Failure Validation and
Denial Management



Take a Deep Breath,
We Are Talking
Respiratory Failure!

* There are 3 elements when
validating respiratory failure

 Diagnostics
 Signs and symptoms
* Treatment

« All elements need to be present to
validate this diagnosis

 Respiratory failure is the inability
to effectively oxygenate, ventilate,
or both and Is always a result of an
underlying process



Clinical Manifestations
(What does the patient look like?)

Hypoxic Respiratory Failure

 Tachypnea/increased work of
breathing

» Use of accessory muscles/nasal flaring

 Shortness of breath/Dyspnea on
exertion.

* Pursed lip breathing

« Unable to speak in complete
sentences/speaking in one-to-two-
word sentences.

* Tripoding
 Cyanosis (lips, fingernails)
 Diaphoretic

‘ Hypercapnic Respiratory Failure H

 Bradypnea (RR<12) or apnea
 Rapid shallow breathing

« Altered state of consciousness (OD,
Increased NH3, Stroke/ICH)

* Fatigue (hypothyroid, sleep apnea)

 Neurological or Muscular disorder
(myasthenia Gravis)

« CXR-atelectasis 2/2 hypoventilation
(severe obesity)




Treatment

Supplemental O2/High flow O2/NRB - Narcan for possible OD (depressed respiratory
CPAP or BiPAP (“blow off CO2”) drive)

Continuous O2 sat monitoring - Need for intubation and mechanical ventilation

|V steroids or IV Lasix (treatment of the » Pulmonary consults
underlying condition) . CVVH or HD (volume overload from renal
“Stack nebs” or Racemic Epi nebs failure)



Key Elements for Respiratory Failure

« What type of respiratory failure is the patient
presenting with? (hypoxic, hypercapnic, or both)

* Description of the patient’s presentation is essential
(chief complaint: “I can’t breathe”)

» 02 supplementation in patients with COPD will be
judicious due to respiratory drive dependence on O2
receptors instead of CO2 receptors

« If hypercapnia is present, is there a VBG/ABG that
supports the diagnosis?

» Respiratory failure is ALWAYS caused by an
underlying disease; treatment is to treat the
underlying condition and support the patient until the
respiratory status normalizes

« The goal is to turn this condition around as soon as
possible




Pt was brought to the ED with an OD

mmm | he patient is described by the ED:

 Obtunded with a GCS score of 3
» Agonal respiratory drive

C I 1A 8 I « Unresponsive and apneic; Pt was intubated in the ED
I n I Ca « Diagnosis from the ED was drug overdose and acute

V I - d - respiratory failure
a I atl O n The H&P from the ICU physician:

D e n I a, I  “He was unresponsive with poor respiratory effort while
he was immediately brought into the ED with respiratory

effort supported by bag-valve-mask.”

mmm LDischarge summary:

« Intubated in ED for airway protection and respiratory
arrest




Denial
Rationale

Arterial blood gases not obtained

Documentation supports that the
Intubation was done for airway protection
due to the level of consciousness and that
there was no respiratory compromise due
to the level of consciousness

The patient had normal oxygen
saturations with no documentation of

respiratory distress




How Do We Defend This?

» Aurterial blood gases not obtained

* We treat the patient first. The patient was not breathing; we don’t stop to
obtain a blood gas prior to intubation

« Patient was getting bag-valve-mask ventilation. ABG would not be
accurate

* Intubation was done for airway protection due to the level of consciousness
and that there was no respiratory compromise due to the level of consciousness

 Not sure the auditor is reading the same record

* The patient had normal oxygen saturations with no documentation of
respiratory distress (diversion tactic)

» The patient had no respiratory distress because he was not breathing

» The patient was likely hypercarbic which also would contribute to his
neuro status

* 02 sats were “normal” because the bag mask ventilation was hooked up
to O2




e Orders:

Respiratory Failure i1s Documented
(but not clinically supported)

« Patient i1s admitted with pneumonia with O2 sats 89-91% on
room air requiring 2L O2 via NC with O2 sats of 97%

» Respiratory rate is 18-21 and the patient is stated as “in no
distress”

« Patient denies SOB, DOE, no difficulty speaking in full
sentences

 Lung sounds bibasilar rhonchi

» Check O2 sats with VS g4 hrs.
« Albuterol nebulizers g6 hrs. PRN wheezing
|V antibiotics

* Documentation states “acute hypoxic respiratory failure due to
pneumonia’”




Query for Possible Rule Out

Per medical record, this patient is admitted with “acute hypoxic respiratory failure due to pneumonia”

On admission O2 sats noted as 89-91% on room air requiring 2L O2 via NC with O2 sats of 97%, RR

18-21. Documentation states the patient is in no distress with no SOB, DOE, or difficulty speaking in
full sentences

Orders are to check O2 sats with VS g4 hrs. Albuterol nebulizers g6 hrs. PRN wheezing and 1V
antibiotics
Please clarify the documentation of acute hypoxic respiratory failure as:

* Pneumonia with expected hypoxia only, acute respiratory failure ruled out after further study

» Acute hypoxic respiratory failure is present (please specify diagnostics, symptoms, monitoring
and/or treatment)

* Other (please specify)

Do not underline in a query. Underline for teaching purposes only



Strong Validation
Statements

« Knowing what payers are using to deny specific diagnoses,
improves the clinical validation process

 Look at the documentation and ask yourself, if this was
denied, could I defend it (are there holes or conflicting
documentation that could trigger a denial)

« If you are unsure, a strong clinical validation statement may
be needed

 Even with strong documentation, a denial can be generated

« The goal is to have that strong documentation to appeal and
overturn the denial




Get The Skinny On Malnutrition Validity

 Clinical evaluation and therapeutic treatment
 Discharge plan for nutritional needs (OIG Focus)
 Should not be a one-time diagnosis

» Describe physical appearance (cachexia, emaciated, thin, obvious muscle/fat
wasting)

* Supportive concurrent issues (non-healing wounds, BMI, micronutrient
deficiencies)

» Documentation should be consistent throughout the medical record

» RD can assess and make recommendations but cannot diagnose the patient in
this state (MA). Only the primary provider can diagnose the patient
* Most common cause for clinical denial:
« Severe malnutrition of ACUTE disease (ASPEN)
* GLIM criteria not met (denials are based on GLIM not ASPEN)
 Insufficient treatment plan
» Copy and paste diagnosis and/or ONE time documentation




Summary




Clinical Validation

A8
|

While clinical criterion is a
component of the clinical
validation process, it is not done so
with the exclusion of other
documentation or clinical
indicators to clinically support a
diagnosis

Understanding denial trends
promotes a proactive approach to
denial management and revenue
preservation

Description of the patient,
diagnostic testing, treatment,
response to treatment and the
provider’s expertise with the
addition of evidenced-based
clinical criteria are all factors to be
considered when clinically
validating any diagnosis

Understanding patterns and trends
helps drive education and promote
continuity across departments



Validation Queries

 Educate the providers that these are
coming! This cannot be overstated

« If there Is not enough documentation to
clinically support a diagnosis or medical
necessity, a validation query is needed

e CDI is not questioning clinical
competence or clinical decision
making

« CDI is not diagnosing patients

« CDI is asking for a strong
supportive statement for the

diagnosis or Is asking to rule out the
documented diagnosis after study

« Clinical validation process provides
opportunity to possibly decrease denials




Denials Are

* Expensive

* Time Consuming

* Increasing in number
* Frustrating

* In need of reduction
— Physician directed physician education

 Better if prevented rather than reacting to
— CDI Training

c'__-.,_ E I l o I I I PROPRIETARY & CONFIDENTIAL - © 2023 ENJOIN



Lessons Learned

* READ the denial letter and respond if appropriate

* The payer may be right so don’t waste time and money in defending the
undefensible

* Make sure you answer the questions being asked, if they say no documentation of
problem show the documentation and don’t necessarily prove problem exists

* Support your DRG — may find conditions well documented that were not coded

* Make sure queries are part of the medical record and attached when sending to
payer

* Sepsis is more than just meeting criteria-it is a life threatening illness and you
want to show the systemic effects

* Respiratory failure is life threatening illness with 3 components-show all are
present

[, | PROPRIETARY & CONFIDENTIAL - © 2023 ENJOIN
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Lessons Learned - continued

* Malnutrition — be aware of Aspen and Glim, sometimes can find support for both,
make sure treatment is provided, thin and cachectic may not be malnourished,
obesity and malnutrition can co-exist

* Encephalopathy — document cause toxic vs metabolic, both can be present,
should steadily improve with treatment, wax and wane more suggestive of
delirium

* ATN/AKI — document KDIGO, show indicators, as PDx doesn’t matter so most
denials will be for ODx

Il I l I I PROPRIETARY & CONFIDENTIAL - © 2023 ENJOIN
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