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Disclaimer

* This material is designed and provided to communicate
information about compliance, ethics and coding in an
educational format and manner.

* The author is not providing or offering legal advice, but
rather practical and useful information and tools to
achieve compliant results in the area of compliance,
ethics, clinical documentation, data quality, and coding.

* Every reasonable effort has been taken to ensure that
the educational information provided is accurate and
useful.
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Goals/Objectives

* Review the history of industry Query Guidance.

* Understand key compliance risks and
vulnerabilities.

* Enhance knowledge of key AHA Coding Clinic
advice.

* Learn Physician Query improvements for success
and being compliant.




Scrutiny

HIM Coding has since DRGs started (1983/84) been
utilizing a physician query — Physician Attestation
was also used .

~ This might be verbal or ... as the years went
by, in the 1990’s “forms” and notes were
created .

* Concerns in 1998-2000 rose with “Up Coding”
and OIG investigations

* “Some” Clinical Documentation Improvement
activities began to focus on the concurrent
timeframe

¢ CMS January 2001 PROs (QIO) directed not to
accept Query Forms and addendums

* PROs were concerned and CMS held Town Hall
Meeting on July 2001

¢ CMS October 2001 directive allowed
consideration of Query Forms... if ... Certain steps
and elements were in place and they were “Not
leading”

001634

Background: Query History & Regulatory

¢ 2001 Per DHHS (Department of Health & Human
Services) Office of Clinical Standards and Quality
- (PRO 2001-13)

CATS
- Query forms should be: P

— Clearly and concisely written
- Contain precise language

— Present the facts and identify why the
clarification is needed

— Present the scenario
* 2001 AHIMA Practice Brief on Physician Query

AHIMA Developing a Physician Query
Process (2001)

This practios briefhas been updated See the latest version here This versian is
made available for historical purposss ouly.

Editar s nose: A updazd version of thispractice brifias pubiched as
“"Managing an Efctive Query Frocess”.

Principles of Medical Record Documentstion
Medical s=c0sd documentation is used for 2 oltitude of pusposes. inchiding

+ servingas @ memns of communication beteresn the physician 2nd the ather
memhers of the healthcare team providing case ta the patient

« servingas a basis for evalusting the adequacy and appropristeness of patient care
+ providingdata to suppert insusance claims

+ assistingin protecting thelege] interests of patients. hezlthcars professionals, and
healthears facilitiss

+ providingelinical dats far sesezrch 2nd sducation

To support thess various uses, it is imperative that medical sscord documentatian
be complete, accurate, and timely. Facilities are expectsd to comply with a number
of standards rezwding madical recosd completion 2nd contentpromulzsted by
altiple regulatory agencies

Joint G "Healtheare

‘The Joint Commission’s 2000 Hospisr dccrediation Standare: state, “the medicl
record contains sufficient infosmation to identify the patient suppart the dizmosis,
justify the treatment, document e course aud results, and promots contnuity
‘amonz hezlth care providers™ (D7 2).1 The Joint Commission Standards also
st2t2, “padica) r2cord dara 2nd infosration are manased in 2 timely manned™
(DL78)

AHIMA Practice Brief 2001

* Principles of Medical Record

Documentation

Medical record documentation is used for a
multitude of purposes, including:

serving as a means of communication between
the fnhysician and the other members of the
healthcare team providing care to the patient

serving as a basis for evaluating the adequacy and
appropriateness of patient care

providing data to support insurance claims

assisting in protecting the legal interests of
atients, healthcare professionals, and healthcare
acilities

providing clinical data for research and education

To support these various uses, it is imperative
that medical record documentation be complete,
accurate, and timely. Facilities are expected to
comply with a number of standards regarding
medical record completion and content
promulgated by multiple regulatory agencies.




History (cont.)

AHIMA Managing an Effective Query

* Between 2001 and 2008 HIM and Process
Providers were “doing the best they o
could” -
* Real emergence of Clinical SRR IR e e

Thia graciice beief apdies e 2001 gacice beief “Developiag 2 Physicias Qoeey Browss " wibs

Documentation Improvement RIS
Programs or CDI 2000-2008

* Greater compliance scrutiny with
HIM Coding Queries and CDI

* AHIMA 2008 Practice Brief on

Inmdey's changing P it
‘peofisinsals face incronsed demmats 10 prodoce accua coded dm. Theredore, esnblishing

by 2 propely

Faoctinsing gutry groce.

”Managipg the Physician Query —
Process i D O o o Mo”3t i g
. . CM Caogesasing Parsies: the Amesican Hosginy] Amociasio the Amasican Heai Taformming
* AND ....Greater scrutiny compliance B e

?:gDa:in with HIM Coding Queries and

Tee guidrfions sme:

« AHIMA 2010 CDI Program Guidance e S L L S

ackinced Taessie

AHIMA Practice Brief 2008

* In today’s changing healthcare environment, health information
management (HIM) professionals face increased demands to
produce accurate coded data. Therefore, establishing and
managing an effective query process is an integral component of
ensuring data integrity. A query is defined as a question posed to
a provider to obtain additional, clarifying documentation to
improve the specificity and completeness of the data used to
assign diagnosis and procedure codes in the patient’s health
record. Documentation can be greatly improved by a properly
functioning query process.

* This practice brief offers HIM professionals important
components to consider in the management of an effective query
process. It is intended to offer guiding principles to implement
ghe query process while in no way prescribing what must be

one.




AHIMA Guidance: CDI Programs

May 2010 - Guidance for Clinical Documentation Improvement Programs

Healthcare consumers are unique. Each person has his or her own combination of medical
conditions that organizations must somehow standardize for data comparison. One way to capture
these data is by translating clinical documentation into codes such as ICD-9-CM and CPT.

Historically, in the inpatient setting, data collection occurred after the patient was discharged. After
discharge, HIM professionals checked the record for discrepancies that could hinder code
assignment. HIM professionals would then query the provider for clarification. (For purposes of this
practice brief, the term “query” will be used to identify any physician communication tool.)

However, with the implementation of the prospective payment system, coded data took on greater
significance and became a mechanism for reimbursement, quality measure reporting, and profiling.
The increased need for interpreting coded data for meaningful comparison and quality reporting
has led to the expansion of the HIM professional’s role in clinical documentation improvement
(CDI).

The focus of most CDI programs is on improving the quality of clinical documentation regardless of
its impact on revenue. Arguably, the most vital role of a CDI program is facilitating an accurate
representation of healthcare services through complete and accurate reporting of diagnoses and

procedures

AHIMA Guidelines for Achieving a
Compliant Query Practice
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AHIMA Practice Brief 2013

In court an attorney can’t “lead” a
witness into a statement. In hospitals,
coders and clinical documentation
specialists can’t lead healthcare
providers with queries. Therefore,
appropriate etiquette must be followed
when querying providers for additional
health record information.

A query is a communication tool used to
clarify documentation in the health
record for accurate code assignment.
The desired outcome from a query is an
update of a health record to better
reflect a practitioner’s intent and
clinical thought processes, documented
in @ manner that supports accurate
code assignment. The final coded
diagnoses and procedures derived from
the health record documentation
should accurately reflect the patient’s
episode of care.




AHIMA Practice Brief 2016
AHIMA Guidelines for Achieving a
Compliant Query Practice (2016 Update) . . . .
* Editor’s Note: This Practice Brief
J—— supersedes the February 2013
e Practice Brief titled "Guidelines
ot i s, for Athg'w?’g a L;omﬁh'ant Que,;r_y
il o et o et sl frmeproie i Practice™ The only change in this
e N version of the practice brief was
s o e o bt o T G s B to update the Coding Clinic
e e gpe e ot gt o reference from ICD-9-CM to ICD-
m&;ﬂnmmwmxda: 10-CM and ICD-10-PCS.
‘The gnidanceaf fis precticebeief usmens and wher applichle, spesadss
prior AHIMA mricemez an Th: inent of this practics brizf s not o Bmit
clinical commimication for purpases of patient care Ratherit is tomainfain the
imtagrity of the coded Reslécare dam Al professionals am ncourssed 1 adhere e u ”
s (s il ok ek ot * In court an attorney can’t “lead” a
P —— S witness into a statement. In
B e Nt s s e A hospitals, coders and clinical ,
Fuppan gy documentation specialists can’t lead
x‘““?‘"‘;‘”"“’;‘m‘, st healthcare providers with queries.
Ao RS Therefore, appropriate etiquette
- Is conficine impeeds, imompee, lasitle smbiga, o iRy must be followed when querying
providers for additional health record
information.

AHIMA'’s Guidelines for Achieving a
Compliant Query Practice (2016 Update)

When and How to Query if documentation:

* Is conflicting, imprecise, incomplete, illegible, ambiguous, or
inconsistent

e Describes or is associated with clinical indicators without a
definitive relationship to an underlying diagnosis

¢ Includes clinical indicators, diagnostic evaluation, and/or
treatment not related to a specific condition or procedure

* Provides a diagnosis without underlying clinical validation
* Is unclear for present on admission indicator assignment
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Risk and Concerns with “Leading Queries.
What is “leading”?

* “Leading” is implied when the expected answer
is in the question.

* Giving the expected answer to the question

~ Examples:

~ Was the chest pain caused by unstable angina?
~ Was the patient on Lasix to treat CHF?
— The patient was dehydrated, correct?

 Caution with wording of both written and verbal
queries.

Do We Really Have A Problem...?

* There are 1.2 billion outpatient and physician office
visits per year in the U.S. Research shows that
between 10 and 70 percent of patient medical
records contain documentation that is of poor
guality, or on average about 45 percent.

* Therefore, each year, about 500 million patient
record entries are created that contain poor
quality clinical documentation.

* Source: CDMatters

14




Do We Have A Problem? ... Study Related to
Documentation

* In a survey conducted by DJ Iber Publishing, a third
of organizations reported that their concurrent query
rates were between 10 and 24 percent, and another
22 percent of organizations reported that their
concurrent query rates were between 25 and 35
percent.

* In a study published in the Journal of Bone and Joint
Surgery, the researchers note that a possible reason
for the widespread lack of proper documentation is a
lack of emphasis on careful documentation in
medical school, residency, and physician practices.

-'?f U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

The Supplementary Appendices for the

Medicare

Fee-for-Service

2016 Improper

Payments Report

af e jale]e|afe]a]| & |B|2 8 ls |8
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Medicare Payment Accuracy: Linked to “Coding”

Government publishes information on ‘@Payment Accuracy.gov HIGH.PRIORITY PROGRAMS | FAQ | RESOURCES|
federal programs that are targeted for | ~
payment accuracy.

High-Priority Programs
¢ This information shares the findings AT

from government audits.

* Improper payments occur when either:

= Federal funds go to the wrong
recipient, ot impropsr impropar

= the recipient receives the — cgeney iy romn e
incorrect amount of funds (either
an underpayment or
overpayment),

= documentation is not available to
support a payment, or

= the recipient uses Federal funds in
an improper manner.

https://paymentaccuracy.gov

PaymentAccuracy.Gov

* Improper payments occur when either:
~ Federal funds go to the wrong recipient,

— The recipient receives the incorrect amount of funds (either an
underpayment or overpayment)

~ Documentation is not available to support a payment, or
~ The recipient uses Federal funds in an improper manner

* Under the Medicare Advantage (MA) Program, also known as
Medicare Part C, there are more than 19 million beneficiaries

enrolled.
Total Payments Improper Payments Improper Payment Rate
$172.8B $14.4B 8.31%
Supplemental Measures
igh-Risk Hierarchical i Categories
Current Measure: 3 3% Update Frequeney: Annually
Target 3.3% Data Current as of. Movember 2017




PaymentAccuracy.Gov - cont.:

e This annual supplemental measure analyzes the ten CMS Hierarchical Condition
Categories (CMS-HCCs) that have the highest rates of error. CMS-HCCs are the
disease groups that determine the disease component of risk-adjustment payment.

* The ten condition categories that make up this measure for FY 2017 are:
1. Ischemic or Unspecified Stroke -

Cerebral Hemorrhage

Aspiration and Specified Bacterial Pneumonias

Unstable Angina and Other Acute Ischemic Heart Disease

End-Stage Liver Disease

Diabetes with Opthalmologic or Unspecified Manifestation |

Drug/Alcohol Psychosis

Lung, Upper Digestive Tract, Other Severe Cancers

Vascular Disease with Complications

Major Complications of Medicare ad Trauma

Documentation
and Diagnostic
Coding Risk
Areas.

Lo N ULBEWwN

._\
©

Do We Need to Query the Physician? . .. Yes!

* Fact and Reality is: Clinical terminology and the
classification system terminology in coding (ICD-10-CM
And CPT):

— Lack of sufficient documentation or no documentation to
support the healthcare claim/charges;

~ Documentation and charges did not meet medical necessity;
— Documentation that is conflicting, contrasting, or ambiguous;
~ Documentation is nonspecific;

~ Reimbursements systems are “CODE DEPENDENT”;

— Quality Reporting is becoming “Code Dependent” also.

20
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Yes, We Need to Query The Physician!

* Querying for proper documentation is crucial to
patient care, risk management, Quality scores
(measures), coding, and billing.

* Not all documentation is complete at the time of
the encounter/visit or at the time of coding.

¢ Joint Commission and Medicare both require
documentation of the clinical significance of
abnormal test results.

* Healthcare compliance (fraud, waste and abuse).

Yes, We Need To Query (cont.)

* OIG audit findings
~ DRG reports and others

* Recovery Audit Contractor (RAC) findings.
* AHA Coding Clinic guidance—direction to query.

* MS-DRGs and HCCs require greater coding
specificity, thus, the documentation also needs to
be specific and detailed ... querying is needed.

* Healthcare is complex and the rules can be
confusing!

2
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Clinical Documentation Can Have Risks

* The physician uses symbols: plusses, minuses, up arrows, down
arrows.

¢ In the clinical situation, it is incumbent on coders to seek
clarification if that “Na” with an up arrow means hypernatremia
or something else, such as sodium levels returning to normal.

* If the “Hb” with a down arrow and a level of 6.8 grams indicate
that the transfusion was for anemia, what was the cause of the
anemia if that’s indeed what was meant?

* Does “ETOH” with a plus mean the patient is an alcoholic, an
i‘:\lcolhol abuser, drinks socially, or had a positive blood alcohol
evel?

e There are codes for many of these and no code should be
assigned to others.

AHIMA Practice Brief 2016

AITVA Guideines for Achieving ¢ Utilize and follow to help
Compliant Query Practice (2016 Update) bEIHg SUCCGSSfUl and Wlth
Editors \o_zF\l Pf:zszngf jpe'm -e.r_t-a-m‘sfpnz_z.exqg_ com p||a nce.

i;::;qwi-mﬁa;;;%mmmw - * This is the gold standard in
e the industry.

for accurate cods sssiznment. The desied outcams foma query & anwpdsata
Tizalth record 1o better reflect s practiines s iment 2nd climical thought processes,
documentsd 0 3 mEmmer that sUPPors acowrate codeassimmant The final codad
diamnosas and procadurss derivad from the hlfiszcord docemenzon should
‘accurately raflact the patien's episode of cae.

Ths sidanceof fispacics bl s 2 mﬂ.wlma = spplicile spmsds
priat AHIMA sridance an quesiss The

linical comerimicetion for porpases ui]nbenfcae Raﬂmummmnue
m'emnufﬂacu&dhdﬂn:edlﬂ Allprofaszionsls 3= encowrssad 1o adhers
10 thesécompln querying suiddines samedless of cradaniz], sals, title, of wse of
any tachmologicl mkxmhedmﬂeqnmym

A proper quary prooss ensures tha the
hm]ﬂua:md ‘Persame] perfonming the query fmction shoul foaus ona

pliznt queny process and zteclinic] mdicato: o
sn]mmﬂeqw’_v
When and How to Query

The generstion of 2 query should be considered when the hecith racord
documentation:

- Is confliving impredss insomgles, illsitle, anbizuom, or nomsism

12
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AHIMA'’s Guidelines for Achieving a
Compliant Query Practice (2016 Update)

AGAIN ... When and How to Query...if documentation:

* Is conflicting, imprecise, incomplete, illegible, ambiguous, or
inconsistent

e Describes or is associated with clinical indicators without a
definitive relationship to an underlying diagnosis

¢ Includes clinical indicators, diagnostic evaluation, and/or
treatment not related to a specific condition or procedure

* Provides a diagnosis without underlying clinical validation
* |s unclear for present on admission indicator assignment

Compliant Query

AHIMA’s Guidelines for Achieving a Compliant Query
Practice (2016 Update)

* All professionals are encouraged to adhere to these
compliant querying guidelines regardless of
credential, role, title, or use of any technological
tools involved in the query process.

13



001 6H 346

Compliant Query

AHIMA’s Guidelines for Achieving a Compliant Query Practice
(2016 Update)

e Although open-ended queries are preferred, multiple choice
and “yes/no” queries are also acceptable under certain
circumstances

* The “yes/no” query format should be constructed to include
the additional options associated with multiple choice queries

(i.e., “other”, “clinically undetermined”, and “not clinically
significant and integral to”)

001 6H 346

Compliant Query

AHIMA’s Guidelines for Achieving a Compliant Query Practice
(2016 Update)

* “Yes/no” queries may not be used in circumstances where
only clinical indicators of a condition are present and the
condition/diagnosis has yet to be documented in the health
record.

* New diagnoses or procedures cannot be derived from a
“yes/no” query

14



Compliant Query

AHIMA’s Guidelines for Achieving a Compliant Query Practice (2016
Update)

EXAMPLE: “Yes/no” Format

SCENARIO: In the impression of the pathology report, ovarian cancer is
documented; however, only ovarian mass is documented in the final
discharge statement by the provider.

QUERY: Do you agree with the pathology report specifying the “ovarian
mass” as an “ovarian cancer”? Please document your response in the
health record or below.

Yes

No

Other

Clinically Undetermined

Querying

* Following the AHIMA Practice Brief guidance:

* All queries must be accompanied by the relevant clinical )
indicator(s) that show why a more complete or accurate diagnosis
or procedure is requested.

¢ Clinical indicators should be derived from the specific medical
record under review and the unique episode of care.

¢ Clinical indicators supporting the query may include elements
from the entire medical record, such as diagnostic findings and
provider impressions.

* Multiple choice query formats should include clinically significant
and reasonable options as supported by clinical indicators in the
health record, recognizing that there may be only one reasonable
option.

30
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Querying (cont.)

* Providing a new diagnosis as an option in a multiple
choice list-as supported and substantiated by
referenced clinical indicators from the health record-is
not introducing new information.

* Multiple choice query formats should also include
additional options such as “clinically undetermined”
and “other” that would allow the provider to add free
text.

 Additional options such as “not clinically significant”
and “integral to” may be included on the query form if
appropriate. (read the complete Practice Brief . . .)

Source: AHIMA Practice Brief

Query Tip . . . Anemia

* If “anemia” is not already documented anywhere in
the health record then the written query should
not be titled “anemia.”

- However, if “anemia” is already documented in the

health record, then a written query may be titled
“anemia” and seek additional specificity regarding the

type.
~ Multiple choice selection
* Think of your queries and other Dx or procedures
you seek clarification on/for.

32
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Query Form/Template

* The query form can/should be used “to the extent it
provides clarification and is consistent with other
medical record documentation.”

* The query form should be phrased such that the
physician is allowed to specify the correct diagnosis.

¢ It should not indicate the financial impact of the
response.

* The form should not be designed so that the only
thing required is a signature.

Verbal Querying

* Every verbal exchange related to a specific record, must be
recorded and stored per hospital policy.

* Summarize every verbal query in writing for compliance
purposes.

* Follow the same guidance for written AND verbal querying
(queries).

* NOTE: Federal Investigators were onsite at a hospital, they
observed interactions between CDI staff and providers and
identified noncompliant, leading exchanges, this raised
qguestions and vulnerabilities.

17



Query Technology

* EHR/EMR now has the ability to generate a physician query
- Can not lead
* Computer Assisted Coding (CAC) has the ability to generate
a physician query
— Can not lead
* CDI technology has the ability to generate a physician
query.
~ Can not lead

* ALL Technolofgy tools must follow the industry standards, ie
Practice Brie

* We need HIM Coding compliance oversight!

AHA Coding Clinic Guidance

AHA CC 2nd Qtr. 2000 pgs. 17-18:

“If there is evidence of a diagnosis within the medical
record, and the coder is uncertain whetheriitis a
valid diagnosis because the documentation is
incomplete, vague, or contradictory, it is the
coder’s responsibility to query the attending
physician to determine if this diagnosis should be
included in the final diagnostic statement.”

18



AHA Coding Clinic Guidance (cont.)

AHA CC 2nd Qtr. 2002:

“When the attending physician does not confirm the
results of the radiology report for inpatient coding,
guery the attending physician regarding the clinical
significance of the findings and request appropriate
documentation be provided.”

AHIMA Standards of Ethical Coding
* 12/2016 AHIMA Revised Standards of Ethical Coding

* Introduction: all coding
professionals and all
settings.

* Definitions
» 11 Principles

* How to Interpret the
Standards of Ethical
Coding: Standards and
Guidelines

e Footnotes
* Resources

SAHIMA

19



Standard and Guideline #4

Query and/or consult as needed with the provider for clarification and additional
documentation prior to final code assignment in accordance with acceptable healthcare
industry practices. (think of the AHIMA Practice Briefs)

Coding professionals shall:

4.1. Farticipate in the development of query policies that support documentation
improvement and meet regulatory, legal, and ethical standards for coding and
reporting.

Example: Guidelines for Achieving a Compliant Query Practice (2016 Update)

4.2. Use queries as a communication tool to improve the accuracy of code assignment
and the quality of health record documentation.

Example: Designing and adhering to policies regarding the circumstances when
providers should be queried to promote complete and accurate coding and complete
documentation, regardless of whether reimbursement will be affected.

Example: In some situations a query to the provider will be initiated after the initial
completion of the coding due to late documentation, etc., this should be conducted in a
timely manner.

39

N0 1A 34K
Standard and Guideline #4 (cont.)

4.3 Query with established practice brief guidance when
there is conflicting, incomplete, illegible, imprecise, or
ambiguous information, (e.g., concurrent, pre-bill, and
retrospective).

Coding professionals shall not:

4.4. Query the provider when there is no clinical
information in the health record that necessitates a query.

Example: Querying the provider regarding the presence of
gram-negative pneumonia on every pneumonia
case/encounter.

4.5. Utilize health record documentation from or in other
encounters to generate a provider query.

a0
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FY2018 Official Coding & Reporting Guidelines

1G0-10-CM Offcial Guidelings for Coding and Reporing Narrative changes appear in bold text,
(Drctober 1, 2017 s:qmmlw 30, 2018) .
T Items underlined have been moved
Trakicy aze used va indicare revition: o beading change: . . . . .
e o e e 9t e o within the.e guidelines since the FY
::‘:::::m ‘of i 10 Ravasice, Chisic Tkéﬁnh‘ D-10-CM 2017 version.
A e mf’:% R
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T i b b s o . o s e . Core heading changes.
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FY2018 Official Coding & Reporting Guidelines
(cont.)
* The ICD-10-CM Official Guidelines for Coding and Reporting’s suggestion that a

“joint effort” between the coders and providers results in the most accurate
and complete documentation.

° Examples:

e Conventions #13 Excludes 1: If it is not clear whether the two conditions involving
an Excludesl note are related or not, query the provider.

* Guidelines: #16 Documentation of Complications of Care: Query the provider for
clarification, if the complication is not clearly documented.

* #17 Borderline Diagnosis: Whenever the documentation is unclear regarding a
borderline condition, coders are encouraged to query for clarification.

* Chapter 1 Specific Guidelines: Acute organ dysfunction that is not clearly associated
with the sepsis: If the documentation is not clear as to whether an acute organ
dysfunction is related to the sepsis or another medical condition, query the
provider.

42

21



Coding Clinic Reference

* AHA Coding Clinic 4t Quarter 2015 pages 20-21

* Applying Past Issues of AHA Coding Clinic for ICD-9-CM to
ICD-10

— Documentation issues would generally not be unique to ICD-9-CM,
and so long as there is nothing new published in Coding Clinic for
ICD-10-CM and ICD-10-PCS to replace it, the advice would stand.

*NOTE: Please read the referenced Coding Clinic in its entirety*

How Do We Query the Physician?

* Without leading the physician to a diagnosis or
procedure wording/language.
— Be careful and think “compliance”

* Without suggesting a diagnosis or procedure.
* It’s a balancing act and it takes knowledge and skill.

22



Awareness and education—to Physicians

* Explain ... Why queries are used.

* Outline the process, including expectations for
response (e.g., how, time frame)

* Develop together a Query policy and procedure.

* Provide examples of queries that the physicians might
see based on known issues in your facility/practice.

* Emphasize the documentation improvement aspect
and how the query may be a learning tool for the
physicians to be aware of the necessary documentation
for coding in particular clinical situations.

Communicate to Physicians

* Encourage physicians to document the following:

- Conditions being empirically treated

— Diagnoses resolved versus ruled out

- Interactions between disease processes

- The possible, probable, or suspected cause of
symptoms

- The reason for patient retention or extended length of
stay

~ Their clinical concerns regarding a particular patient

~ Any Uncertain conditions

* Promote an open dialog

46
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Have Coding Query Policies and Procedures
* Physician Querying — for quality data

* Follow the AHIMA Practice Briefs
— Gold Standard across the industry

* Query Wording and format — nonleading
* Retain queries (nothing to hide)
- Monitor and track

* Educate on querying
~ Include CDI and Physicians

¢ All payers and all settings (including outpatient)
- Not just Medicare

CDI Policy and Procedures

* Establish CDI P&P to address querying

* Follow the AHIMA Practice Brief for your CDI
querying

* Address Written (including electronic) and verbal
querying (forms/templates)

* When to query and How to query
* Build a QA process of CDI querying also!
* Don’t single out just one payer or one setting

a8
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Quality Assurance (QA) Review/Process of
Queries

* There should be a regular quality assurance review
process in place (supports compliance)

* Random and focused sampling of Coding and CDI query
process and forms

¢ Discuss Coding query process and forms
~ Include in regular Coding Audits and CDI Reviews

* Check for appropriateness of query
- Non-Leading (wording/format)
- Missed opportunities
— Over-utilizing querying

* Trend findings over time

49

Quality Assurance (QA) for Coding and CDI Query
Process and Forms (cont.)

* Give feedback to staff and discuss

* Make changes in forms and processes
* Annual Review of Policy

* Annual Review of Forms/Templates

* Education and awareness: continuously
- Dialog and openness
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Key Documentation

Unclear documentation can occur when a physician suspects a condition,
documents it initially, rules it out mentally (but fails to provide documentation),
and then simply stops documenting the condition entirely in the record.

The physician documentation should describe the patient’s condition, using
terminology that includes specific diagnoses as well as symptoms, problems, or
reasons related to this encounter.

A physician query process should be in place to assist in obtaining accurate and
specific documentation.

Remember the documentation MUST support the coding and the claim data.

Key Documentation (cont.)
Office encounter notes (EXAMPLE):

E&M History and Physical

ER Physician Notes Progress Notes (encounter/visit notes)
Consultation MD Orders

Discharge Summary Nursing Notes — provide clues
Consultation Lab/Radiology (provide clues)

NOTE: When documentation is incomplete or imprecise, you should query the
physician. Have a physician query process (and policy); follow the AHIMA Practice
Brief (industry gold standard).

Remember: guidelines and AHA Coding Clinic DO instruct to query the

physician/provider!

NOTE: If the guidelines instruct to “query” then you should follow the guideline!

REMEMBER: Diagnosis supports Medical Necessity!
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Key Next Steps.. ..

* Know the Query Practice Brief guidance
* Develop written P&P: follow the Practice Briefs
* Perform Query Reviews/Audits

* Track and trend findings relating to Physician Queries
~ Which Dx or Procedure are being queried the most?
~ Which Physicians have the highest frequency of querying

¢ Solicit feedback from CDI and HIM: work together

* Annually review the Query Policy

* Annually review any Physician Query forms/templates

* Provide education & feedback

 Build these steps into your success and compliance activities

Summary

* Queries are an essential tool for a true picture of the
patient care encounter and decision making, for
compliance, reimbursement and quality improvement
because they elicit more documentation from
physicians on patient diagnosis and treatment.

* Have a QA process within your CDI and HIM Coding
operations.

* Look at industry standards (AHIMA) to help guide you
and your staff or your program.

* Be successful is being compliant!
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Any Questions?

* Are there any questions from our attendees?

Thank you!

* We appreciate you attending today and hope you
will attend another AHA Webinar!
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Complete the Evaluation — Your Input is Important!

Please complete survey for CEU verification form.

https://www.surveymonkey.com/r/march 20 webinar
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