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Shirlivia M. Parker, MHA, RHIA, CDIP, CRCR

* Professional Background: over two decades of experience in supporting the clinical and
administrative operations in the Revenue Cycle. Shirlivia holds a Master’s Degree in Health
Administration and Bachelor’s in Science. She has recently been honored as a leading
healthcare executive in the Clinical Revenue Cycle by Marquis’s Who’s Who in America.

* Areas of Expertise:

* Integration of technology in healthcare settings.

* Clinical Documentation Integrity (CDI) across inpatient and outpatient care settings.
* Population health initiatives, Coding quality and auditing

* Collaboration between case management, utilization management and CDI.

* Mortality reviews and second-level reviews, Denials management.

* Physician education and engagement.

* Current Role: President of Compliance and Education - Mid Revenue Cycle at Medovent
Solutions.

* Academic Role: Adjunct professor in an Associate's of Science Program : College of Nursing
and Allied Health (American National University)
* Leadership and Contributions:
* Previous Member of the National ACDIS Leadership Council.
e Elected AHIMA Council of Excellence in Education for CY2025-2028
e Written and Contributed to numerous articles for ACDIS and AHIMA

National speaker for ACDIS, AHIMA, and ACMA.
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What Keeps You Up at Night?

* Questions:

—What’s your biggest challenge in clinical validation?

—What’s your average overturn rate for DRG denials?

—Do you partner with Physician Advisors on denial prevention committee ?
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Denials Landscape: The 2025 Reality Check

* +56% increase in MA denials (AHA, 2024)
* Common targets: Sepsis, Respiratory Failure, Malnutrition
* OIG spotlight: misuse of SEP-2 criteria and failure to document MEAT

* Strategic focus: stronger CDI-Coding-UR alignment-Payer Contract Alignment
with backend billing practices
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Why should we care?

*Published by
AHA and Syntellis
Nov. 17, 2023

Revenue reduction
related to MA
plans denials
rosed 56%

Commercial Plans
it rosed 20%

31 million
Americans are on
MA plans, and it

continues to grow

Stainability of our health system
is counting on us to care.

>100 Million
in Revenue

https://www.beckershospitalr
merican-hospital-association-



Learning ODbjectives

By the end of this session, participants will be able to:

1.ldentify Common DRG Denials & Root Causes — Recognize the top denied diagnoses, understand
payer trends, and assess the financial and operational impact of DRG-related denials.

2.Strengthen Clinical Validation & Medical Necessity Alignment — Evaluate key clinical indicators,
medical necessity criteria, and ensure provider documentation supports DRG assignments.

3.Implement Best Practices for Denial Prevention — Apply proactive CDI and coding strategies to
improve documentation accuracy, enhance revenue integrity, and mitigate financial risk.

4.Enhance Collaboration Across CDI, Coding, & Utilization Review — Foster interdisciplinary teamwork
to support accurate DRG assignments, defensible documentation, understand regulatory and payer
compliance.

5.Develop Effective Appeal & Negotiation Strategies — Utilize real-world case studies to craft strong

appeal arguments, navigate payer disputes, and overturn inappropriate denials.
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Tne Corner Stone -Regulations

Strengthen Clinical Validation & Medical Necessity Alignment throug
Regulations and Collaboration

An Overview
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Definitions : The Cornerstone of Regulations

* Clinical Validation :involves a clinical review of the case to see whether or not the patient truly
possesses the conditions that were documented” Centers for Medicare and Medicaid (CMS), 2011
Statement of Work (SOW) for the Recovery Audit Program, p.23

 Medicare’s COP and federal law that governs medical record completion state “The medical record
must contain information to justify that admission and continued hospitalization, support the
diagnosis, and describe the patient progress ...” CFR 482.24 Condition of participation: Medical Record
Services

* “No Medicare payment shall be made for items or services that are not reasonable and necessary for
the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body

member” Social Security Act §1862, www.ssa.gov
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Latest News on Medicare Advantage - May 2025

i )

CMs.gOV Centers for Medicare & Medicaid Services H I G H LI G HTS

« CMS will audit every MA plan, every year
Newsroom Press Kit
 Deploy technology: detect unsupported

A > Newsroom Homepage > Press Releases > CMS Rolls Out Aggressive Strategy To Enhance and Accelerate Medicare Advanta

diagnosis data from every claim

Press Releases May 21, 2025

* Hire 2000 Auditors by 09/01/2025 to start
CMS Rolls Out Aggressive Strategy to Enhance audit for diagnoses accuracy

and Accelerate Medicare Advantage Audits . Increase Audit volume in RADV audits

Medicare Advantage (MA) Fraud, waste, & abuse

e @ @ O O In summary:
Agency Will Begin Auditing All Eligible Medicare Advantage Contracts Each Payment Year and Add
Resources to Expedite Completion of 2018 to 2024 Audits RADYV audits affects every VBC entrty such
as IPAs, MSO, ACO participating in
https://www.cms.gov/newsroom/press-releases/cms-rolls-out-aggressive- | Fisk-sharing contracts
strategy-enhance-and-accelerate-medicare-advantage- . y

E{%LX\II_A'IBIP-: © Bulwark Health Inc. 2025



https://www.cms.gov/newsroom/press-releases/cms-rolls-out-aggressive-strategy-enhance-and-accelerate-medicare-advantage-audits
https://www.cms.gov/newsroom/press-releases/cms-rolls-out-aggressive-strategy-enhance-and-accelerate-medicare-advantage-audits

Official Coding Guidelines (OCG): Section |.A.

* When a diagnosis is documented in the health record by the medical provider, the coding professiona
may consider it reportable based on the Coding Guidelines, Section [.A.19, The area of opportunity:

— Code assignment and Clinical Criteria:

* The assignment of a diagnosis code is based on the provider’s diagnostic statement that the condition exists. T
provider’s statement that the patient has a particular condition is sufficient. Code assignment is not based on
clinical criteria used by the provider to establish the diagnosis. If there is conflicting medical record
documentation, query the provide

e Area of Opportunity: It may not be fully supported by the clinical evidence (clinically valid) with the
documentation and treatment that already took place.

e Questions to Ponder:

—|s this coding guideline contradicting federal law and other sections of the OCG (Official Coding
Guidelines)?

— Could we collaborate more as coders and CDI professionals on this topic?

— Key Thought: Coders-Stop and Pause Q\
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Additional Diagnosis- Do you realize its importance ?

For reporting purposes, the
definition for “other
diagnoses” is interpreted as
additional conditions that
affect patient care in terms of
requiring:

diagnostic procedures; or

extended length of hospital
stay; or
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therapeutic treatment; or

increased nursing care and/or

monitoring.




Regulation: Medical Necessity (UM)

e Documentation is Key!

* For coverage to be appropriate for an inpatient admission, the documentation must clearly
support the patient’s severity of illness and intensity of service to warrant the need for inpatient
medical care.

 Making the decision to admit include:
— The severity of the signs and symptoms exhibited by the patient; a
— The medical predictability of something adverse happening to the patient;

— The need for diagnostic studies that appropriately are outpatient services to assist in assessing
whether the patient should be admitted;

— The availability of diagnostic procedures at the time when and at the location where the patient
presents

 Concurrent review for inpatient admissions is based on whether the complex medical factors
documented in the medical record support medical necessity of the inpatient admission. ; E
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OIG Alert: The writing is on the wall

Sepsis Definition Changes: The definition of sepsis was updated in 2016 by an international
task force to better differentiate sepsis from a general infection, a definition widely recognized
by groups like the WHO. However, “CMS and CDC still use an older, broader definition.”

Sepsis as a Medical Emergency: Sepsis is a life-threatening condition that is the body's
extreme response to an infection, requiring early intervention for the best outcomes.

Frequent Billing Diagnosis: Sepsis is frequently billed as a diagnosis in Medicare, raising

concerns about potential financial incentives for hospitals to use the broader definition of Sep-
2.

Study Focus: The study will analyze 2023 Medicare claims to assess patterns in inpatient
hospital billing of sepsis and how this billing varied among hospitals.

Cost Estimation: The study will estimate the costs to Medicare associated with the use of the

broader definition of sepsis compared to the narrower definition.
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l[dentity Common DRG Denials

Working towards the Root cause: Identifying targeted Diagnosis
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ACDIS 2024: Top Denied Dx

Figure 31: Top denied diagnoses, year-over-year
Answer Options

Congestive heart failure
Sepsis

Respiratory failure
Malnutrition

Kidney disease

Acute blood loss anemia
Pneumonia

Altered mental status
Encephalopathy

Chronic obstructive pulmonary disease
Acute myocardial infarction
Other (please specify)

Selected “other” responses:
Unsure

Vascular diseases
Urology-associated codes
Combination codes
Hyponatremia

1

NSTEMI type 2

2020
13.74%
74.81%
66.67 %
54.96%
16.54%
13.99%
16.28%

3.31%
44.27%

2.04%

8.40%
15.01%

2022
12.23%
69.78%
52.52%
47.48%
15.83%
10.79%

9.35%

3.60%
39.57%

2.16%

5.76%
28.06%

2023
10.89%
81.19%
62.38%
50.50%
29.70%

9.90%
13.86%

1.98%

44 .55%

3.96%
16.83%
21.78%

2024
14.71%
85.29%
74.02%
52.70%
26.72%
11.52%
10.78%

3.19%
48.77%

1.47%
10.05%
15.69%

Any diagnosis that could impact SOl on APR payer
Type || MI
Single MCCs or CCs

AKI




Common CCs/MCCs: Respiratory PDX and Sepsis

PNA Acute respiratory failure

Acute Respiratory distress/insufficient(excluded with  Sepsis

any COPD code) AKI (Acute Kidney Injury)

CHF with specified type (not acute) Encephalopathy (NOS, metabolic)
Cachexia/malnutrition Coma

Thrush Brain death

Bacteremia Respiratory arrest (if discharged alive)
Chronic respiratory failure Acute CHF with specified type

BMI <19 or >40 w/associated dx. Severe malnutrition

CKD: stages 3-4 Empyema

Diabetes with complication

=%



The True Cost of Care: When Denials Undermine Outcomes
A& High-Value DRGs Are Often Denied, Not Because the Care Was Inappropriate — But Because Documentation Didn't Justify It.

DRGs Most at Risk:

- DRG 871: Sepsis with MCC = $18,000-525,000

- DRG 189: Respiratory Failure - $12,000-518,000
- DRG 190: COPD with MCC = $10,000-514,000

- DRG 191: COPD with CC = $7,000-510,000

What’s Being Missed?

e Failure to capture MCCs (e.g., encephalopathy, severe malnutrition)

e Incomplete linkage between diagnosis and treatment (e.g., respiratory failure vs. oxygen use)
e Providers omit specificity needed to support the DRG

**Bottom Line:**
Payers deny based on clinical validation. We must document the *why*, not just the *what*.

Accurate DRGs = care delivered + care defended.
sl Each denied DRG 871 = Potential S10K—-S15K revenue loss.
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Typically: not a One Time Event:

* Malnutrition persists beyond the current malnutrition: via ASPEN or GLIM

hospitalization

* Rarely resolves with one round of enteral or

oral supplements

* Requires ongoing monitoring—similar to CKD * RD following. Monitor intake & weight.”

or CHF

Malnutrition: CC / MCC Impact

Best Practice Documentation Tips
* Diagnosis: Moderate protein-calorie

* Etiology: “Likely due to poor intake secondary to
advanced CHF and early satiety”

* Plan: “High-calorie, high-protein diet with
supplements.

Best Practice Documentation Tip: The Provider:

 Malnutrition acknowledged.

* Intake remains low. Repletion gradual. Continue
PO supplements.

* OR Intake improving but malnutrition persists.

 Aslong as RD acknowledges the dx., should the
provider

Needs outpatient follow-up with PCP or RD.

7
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Best Practice Documentation : Discharge Summary

* Discharge diagnosis: “Moderate

malnutrition—persisting at discharge.” e Y “Malnutrition resolved” without
e Patient educated on dietary goals objective proof over time
e Referral to outpatient nutrition or PCP within « { Omitting malnutrition from
1-2 weeks discharge summary if it was addressed

In care
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Root Cause and Clinical Occurrence

High Risk Diagnosis/MS-DRGs @ Sepsis and Best Practice Insight Reviews
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Diagnosis-Related Groups (

* Sepsis DRGs
1. DRG 870 — Septicemia or Severe Sepsis with MV >96 Hours

2. DRG 871 — Septicemia or Severe Sepsis without MV >96 Hours with Major Complication/Comorbidity
(MCC)

3. DRG 872 — Septicemia or Severe Sepsis without MV >96 Hours without MCC
* Key Considerations:

DRGS) for Sepsis

— Definition/Issues: Sepsis is a life-threatening organ dysfunction caused by a dysregulated host response to
infection. (2016) or SIRS+ underlying infection (2001). Cytokine storm

— Relevance/Issues: Leading cause of mortality in hospitals; early recognition and treatment improve survival.

— Appropriate clinical validation of sepsis-3 criteria, organ dysfunction, and provider documentation is essential
for defending DRG assignment. Yet some organizations still use Sep-2/Sep-1 Core Measure

— Goal: Reduce sepsis-related mortality and improve adherence to evidence-based care.

* Implications: Non-compliance can lead to financial penalties, poor patient outcomes, and quality metric

impacts. Sepsis is also the #1 denied diagnosis from a clinical validation viewpoint.
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Not All Sepsis is Created Equal

SEP-1 (CMS Core Measure) SEP-3 (Sepsis-3 International Definition)

Focus on SIRS + infection Focus on organ dysfunction
Broadly applied in hospitals More academic/ICU settings
Early bundle protocols Emphasizes clinical judgment

Requires clinical context

Automated screening triggers
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Sepsis-1 /4

1991

e SIRS due to
infection

e 2 of 4 criteria
oT
e HR
e RR/PaCo,
e WBC

2001

e Expansion of SIRS
due to infection
criteria

e Parameters:

e General

e Inflammatory

e Hemodynamic

e Tissue perfusion

THE CAnvroinas nirt surmriis

t

Sepsis-3 |48

PAONKS

Payer Insight

e Life-threatening
organ dysfunction
caused by a
dysregulated host
response to
infection

e qSOFA
e SOFA




Sepsis Core Measures: Quality

* Within 3 Hours:  Within 6 Hours:
* Obtain blood cultures before  Administer IV fluids for hypotension
antibiotics. or lactate > 4 mmol/L.
* Administer broad-spectrum * Initiate vasopressors if needed to
antibiotics. maintain MAP > 65 mmHg.
* Measure lactate levels. * Reassess volume status and tissue
perfusion.

Time-Sensitive Interventions: CMS SEP-1
requirements when Sepsis is documented.
When Sepsis is documented depends on the
evidence-based definitions being used
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Coding, C

Coding of
Sepsis (Denial
Begins or
not?)

Sepsis
Documented:
Sepsis Bundle

*EBD: CDI

Review

¥EBD: Evidence Based Definition Pre-Sepsis/Early Sepsis Impending Sepsis #

Can we initiate the bundle with impending Sepsis? Yes, it Se psis
will impact your overall numbers.
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Sepsis: Significant Clinical health Concern

e Sepsis is a significant health concern in the United States, with substantial impacts on patient outcomes and
healthcare resources. Here are key statistics on its prevalence, mortality rates, and economic burden:

 Prevalence:

— Hospitalizations: In 2021, sepsis was associated with approximately 2.5 million inpatient stays in the U.S.,
accounting for 7.5% of all hospitalizations (Healthcare Cost and Utilization Project (HCUP). hcup-us.ahrg.gov

* Mortality Rates:
— Overall Mortality: Sepsis contributes to at least 350,000 deaths annually in the United States. cdc.gov

* In-Hospital Mortality: The in-hospital mortality rate for sepsis increased from 11.9% in 2019 to 16.5% in 2021,
influenced by the emergence of COVID-19. hcup-us.ahrg.gov

e Economic Burden:

» Healthcare Costs: Sepsis was the most expensive condition treated in U.S. hospitals in 2013, with an aggregate
cost of $23.6 billion for nearly 1.3 million hospitalizations. These statistics underscore the critical importance of
early recognition and timely intervention in sepsis management to improve patient outcomes and reduce

healthcare costs.
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https://hcup-us.ahrq.gov/reports/statbriefs/sb306-overview-sepsis-2016-2021.pdf?utm_source=chatgpt.com
https://www.cdc.gov/mmwr/volumes/72/wr/mm7234a2.htm?utm_source=chatgpt.com
https://hcup-us.ahrq.gov/reports/statbriefs/sb306-overview-sepsis-2016-2021.pdf?utm_source=chatgpt.com

What's a Normal Mortality

* A normal mortality rate depends on the specific condition, population, and healthcare setting. For sepsis, the
mortality rate varies based on severity:

e Sepsis Mortality Benchmarks

— Overall hospital mortality rate (all conditions): ~2-5% in developed countries (CDC, 2022).

— Sepsis (all types): ~10-20% mortality (Singer et al., 2016).

— Severe sepsis: ~“20-40% mortality (Singer et al., 2016).

— Septic shock: ~¥30-50% mortality, with some studies reporting rates exceeding 50-60% (Shankar-Hari et al., 2016).
 Comparison with Other Conditions

— Pneumonia: ~5-15% mortality (Welte, Torres, & Nathwani, 2012).

— Acute Myocardial Infarction (Heart Attack): ~4-12% in-hospital mortality (Benjamin et al., 2019).

— Stroke: ~¥10-15% in-hospital mortality (Feigin, Norrving, & Mensah, 2017).
* Implications

— Sepsis remains one of the leading causes of in-hospital mortality, with rates significantly higher than many other
critical conditions. Early identification and treatment are essential for improving survival rates. i E
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ACP: Internal Medicine Study: Sep-1 & Mortality

* Background: The Centers for Medicare & Medicaid Services (CMS) Severe Sepsis and Septic Shock Management Bundle
(SEP-1) is now included in the Hospital Value-Based Purchasing (VBP) Program.

* Purpose: To assess the evidence supporting SEP-1 compliance or SEP-1 implementation in improving sepsis mortality.
* Data Synthesis :

— 4403 references screened:17 studies included.
— 12 studies examined SEP-1 compliance & mortality: 5 showed benefit, 7 did not.

« Among the 5 showing benefit, findings were limited by confounders (e.g., specific patient groups, lack of
adjustments).

— 5 studies examined SEP-1 implementation & mortality: Only 1 showed benefit, but lacked pre-implementation trend
adjustments.

— All studies were observational with risk of bias
 Limitations:

— All studies were observational, limiting evidence quality.
— High methodological heterogeneity prevented a reliable meta-analysis.

* Conclusion:
— No moderate- or high-level evidence supports SEP-1 compliance reducing sepsis mortality.
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Antibiotic Resistance and SEP-1 in Sepsis Management

e Antibiotic resistance poses a * Prevalence of Antibiotic-Resistant Pathogens in Sepsis:
major challenge in managing —Global Impact: In 2019, antimicrobial-resistant infections
sepsis. were associated with approximately 4.95 million deaths

worldwide, with 1.27 million deaths directly attributable
e SEP-1 protocol mandates early W . . . .
to antibiotic resistance. Sepsis, a severe manifestation of

broad-§pectrum ant't.)'Ot'C USE, infection, is notably impacted by this resistance.
but resistance complicates CDC

treatment especially when given

if not needed —Common Resistant Pathogens: Pathogens such as

* Recent data highlights the Staphylococcus aureus (including MRSA), Escherichia coli,
impact of resistance on patient and Klebsiella pneumoniae are frequently implicated in
outcomes sepsis cases and exhibit significant resistance to standard

antibiotic therapies.
JAMA Network
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https://www.cdc.gov/antimicrobial-resistance/data-research/facts-stats/index.html?utm_source=chatgpt.com
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2764581?utm_source=chatgpt.com

Antibiotic Resistance and SEP-1 in Sepsis Management

* Balancing SEP-1 Compliance with Clinical * Antibiotic resistance complicates
Judgment sepsis treatment under SEP-1.

* Rigid SEP-1 adherence without flexibility , ,
may lead to: * Stewardship-driven approaches and
—OQOveruse of broad-spectrum antibiotics rapid diagnostics are essential.
—C. difficile infections and resistance * SEP-1 must adapt to local resistance
proliferation. trends for optimal patient
—Poorer patient outcomes. outcomes.

* Personalized treatment plans improve

effectiveness and safety. * A flexible, data-driven approach is

critical for success.
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* A 35-year-old male with a history of intravenous (V) * Clinical Interpretation:
drug use arrives at the Emergency Department (ED)
via EMS. He is lethargic, febrile (101.8°F), tachycardic
(HR 115 bpm), tachypneic (RR 22), and hypotensive

(BP 95/60 mmHg). His skin appears flushed, and he is tachypnea, and leukocytosis—the patient is
diaphoretic. His chief complaint is generalized malaise, flagged for sepsis.
chills, and body aches for the past two days.  Despite the absence of a confirmed infection

* Initial ED Workup with Possible with infection:
* Labs & Imaging:

Clinical Scenario

* Based on Systemic Inflammatory Response
Syndrome (SIRS) criteria—fever, tachycardia,

source, the ED physician initiates the SEP-1
bundle, administering broad-spectrum IV
antibiotics (vancomycin and
piperacillin/tazobactam) and IV fluids.

WBC: 13,500/mm? (elevated)
Lactate: 2.1 mmol/L (mild elevation)
Blood cultures: Pending

Urine toxicology: Positive for opioids and * |s the Diagnosis Appropriate?
methamphetamine

Chest X-ray: Clear, no evidence of pneumonia

Urinalysis: No signs of UTI
ECG: Sinus tachycardia
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Clinical Scenario :

Digging Deeper

Missed Diagnosis & Overuse of Antibiotics * Revised Treatment Plan After Re-Evaluation

Alternative Diagnosis: The patient is experiencing — Discontinue unnecessary antibiotics after
Systemic Inflammatory Response Syndrome (SIRS) sepsis workup is negative.

secondary to drug withdrawal and stimulant toxicity

Key Missteps: SIRS criteria were used without * |V fluids for hydration
evaluating an infection source, leading to premature - Clonidine or benzodiazepines for

sepsis labeling. withdrawal symptom relief

Empiric broad-spectrum antibiotics were

unnecessarily administered, increasing the risk of * Supportive care and toxicology

antibiotic resistance and C. difficile infection. consultation
The underlying withdrawal syndrome was not — Close Monitoring: Ensure vital signs stabilize
promptly addressed, prolonging symptoms. and reassess for any emerging signs of

infection.
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The Cost of Mislabeling Sepsis: One Label, Multiple
Consequences

& Misclassification: IV antibiotics > 1 C. difficile

&* SEP-1 bundle applied - Cost escalation

~ Prolonged LOS - DRG denial risk

12 Compliance risk > Clinical misalignment (SIRS /Sepsis)
L True Sepsis: Appropriate coding + timely escalation

Y» CDI + UR synergy supports defensible documentation
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Sepsis a New Clinical Insight To Query

* Who is Prone to Sepsis? * Clinical Indicators for Sepsis
Age 65 and older or 1 year and under 1. Abnormal vitals signs (i.e., SIRS!) indicate
Immunocompromised, on steroids pathology
Chronic medical conditions, like diabetes, chronic 7. Bacteremia
lung disease, cancer, chronic kidney or liver disease 3. Must have organ dysfunction (Must have organ

Recent severe illness, hospitalization, or surgery failure)

0+ Sepsis survivors * Altered mental status, metabolic/septic

Patients in ICU encephalopathy
* Hypoxia, acute hypoxic respiratory failure
* Type 2 MlI, acute myocardial injury
* Acute kidney injury (AKI)
* Coagulopathy, thrombocytopenia
* Acute liver injury, transaminitis, hyperbilirubinemia

* Hypotension, shock
lactic acidosis ‘
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Leadership Insight

* Getinvolved in conversations with Sep-1 protocols and bundles

* |ncorporate antibiotic stewardship protocols in your process

* Introduction of impending Sepsis Concept in our documentation to initiate Sepsis screening protocols
START SEPSIS BUNDLE as needed, keeping in mind antibiotic stewardship

—Create a policy to code for tracking purposes, R68.89 (Other general symptoms and signs), and
prepare to advocate for code changes

—Request a code change through ICD-10-CM Coordination and Maintenance by submitting a code
request application.

— Requestors can submit questions or comments about ICD-10-CM via email: nchsicd10cm@cdc.gov
* Leverage data when making administrative discussions on coding, denails and query processes
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Root Cause and Clinical Occurrence

High Risk Diagnosis/MS-DRGs @ Respiratory Failure and Best Practice Clinice
Reviews
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Failure DRGs

Respiratory

1.DRG 189 — Pulmonary Edema & Respiratory Failure

2.DRG 190 — Chronic Obstructive Pulmonary Disease (COPD) with MCC
3.DRG 191 — Chronic Obstructive Pulmonary Disease with CC

4.DRG 192 — Chronic Obstructive Pulmonary Disease without CC/MCC
* Documentation Must Haves :

—Confirm use of ABG, Sp0O2, BiPAP, provider-stated diagnosis
— ldentify POA indicators (pH <7.35, pCO2 >50, Sp0O2 <90%)
—Link treatment to documentation: e.g., escalation of oxygen, IV steroids

J
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resplratory Fatlure

Respiratory Failure

Objective

INical DeTtinition

Patient with no underlying Chronic Respiratory

Failure

Patient with Underlying Chronic Respiratory
Failure

1 or more of objective criteria

* Inability to maintain Sp0O2 <91% on RA
* PO2<60 mmHg

* P/F ration of <300

e pCO2 >50 and pH <7.35

from baseline (if known)
Prolonged respiratory rate of >25 or <8

e pO02 decrease or pCO2 increase by 10 mm Hg

 pCO2 >50 and pH <7.35

* pCO2 <10 from baseline

* pCO2 >10 from baseline

* Prolonged respiratory rate >25 or <8

* Worsening dyspnea with increase in chronic 02
from baseline to maintain O2 stats at baseline
(Must document chronic 02 baseline use)

Assessment

1 or more of Assessment Criteria

* Accessory muscle use
* Increased work of breathing
* Looks critically ill

e Accessory muscle use
* Increased work of breathing
* Looks critically ill

Intervention

1 or more of interventions

* 4L or more of supplemental 02
* Intensive monitoring of respiratory distress
* NRB, BIPAP, High Flow NC, or Ventilation

* Increase 02 from baseline

* BIPAP: unless for chronic use (PMH: sleep
apnea on BiPAP)

* NRB or HI Flow NC

* Intubation

= (equals)

Acute Respiratory Failure

Acute-on-Chronic Respiratory Failure

Further Specificity Respiratory Failure

* Hypoxia : Pa02 < 60 mmHg with normal or |,
PaCO2 or Room air Sp02<91%
* Hypercapnia : PaCO2 > 50 mmHg or pH.<7.35

Avoid describing acute ill patient as having no
acute distress (NAD)

Chronic
Respiratory
Failure: pH WNL
with high pCO2 .
Patient on
continuous home
02. Include
documentation of
oxygen
dependent.

<
\Y,



Scenario: Respiratory Failure & Sepsis Denial

$72,810.60
$12,866.91
$4,973.14

Claim Total Charges:
Reimbursement Amount:
Projected Recovery Amount:

Reviewer Rationale:

This 77-year-old male presented to the hospital O St ~arith cough and shortness of breath.

The provider assigned A41.S (Sepsis, unspecified organism) as the principal diagnosis. The clinical evidence in the medical record did
not support the assignment of A41.9. It was noted that the physician documented sepsis in the history and physical, progress notes
and discharge summary. To validate sepsis, the medical record is examined for consistent documentation of the condition and
evidence of a systemic response to infection beyond that expected in a local infection. Although useful in identifying infection, SIRS
criteria by themselves are overly sensitive and inadequately specific in verifying sepsis. While the patient’s presentation warranted
consideration of sepsis as a possible diagnosis, and a localized infection of pneumonia was identified, upon investigation, the
diagnosis of sepsis was not supported by the clinical evidence. Although the patient had an elevated white blood cell count to 13,150,
this finding is expected in a patient with pneumonia. There was no evidence in the medical record provided of a systemic response to
infection beyond that expected with pneumonia. There was insufficient clinical evidence and supportive doccumentation in the records
available for review to substantiate the coding of this condition. Therefore, as a result of this review, the diagnosis code(s) A41.9 has
been removed and J44.0 (Chronic obstructive pulmonary disease with acute lower respiratory infection) has been re-sequenced as the
principal diagnosis. =

Additionally, the provider assigned J26.01 (Acute respiratory failure with hypoxia) as a secondary diagnosis. The clinical evidence in
the medical record did not support the assignment of J86.01. It was noted that the physician documented acute respiratory failure with
hypoxia in the progress notes and discharge summary. Patients with COPD have chronically lowered Pa O2 and increased Pa CO2;
therefore, the diagnosis of respiratory failure in these patients must be based upon the degree of change from the usual state of the
individual and not simply on the levels of Pa O2 and/or Pa CO2 described above. For example, a patient with COPD may have Pa
CO2 levels in the range of S0 mm Hg, yet have near normal arterial pH due to renal compensation for chronic hypercapnia. A drop in
Pa O2 equal to or greater than 10 to 15 mm Hg generally indicates acute respiratory failure. There is insufficient clinical evidence in
the records available for review to substantiate the coding of this condition. The patient was diagnosed with chronic obstructive
pulmonary disease exacerbation and pneumonia. Treatment included low flow oxygen at 2-3 liters via nasal cannula. A venous blood
gas showed a pH of 7.42 and a partial pressure of carbon dioxide of 67 with a saturation of 92.7%. There was insufficient clinical
evidence and supportive documentation in the records available for review to substantiate the coding of this condition. Therefore, as a
result of this review, the diagnosis code(s) J96.01 has been removed as a secondary diagnosis.

This results in a change in DRG from 871 to DRG 180.
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Respiratory Failure Denial: Clinicals

Vital Signs

Heart Rate 1/21/2017
1/21/2017
1/23/2017

Respiration Rate 1/21/2017
1/23/2017

o

Pulse Oximetry 1/21/2017
1/22/2017

1/23/201

Reference Range of
values that are
representation of
Sepsis

> 90 beats/min

WBC-Leukocytes RYrAVPA iV
1/22/2017
1/23/2017

1/24/2017
32

40

96.3 > 100.9 °F (38.3°C)

or <96.8 °F (36°C)
HI PS5 g 88 Breath sounds

89% <90% course /SOB at

89% (2L O2 via nasal rest ... patient
cannula) ordered nasal

cannulaat2L

Nasal Cannula 2 Liters
administered
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90%

Reference Range
of values that are
representative of
Sepsis

>12 000 cells/pL
or < 4000 cells/pL

1/21/17 @10:38

1/21/17 @11:12




Strategies for Denials Prevention

Mitigation and Direction
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How to Start?

“Recognized the

need”

Set the stage by
identifying types of

denials

Work with PFS to
understand revenue
associated with each

type of denial

Distinguish
types of denials
in which CDI
should be
leveraged
&Evidence-Base
Definitions
Evaluated
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Established
monthly
meetings to
Implement and
cultivate
Revenue
Integrity Mgmt
program




Transform Insight Into Action: 5 Things You Can Do Now

* 1. Establish a Denials Prevention Committee
e 2. Revisit SEP-1 workflows with UR & Quality teams
e 3. Align CDI training with Sepsis-3 definitions

* 4. Advocate for Early Sepsis coding reform

5. Track sodium load & fluid strategy in queries
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Who are the Stakeholders in Operations-Admit-to-Denial

»

A deeper look into

Recoupment letters UR/CM
Cash Flow We are all apart
, \ of the solutions.
DATA-DATA-DATA
Single point of entry team CDI/HIM
Remit denials Open claims

. Closed claims ‘
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1. PFS Biller receives denial
letter

2. Denial letter is sent to
Revenue Integrity Team
Leadership

3. Rl evaluates clinical
documentation against CEBDs &
Official Coding Guidance and/or
Regulatory Requirement

-
o

4. Decision is made to Appeal or

Accept Denial. Appeal is written
vs PFS notified that we agree
with denial

5. Physician Advisor (PA)
receives template & provides a
‘statement’ &/or
input/suggestions

6. Appeal letter is revised (if
needed) & sent to PFS Biller

MIT

7. PFS Biller submits Appeal
letter & applicable medical
record documentation to
Payer/Review Agency

8. PFS Biller monitors status of
the Appeal & continually
updates CDI re: outcome of
Appeal

9. Continual communication
between CDI & Directors of
PFS/HIM, as well as Exec
Director of CDI




Reviewing the CV Denial & Preparing

: Step 2: Evaluate the
Step 1: Identify the Record against your E Step 3: Prepare the

targeted diagnosis(es) & Wll| Organization’s CEBD. If
the payer’s rationale for | 4 none exist, evaluate

denial. against widely accepted
CEBDs.

appeal letter, which
should include 3
sections.

Section 3: Cite the
CEBD references and Section 1: Summarize
any regulatory . ' the changes made by
requirements that - the payer, as well as
validate the \ their denial rationale.
diagnosis(es). Follow this

with applicable Official
Coding Guidance .
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Denials Prevention

Mitigation and Direction
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Front-end Denial Prevention- Education

 Physician and Mid-Level Providers

— Involve your Physician Advisors in the appeals

— Attend service line physician staff meetings

* Denial examples of high-risk

 CDI and Coding Education

— Ensure CDI and Coding staff are aware of all high-risk diagnoses

— Review cases with your Coding and CDI teams for potential missed opportunities
— Ensure all Coding and CDI staff stay updated on the most recent Coding Clinics
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Prc

yvider Education: Documentation & LOS

* Documentation Scenario Impact:

Scenario #1: Cerebral Infarction,
CHF, Dilated cardiomyopathy, LBB,
Atrial Septal Defect

Echo: LVEF 25-30%, BNP 2048-
>2203 -> 1396

Treatment: Lasix IVP
given, then Lasix ordered PO daily

Scenario #2: Query for Type and
Acuity of CHF

Answer: Acute-on-
Chronic Systolic HF

ALOS

SOI/ROM
(Risk
adjustment)

Relative
Weight

MS-
DRG

Scenario Description

1.0182 3.6 2.02%

Intracranial 2//2
Hemorrhage

or Cerebral

Infarction

w/CC

Intracranial

1.9130 6.1 17.71%

#2 064 3//3
Hemorrhage
or Cerebral
Infarction

w/MCC
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Front-end Denial Prevention- Interdisciplinary
Collaboration

Registered Dietitians

e Malnutrition

Respiratory Therapy

* RA 02, ABG’s, signs/symptoms of respiratory distress
Nursing

e Clinical distress, GCS scores, VS

Wound Care

* Pressure Ulcers- staging

PT/OT

* Signs of distress during therapy

Quality/Infection Control
 CAUTI’s, HAC’s, PEPPER Report
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Front-end Denial Prevention-Contracting

* Payer Contracting

— What criteria the payers use?

— Are third party auditors adhering to that?
* |Involve your Physician Advisors in discussions with Managed Care

— Instrumental in identifying poor practices used by third-party auditors
* Need clinicians’ presence during contract negotiation
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Denial Prevention Committee (DPC)

— A Denials Prevention Committee should be established

* Local/Regional/System-level?

— Collaborative venue —an area of focus in collaboration between CDI and other disciplines
— Guides strategy on denial management

— Ability to track and trend custom denial data as needed broken by:
* Analysis by category

* Timing trends

e Payer analysis

* Analysis by DRG

* Analysis by clinical site- system/region/hospital

* Money recouped

* Etc.
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DPC Tracking and Trending- Appeals

* Actionable Appeal tracking
— Time in appeal
— Appeal level
— Action taken on denials accepted
—When are S at risk being retracted?
— Are you appealing every case, if not why?

* The answer to this question should be tracked

* |deally using a software to track and trend, but simple Excel can be utilized
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DPC : Tracking example & Outcomes

Total S of Denied Cases: $534,410.16

Total Denied Cases: 2021

Encephalopathy 1l 1

AKI IH 1

Cerebral Edema N 2
Acute/Acute on Chronic Congestive HFpEF 1IN 3
Respiratory Failure |1IININININNEG -
Malnutrition I ©

I 17

Sepsis

0 2 £ 6 3 10 12 14 16 18

\ Y



Key [akeaways

. Identify the most denied DRG-related diagnoses and root causes.

. Learn how to perform clinical validation reviews real-time to prevent medical
necessity denials.

. Understand the intersection of clinical documentation, coding guidelines, and
payer policies.

. Develop strategies for effective denial prevention and appeal processes.

. Strengthen interdisciplinary collaboration to optimize claim integrity.

J
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Thank you

Shirlivia M. Parker, MHA, RHIA, CDIP, CRCR
shirlivia@gmail.com or sparker@medoventsolutions.com
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Appendix

Coding Rules and Clinical insights
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Sepsis Guidelines : Top 5 Rules

1. Sepsis:

—Coding the Underlying Infection: Assign the appropriate code for the
underlying systemic infection. If the specific infection or causal organism isn't
specified, use A41.9 (Sepsis, unspecified organism).

—Negative or Inconclusive Blood Cultures: Negative or inconclusive blood
cultures do not preclude a diagnosis of sepsis if clinical evidence supports it. In
such cases, it's advisable to query the provider for clarification.

—Term "Urosepsis': The term "urosepsis” is nonspecific and not synonymous
with sepsis. It lacks a default code in the Alphabetic Index. If documented,
qguery the provider for clarification.
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Sepsis Guidelines: Top 5 Rules

2. Severe Sepsis:
* Coding Requirements: Requires a minimum of two codes:
 First, code the underlying systemic infection.
* Second, assign a code from subcategory R65.2 (Severe sepsis).

* Additional Codes: Also, code any associated acute organ dysfunctions. If the causal organism isn't documented,
assign A41.9.

3. Septic Shock:

* Definition: Septic shock refers to circulatory failure associated with severe sepsis and represents a type of acute
organ dysfunction.

* Coding Sequence: For cases of septic shock:
* First, code the systemic infection.
* Then, assign R65.21 (Severe sepsis with septic shock) or T81.12 (Postprocedural septic shock), as applicable.
e Assign additional codes for other acute organ dysfunctions.

* Principal Diagnosis: The code for septic shock should not be assigned as the principal diagnosis. i E
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Sepsis Guidelines Top 5 Rules

4. Sequencing of Severe Sepsis:
* Present on Admission: If severe sepsis is present on admission and meets the definition of the principal diagnosis:
e Assign the underlying systemic infection as the principal diagnosis.
* Follow with the appropriate code from subcategory R65.2.
* Develops During Encounter: If severe sepsis develops during the encounter:
* Assign the underlying systemic infection and the appropriate code from subcategory R65.2 as secondary diagnoses.
5. Sepsis or Severe Sepsis with a Localized Infection:
* Reason for Admission: If admitted for sepsis or severe sepsis with a localized infection (e.g., pneumonia or cellulitis):
* Assign codes for the underlying systemic infection first.
* Then, code the localized infection as a secondary diagnosis.
* |f severe sepsis is present, also assign a code from subcategory R65.2.
* Localized Infection Leading to Sepsis: If admitted with a localized infection and sepsis/severe sepsis develops after admission:

s

* Assign the localized infection first.
* Follow with the appropriate sepsis/severe sepsis codes.
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The conundrum of Sepsis : Sep-2 vs. Sep-3

Sepsis + Organ Severe Sepsis + Refractory
SIRS + Infection= Sepsis Dysfunction= Severe hypotension/Vasopressor=
Sepsis Sepsis Shock

Life-threatening organ Sepsis + circulatory and
dysfunction caused by cellular metabolism
dysregulated host abnormalities
response to infection= (hypotension, vasopressor,
Sepsis lactate >2)= Septic Shock
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Severe Sepsis from Sepsis 2 is
now identified as Sepsis




67 yo male with a recent renal transplant
e U/S on admission showed good

Provider Education: Documentation and Quality reporting

Scenario Description Relative  ALOS SOI/ROM CMS
Weight (Risk Expected

adjustment)  Mortality

Rate

perfusion, along with an anterior
hematoma without compression

Risk actors: ESRD s/p transplant 4 days
prior, DM nephropathy, acute on chronic
anemia

Clinical Indicators: Troponin T: 93 (H) and

88 (H), chest pain, Hb 8.1/6.9, EKG, #1 919 Complications  1.8344 6.0 3/2 4.15%
Cardiology: EKG with no without of Treatment
ischemic changes (troponin likely Ml w/MCC
elevated in setting of ESRD).
Treatment: PRBC (declined), hold #2Query 919  Complications 1.8344 6.0 3/3 4.15%
ASA, Plavix, Lopressor, serial troponins, Impacting of Treatment
dialysis Risk of W/MCC
Mortality

Query sent for a type 2 Ml
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Transform Insight Into Action: 5 Things You Can Do Now

* 1. Establish a Denials Prevention Committee
e 2. Revisit SEP-1 workflows with UR & Quality teams
e 3. Align CDI training with Sepsis-3 definitions

* 4. Advocate for Early Sepsis coding reform

5. Track sodium load & fluid strategy in queries
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