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Onsite Process

 

Audit Process Overview 
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Medical Record Requests and Scheduling Audits 

 Provider will receive Letters of Intent requesting either an onsite audit or 

to send medical records for review in a HIPAA-compliant manner 
• Letters will include relevant patient details (e.g. name, dates of service) 

• Onsite request includes proposed audit date within 30 days of LOI 

• Medical Record Request includes instructions for sending records to Equian 

 Provider Medical Records/HIM department will be contacted to schedule 

audits (onsite only) 
• Equian scheduler will provide necessary auditor information to facility for logins 

and appropriate access 

• Equian team will look to schedule an exit interview with the facility coding 

manager at the same time 

• In week prior to audit, Equian will confirm with provider that records/access will 

be available for audit on agreed date 

 Provider sends Medical Records to Equian (remote audits) 
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Conduct Audit 

 Equian Auditor travels to Provider and signs in with provider (onsite) or 

begins auditing the medical records from provider (remote) 

 Auditor reviews medical records 
• Auditor will only review records; no copying or printing of records 

• If records are not complete, auditor works with facility HIM to obtain complete 

record 

• If there is a finding, auditor creates worksheet containing before and after 

codes and rationale 

 At conclusion of audit, Equian auditor participates in exit interview with 

Provider Coding Manager 
• Findings worksheets are provided to Coding Manager in advance 

• Opportunity to cement relationship, reduce appeals and associated 

administrative burden 
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Post Audit 

 Provider will receive findings letter including before and after codes 

and rationale for change 
• Equian sends to appropriate contact(s) through provider-preferred medium 

(email, fax, certified mail, etc.) 

• Findings letter includes instructions should the provider want to dispute finding 

 Equian Post-audit team processes incoming provider 

communication (email, fax, phone, etc.) daily and responds to 

provider as necessary 
• Provider disputes received are addressed within the specified timeframe 
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DRG Discussion 
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DRG Audit Guidelines and Standards 

 ICD-10-CM and ICD-10-PCS instructions and coding conventions 

 ICD-10-CM and ICD-10-PCS Official Guidelines for Coding and Reporting 

(as approved by the Cooperating Parties: American Hospital Association (AHA), American 

Health Information Management Association (AHIMA), CMS and NCHS) 

 AHA Coding Clinic for ICD-10-CM/PCS 

 Industry standards as outlined by the American Health Information 

Management Association (AHIMA) such as: 
AHIMA Standards of Ethical Coding and AHIMA Guidelines for Achieving a Compliant Query 

Process 

 Up To Date Clinical References – peer-reviewed medical articles 
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Medical Record Documentation 

“A joint effort between the healthcare provider and the coder 

is essential to achieve complete and accurate documentation, 

code assignment, and reporting of diagnoses and 

procedures.” 

“The importance of consistent, complete documentation in the 

medical record cannot be overemphasized. Without such 

documentation accurate coding cannot be achieved.” 

ICD-10-CM Official Guidelines for Coding and Reporting 
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Medical Record Documentation 

“Code assignment may be based on other physician (i.e., 

consultants, residents, anesthesiologist, etc.) documentation 

as long as there is no conflicting information from 

the attending physician.” 

ICD-10-CM/PCS Coding Clinic, First Quarter ICD-10 2014 
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Medical Record Documentation 

Facilities need to ensure that documentation is complete, accurate, and 

appropriately reflects the patient's clinical conditions. 

CDI and coding staff should query and/or consult as needed with the provider for 

clarification and additional documentation prior to final code assignment when there 

is conflicting, incomplete, illegible, imprecise, or ambiguous information in the 

medical record. 

If after querying, the attending physician affirms that a patient has a particular 

condition in spite of certain clinical parameters not being met, the facility should 

request the physician document the clinical rationale and be prepared to defend the 

condition if challenged in an audit. 

ICD-10-CM/PCS Coding Clinic, Fourth Quarter ICD-10 2016 

ICD-10-CM/PCS Coding Clinic, Fourth Quarter ICD-10 2017 

AHIMA Standards of Ethical Coding 
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Focus Conditions 

 Sepsis 

 Acute Respiratory Failure 

 Malnutrition 

 Hyponatremia 
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Definitions – Principal Diagnosis 

The circumstances of inpatient admission always govern the 

selection of principal diagnosis. The principal diagnosis is defined in 

the Uniform Hospital Discharge Data Set (UHDDS) as “that condition 
established after study to be chiefly responsible for occasioning the 

admission of the patient to the hospital for care.” 

ICD-10-CM Official Guidelines for Coding and Reporting 
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Definitions – Additional Diagnoses 

General Rules for Other (Additional) Diagnoses 

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

clinical evaluation; or 

therapeutic treatment; or 

diagnostic procedures; or 

extended length of hospital stay; or 

increased nursing care and/or monitoring. 

ICD-10-CM Official Guidelines for Coding and Reporting 
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Sepsis 

 Meets the UHDDS definition of a reportable principal or “other” (additional 
diagnosis) 

 Clear, consistent documentation by the provider of the condition 

 Is the diagnosis clinically supported by sepsis III criteria? 

 Was the condition due to a complication of procedure/device? 

 Does the documentation support the condition being present on admission? 

 Validation of co-morbid conditions impacting DRG assignment 

 Validation of procedure codes impacting DRG assignment 
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Sepsis III Criteria 

 Sepsis is defined as a life threatening organ dysfunction due to a 

dysregulated host response to infection 

 Based on SOFA scores 

 Criteria included PaO2/FiO2, thrombocytopenia, hyperbilirubinemia, 

hypotension, Glasgow coma scale, creatinine level, and urine output 

 SOFA score of > or = 2 reflects an overall mortality risk of about 10% in a 

hospital population with infection, and identifies organ dysfunction 

 In a patient with existing organ dysfunction, an acute increase in SOFA 

score > or = 2 reflects the additional organ dysfunction due to infection 
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Respiratory Failure 

 Meets the UHDDS definition of a reportable principal or “other” 

(additional diagnosis) 

 Clear, consistent documentation by the provider of the condition 
. 

 Is the diagnosis clinically supported in the medical record? 

 Was the patient intubated for airway protection? 

 Was the diagnosis an “expected condition”, i.e., post surgical weaning 

from vent? 
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Respiratory Failure 

 pO2 <60 mm Hg (or Sp O2 (pulse oximetry) <91% on room air 

 pCO2 >50 and pH <7.35 

 pO2 decrease or pCO2 increase by 10mm Hg from baseline (if known) 

 Must be associated with clinical signs and symptoms including: 

• For hypoxic respiratory failure: respiratory distress, tachypnea, cyanosis, 

retractions, increased work of breathing, air hunger, accessory muscle 

use, nasal flaring, and/or altered mental status. 

• For hypercapnic acute respiratory failure: If not accompanied by hypoxia, 

often only altered mental status and then coma due to CO2 narcosis. 
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Malnutrition 
 Clearly and consistently documented 

 Meets the UHDDS definition of a reportable principal or “other” (additional 

diagnosis) 

 Diagnosis must be clinically supported by ASPEN criteria (2012 Adult 

Malnutrition Consensus Statement of the American Society for Parenteral and 

Enteral Medicine) 

 Previously used criteria such as CRP, albumin, prealbumin, transferrin, 

procalcitonin or BMI may or may not be supportive of the diagnosis but can no 

longer be used to definitively rule in or out malnutrition 

 Physician, NP and/or PA must document the type or severity of malnutrition and 

reference the nutritionist’s plan of care 
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Hyponatremia 

 Meets the UHDDS definition of a reportable principal or “other” 

(additional diagnosis) 

 Clear, consistent documentation by the provider of the condition 

 Clinical significance of the condition during the hospital stay must be 

present in the medical record 
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OMINICLAIM -:- :-.. SUMMARY PAGE 
lnt.eaigent parttH3rah1ps. Aee l '58\ring&. 

DRG VALIDATION REVIEW DEPARTMEi'i"T 

Tll , 

On-Site - DRG Coding Review 
OmniCI.aim, Inc.. has been retained by the ;alilached msw:amee pro.-ide,:(s) to penorm a DRG Validlation Rev iew 
,1ao--ith y our facility. The purpose of th.ls ret!l.E!w i!i to confirm that inp,ati.ent da..im! paid unde~ the DRG 
methodology per y our contract wi th the W\H;m.ce carrier ha"i:e b e-en coded, billed and! paid correctly. 

Endo$ed is :a. li!:!'t of cl.aims to be .audited.. Plea3e re,,.-iew th.e .attached d ocu:mems io pr·epMatiou for the .audit. 
Once revi ew ed, plea!:!e e:.o:mtact me ,;,,ia phone or em.ail to arr.ange a re.asonable date-. 

The c:onteu.ts of thi.!I letter· of intent a.re as: follows : 

l ) Omn.iCl aim Introduction/Audit CoDfirmation l etter 
Z) Letter· of A~.eu.cy and Au.tboriz.ation 
3) Claims fut for cbart retrieval 

Thank y ou in ac:h.::a.n-c-e for your prompt atte:11t ion and cooper.atfon_ Ple.ase feel free to c-omact me with any quegtiotl.3. 

Sincerely, 

N am.e.: 

Title: 

Phone: 

Fax: 

Email: 

Tloia..,•~~i.aduolUl!,J.l:fu::Cln'a'P"P: "'D•s11~:1...il sU ikc.,11u11b ao:,:uapaa.~ tbi• .,~~"'n cadi.okMial .ad P"""~ iafarantiaa nlllc....,.:f ... 
the: - 1, aac: ., ( UII: ~ .. ,,ml aad an: ,.. loc =-u:lcral lcplfy prir.ilc:JDl iafar -,,1:iaa. U !NI h•n rcccn><:il 1hnl IUH:aoacM DI la74'C", i111~td:r ~ thi1 
.laca -.:at aaol ... a1y 1k ICm&::r ""' ~a-. A:.y 11K, ,ilada,..rc,, "'-I'~ - llli'.hc:r 11auol:aariimJ -ii-. I.;!" ~~ .. trur 1haa •he iah:a1hd ~iau D. :a&rxtfy 

hib:ncd. 

OMNI CLAIM 300UNIC OR NPA RKDRI V E+W 0B U R N , MAO 18 0 1 
T E L. 8 77 -7117- 2 3 10 + F AX<i 4 6-3 4 9-2 4 0 6 

sunflower 
health plan. 

June 29 , 20 17 

Facility Canlact 

Facility N .mie 
Facility A.ddre,, 
City, S tate, Zip 

RI!: R..!qued for A.fedical Records 

D ea:r Health luformation I\fana:ge:menf: 

OmniC!.aim, Inc.. 
300 Unicorn Park: Drive 

Wobum, M..O. 0 1801 

"ln:ror.m.ee- Car.rier N ame• is co:ndu.ctin_g a review of the claim mfonnation below for which OW" reimbur5emerf 
oblig;atioD has been meL Our vendor OmniClaim, Inc. U: ad.mimzteriDg :the revie\.-..· on om behalf. 

Omni.Claim, Inc. h as entered into a Busine:5s Aswciate A greement \.-..-ith "Insnran~e Carrier Name" per appl icabl,e 
Health ln:ror.m.ee- l'ortabili.ty .at!ld Accountability A ct (Hil'.0...0.) pr,, ,acy regulations, as defined in 45C>Secl64.03. 
This agreement allows OmmCb..im, I:nc. to a~ medical records~ i.-vithout additional patient authorization, ais a 
business as3aciate for the pwpo:5es of p;a.)i'm eni activities. OmniClam:J.~ Inc. is an age-Bf of "ln:rur.ance Canier N ame• 
and p:rov-ide5 identification and recove-.ry of clums ove,payme-Dt.s. 

Please gather the records reques;ted on the attached piage to LUclude: the following information and ,e:all 
OmniClaim., Inc. at S 77-787-23 l O witlriu 30 dav,, from tke date of tbi, letter to schedul.e = on-site ,.,vieu•. 

( X ) Face Sheet 
( X ) Discharge Summary and Hi, -tory and Physical 
( X ) Ph,~cian Order, amd l'rogre,. Notes 
( X ) Emergency Roo= Record, 
( X ) Laboratory - Final 
( X )Radiology R" pom 
( X )Operative/Pa,thology/ An..thesia Report. 

( X )Consra1tatiom 
( X )Phys ician Q,my 
( X ) Re,piratoryN eutilation Sh...ts 
( X )Med Admission Sh-ts 
( X )Treatment Administration Record 
( X )Itemized Bill and UB 92 or UB04 form 
( X )ICD-IO"CM Codes Submitted for Reunbw-sement 

If you nave questions, plea,se c all 877-787-2310. Thank: you. 

Siru,erely, 

' ) ,_ 

Appendix A - Sample Provider Scheduling Letter Template 
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DMN CLAM:.: ... 
lrn,ibgert~Real~ • AuditOate: 

Grouper Used: CMS 33 !Patient Name: 
~ -------~Oate of Birth: Todays 

Date: r.1ay 28, 20 17 I 
1--------------_, AdmltDate : 
i;;Baalia.an;;;de"'d'--------------10iscllaroe Date: 
Blinded 

i;;Baalia.an.a.de"'d'------------_,Medical Record II: 
omni ID Blinded JU 

ATTN: ~IN_1A~--~ ------locN 11: 
Dea, Hospilal Representatille: 

!05124/17 - 05/30/17 

!Blinded 
Blinded 

!Blinded 
Blinded 

iBlinded 

!Blinded 

On behatt ol OmniClaim, Inc. (Ol,IN) has recenUy performed a medical record coding validation review. During 
lhis review, 01.lN has determined 111• ~hove relerenced daim's medical record does not support the codin g under which 
ORG reimbursement was made. has retained OMN (under a contract. which indudes a Business Associate 
~reement compliant wilh "HIPAA" regulations) lo identify lhis inoorred coding. 

The original ctalm was Mer re'lliewlno tne meOlcal record, we have 
suomltted with me followtno determined the following codes to oe 
codes assigne d; valldate<t. 
DRG; 219 DRG 299 
Diagnosis Codes: 1cl7~4~3~Y~--+-J=9~60~1- Y~-~G~9~3-1~Y~ ~ Oiaonosis Codes."t7~4~3~V~--+-J=g~60~1- Y~-~G~9~3~1~Y~ ---, 

D61818Y 1469Y 1255Y 061818Y 1469V 1255Y 
12510 Y 14891 Y E785 V 12510 V 14891 Y E785 Y 

Procedure Codes: 5A02216 03HB33Z B4101ZZ Procedure Codes: 5A12012 03HB33Z B4101ZZ 
1-----+-----+------1 1-----+-----------1 

Procedure code assignment of 5A0221 
Qualify 101 reporting. 

20 • Ex ired US-20) 

to coding guidelines this code does not 

oocumentation supported an admission 101 tnromDOemDOlism of tne ten loot From me Information that was received 
documentation was noted of aortogram tnat was complicated oy "Intra-procedure cardiac a,resr 
" -> Full Note Information Is round on Continuation Sheet <-- .. 

Please be acMsed that ycu have the rtohl lo appeal these findln9 within 30 calendar days ollhe date o! Uils tener by 
su bmltti no wrltte n n oti~ wllh reason Ing, along with addition al docu menlatlon lo support ycur case and a copy ol u, Is 
letter lo Cl.IN, Attn: DRG Validation Department Appeals using the address or lhe fax liste d below. lfttie hospilal does not 
respond by the 31st day, Kuman a shall recogn ize lhis as agreement lo tile revised ORG and reserves the right to offset 
reimbursement 

tt you are in aoreement witn me DRG change, please sign and date below and return this letter lo OMN: Attn: ORG 
Validation Departmenl using th e address or lax listed. no later than 30 calendar days !rom lhe date ol this letter. 

Hospital Agreement 
Signature: ____________________ Date: --------------1 
Ti~e: 

sunflower 
health plan. 

OMNICLAIM -:-: 
klt.elligent partnerships. Real SaviA!JS" 

Patient Name: Blinded 
Discharge Date: Blinded 
Med'ical Record #: B linded 

NOTES/COMMENTS: Continued from Page 1 
Procedure code ass ign ment of 5A0221 6 w as re ported by the hos pital. Accord ing to offic ial cod ing 
resources and documentation in the medica l record th is procedure c ode does not qualify for reporting. 
Documentation su pported an ad miss ion for atherosc leros is and a pro bable thromboembolism of the foot for 
w hich a d iagnostic angiogra m w as attempted. Documentation ind icates that the pat ient developed card iac 
arrest during the pro cedure and ACLS was init iated which inc luded manual chest compressions. Per the 
ICD--10 PCS definit ions for the 3rd character that captures the root operation , the character ·o· which would 
re present ·Ass istance· and is defined as "Taking over a porti on of a phy siolog ical function by 
extracorporeal means. In th is case, the heart was in arrest and the complete function w ould need to be 
ta ken over. The manual chest co mpress ions during card iac arrest w ou ld instead meet the definit ion of 
· performance· (3rd character assignment of 1) which is defined as · co mplete ly ta king over a phy siological 
function by extracorporea l means". A ddit ionally th is would be assigned a qualifier of · manual" (2 ) rather 
than a qualifier of · other pu mp· as reflected by the hospital's code assign ment. Procedure c ode 
assign ment is based on c lear and cons istent phy sic ian docu mentation along with adhering to code 
assign ment ru les found in the ICD- 10 PCS Tables , ICD- 10-PCS Offic ial Guide lines for Coding and 
Report ing and the AHA Cod ing Cli nics . Per ICD 10 PCS gu ide lines , · Many of the terms used to construct 
PCS codes are defined with in the sy ste m. It is the coder's respons ibil ity to determine w hat the 
documentation in the medical record equates to in the PCS defin it ion s. The phy s ic ian is not expected to 
use the terms used in PCS code descript ions· . ICD--10-PCS procedure c ode 5A02216 was c hanged to 
5A12012 cons istent with the documentation that was rece ived . 

The ICD-10-PCS Offic ial Guideli nes for Cod ing and Re porti ng reference Root Operation General guideli nes 
B3 . 1 a w hich indicates in order to determine the appro priate root operation , the fu ll definit ion of the root 
operat ion as conta ined in the PCS Tables must be applied . 

Please also see ICD- 10-PCS Offic ial Gu ide lines for Coding and Reporting Co nvent.ions A11 that addresses 
that it is the coder's res ponsibility to determine what the docu mentation in the medical record equates to 
in PCS defin itions. 

Please also refer to AHA ICD-10 Cod ing Cli nics 4th Q 2015 pgs . 34-35, 3rd Q 2015 pg. 20 , 2nd Q 2015 pg. 
17, 1st Q 2015 pg. 15, 3rd Q 2014 pg. 4 , 1st Q 2014 pgs . 15-16, pg. 15, pg . 14, pg . 11 and pgs . 11 -13 
that addresses c ode assign ment is based on provi der documentation . 

(Internal comment : It is noted that the hos pital assigned code 03HB33Z for the A-li ne; at the t ime of th is 
episode of care there was no direct ion for code assignment for an A -li ne. Th is episode of care was prior to 
the 2nd Q 2016 cod ing c linic [effective with discharges of 5/27/2016] that gave direc t ion regard ing the code 
assign ment for an A-line so the code was not c hanged .) 

300 U nic<>rn Park Drive Woburn, M a.ssachuserrs 01601 ph one= B'7'7-'7S'7-2310 fax. 7Bl..Z40.0509 www.om.niclaim.c<1m ' ) ,_ 

Appendix B - Key Findings Worksheet Example 
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Thank You 
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