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Presented By

Robin Sewell, CDIP, CCDS-O, CCS, CPC, CIC, is an independent 
consultant at HIM Analytic Solutions LLC in Hobe Sound, Florida. Her 
background spans 25 years across the healthcare continuum, 
including RAC audits, clinical validation, and DRG audits. Known as 
the “Queen of Denial,” Sewell used her knowledge of payer tactics to 
develop the software application “Cleopatra Queen of Denial” on 
behalf of providers to prevent, manage, appeal, and overturn payer 
denials. Currently, her scope of practice is identifying CDI and coding 
opportunities through data analytics.
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Learning Outcomes

• At the completion of this educational activity, the learner will be able to:

– List ICD-10-CM Official Coding Guidelines that are a focus of payer denials

– Describe examples of inconclusive and/or conflicting documentation that can
create opportunities for denials

– Identify documentation that does not meet coding criteria for reporting as a
principal and/or secondary diagnosis

– Examine strategies for CDI and coding to collaborate on missed
opportunities
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DRG Downgrades and Denial Examples
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Downgrading the DRG by Removing a Single CC

Dx removed: K63.3 (Ulcer of intestine)

6

DRG Downgrade by Removing Secondary DX

What they are denying and why 
they are denying it

Clinical findings leveraged to 
support the denial

The references used to support
their denial
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Official Guidelines Applicable to This Denial

ICD-10-CM Tabular IndexICD-10-CM Alphabetic Index

Ulcer, ulcerated, ulcerating, ulceration, ulcerative

• amebic (intestine)A06.1
• amebic (intestine)A06.1 skinA06.7
• intestine, intestinal K63.3
• intestine, intestinal K63.3 

amebicA06.1
• intestine, intestinalK63.3 duodenal 

see Ulcer, duodenum

K63.3 Ulcer of intestine
Primary ulcer of small intestine

Excludes1:
duodenal ulcer (K26.-)

gastrointestinal ulcer (K28.-)
gastrojejunal ulcer (K28.-)
jejunal ulcer (K28.-)
peptic ulcer, site unspecified (K27.-)
ulcer of intestine with perforation (K63.1)
ulcer of anus or rectum (K62.6)
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Evaluating the Denial Rationale

The Gist of the Denial Rationale

• The code assigned as a SDX codes to ulcer of 
small intestine not sigmoid intestine.

• Documentation of an ulcer of small intestine was 
not found.

• The code did not meet SDX guidelines for 
reporting.

Was the Rationale Accurate?

• True

• True

• True
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What the Record Revealed:

• A “Colonoscopy demonstrated a frond-like/villous, fungating, infiltrative, 
polypoid and ulcerated, partially obstructing large mass was found in the 
sigmoid colon 35-40cm from the anal verge”
– Pathology confirmed adenocarcinoma of sigmoid colon.

– Underwent an exploratory laparotomy, low anterior resection, en bloc resection of sigmoid 
mass.

• Partial cystectomy, bilateral ureterolysis and bilateral ureteral stent placement 
performed by urology.
– His foley remained in place given his urologic surgery.

• Pt progressed well after surgery only requiring medical surgical floor status.

• Pt had a slow return of bowel function, however, did not require any bowel rest.

10

Taking a Closer Look With a Clinical Eye + Coding Acumen

• Slow return of bowel function. Was there documentation of ileus that would retain DRG?
– No diagnosis of ileus and no backsliding of diet thus would not pass a clinical validation audit even if it 

was coded.
• Any mention metastatic sites that could retain DRG?

– No: The patient did not have metastasis per oncology staging.
• Mention of “partially obstructing mass” of colon. Is this amenable to coding?

– Alphabetic Index: 
– Obstruction→ colon→ 

– see obstruction, intestine → 
– Intestine → partial K56.600 

– Tabular Index:
– K56.600 Partial intestinal obstruction, unspecified as to cause

• This is a CC, but I cannot use it to retain DRG because the mass was malignant, 
so we know cause. See also AHA 2nd Quarter Coding Clinic 2017 Intestinal 
obstruction due to peritoneal carcinomatosis

• Why were bilateral ureteral stents placed? Is there documentation of hydronephrosis?
– Yes. Documentation by the urology surgeon did document hydronephrosis.
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DRG Comparison

Initial EvaluationWeightDRGSDX (CC)PDX

Off table (patient did not 
have ulcer of small 
intestine)

2.4554330K63.3 (Ulcer of 
small intestine)

C18.7 (Malignant 
neoplasm of 
sigmoid colon)

On table (if no other CC 
can be identified to 
retain DRG)

1.7088331NAC18.7 (Malignant 
neoplasm of 
sigmoid colon)

On table (confirmed CC 
in the record)

2.4554330N13.30 (unspecified 
hydronephrosis)

C18.7 (Malignant 
neoplasm of 
sigmoid colon)
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Appeal Letter

Provide evidence

State your intent 

Restate rationale

Conclusion/request
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Image

Appeal Letter Continued

R
eferences

Now who’s your 
daddy?
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Downgrading the DRG by Resequencing Diagnoses

Dx codes resequenced: C92.00 (Acute myeloblastic leukemia (AML)) resequenced as a 
secondary DX; J96.01 (Acute respiratory failure with hypoxia) resequenced as PDX
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DRG Downgrade by Resequencing PDX

What and why they are denying

The evidence they found in the 
Medical record

The references used to support
their denial
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Official Guidelines Applicable to This Denial
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Evaluating the Denial Rationale

The Gist of the Denial Rationale

• Acute respiratory failure and Acute 
Leukemia were not co-equal

• Acute respiratory failure was reason 
for transfer to the hospital

• Patient was already evaluated and 
treated at OSH for Leukemia

• PDX should be respiratory failure

Was the Rationale Accurate?

• True

• False

• True

• False
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What the Record Revealed:

• Patient had bone marrow biopsy and intravenous gammaglobulin at the OSH 
where a diagnosis of Acute myeloblastic leukemia was confirmed.

• Patient was refractory to platelet transfusion with severe thrombocytopenia due 
to alloimmunization. Platelets 5K. Anemic with HGB 4.0. Neutropenic 3.2.

• Developed worsening dyspnea and cough at OSH so bronchoscopy was 
performed revealing MDR-pseudomonas and tropicorporus texanus.

• Transferred to this facility due to concern for alveolar hemorrhage in view of 
thrombocytopenia.

• Treatment is equally provided for multi-drug resistant pneumonia and severe 
thrombocytopenia: PRBC and platelet transfusions and IV abx.

• Respiratory failure is managed with HFNC, septic shock is documented, and 
patient expired the next day. 
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DRG Comparison

Initial EvaluationWeightDRGSDX (MCC)PDX

Off the table5.53834J96.01 (Acute 
hypoxic resp failure)
And J15.1 (PNA due 
to pseudomonas)

C92.00 (Acute 
myeloblastic 
leukemia not having 
achieved remission)

On the table1.7799177J96.01 (Acute 
hypoxic resp failure)

J15.1 (PNA due to 
pseudomonas

Off the table1.207189J15.1 (PNA due to 
pseudomonas)

J96.01 (Acute 
hypoxic resp failure)

On the table1.5651813J96.01 (Acute 
hypoxic resp failure)

D69.6 
(Thrombocytopenia, 
unspecified)
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Taking a Closer Look With a Clinical Eye + Coding Acumen

• Septic shock…. Was sepsis POA? (This could shift the DRG to 871)

– There was no query and septic shock was only documented on discharge summary so changing the 
PDX to sepsis would likely not be upheld and likely would then be targeted for clinical validation audit.

• Was the patient on a vent that didn’t get coded? (This could shift DRG to 208)

– No vent, patient was DNR and expired.

• Thrombocytopenia, anemia and neutropenia equates to pancytopenia. 

– AHA Coding Clinic 3rd Quarter 2020 states separate codes should be assigned unless the provider 
explicitly documents pancytopenia. 

• Was “pancytopenia” documented in the medical record?

– Yes. The oncologist documented in the consultation report “Pancytopenia due to acute 
myelogenous leukemia.” 
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WeightDRGSDX (MCC)PDX

Off the table (Not the 
reason for admission)

5.5300834- ACUTE LEUKEMIA 
WITHOUT MAJOR O.R. 
PROCEDURES WITH MCC

J96.01 (Acute hypoxic resp failure)
And J15.1 (PNA due to 
pseudomonas)

C92.00 (Acute 
myeloblastic 
leukemia not having 
achieved remission)

On the table (equally 
responsible for 
admission)

1.7799177- RESPIRATORY INFECTIONS 
AND INFLAMMATIONS WITH 
MCC

J96.01 (Acute hypoxic resp 
failure)

J15.1 (PNA due to 
pseudomonas

Off the table (Not the 
reason for admission)

1.2070189- PULMONARY EDEMA 
AND RESPIRATORY FAILURE

J15.1 (PNA due to pseudomonas)J96.01 (Acute 
hypoxic resp 
failure)

Off the table (A more 
specific condition is 
coded)

1.5651813- COAGULATION 
DISORDERS

J96.01 (Acute hypoxic resp failure)D69.6 
(Thrombocytopenia, 
unspecified)

Off the table 
(Unknown if POA)

1.9572871- SEPTICEMIA OR SEVERE 
SEPSIS WITHOUT MV >96 
HOURS WITH MCC

J96.01 (Acute hypoxic resp failure)
J15.1 (PNA due to pseudomonas)
R65.21 (Severe sepsis with septic 
shock)

A41.9 (Sepsis, 
organism 
unspecified)

On the table (equally 
responsible for 
admission)

2.141808- MAJOR HEMATOLOGICAL 
AND IMMUNOLOGICAL 
DIAGNOSES EXCEPT SICKLE 
CELL CRISIS AND 
COAGULATION DISORDERS 
WITH MCC

J96.01 (Acute hypoxic resp 
failure)
J15.1 (PNA due to pseudomonas)

D618.18 (Other 
pancytopenia)

NEW!
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Appeal Letter

Restate rationale

State your intent 

Provide evidence

Conclusion/request
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Image

Appeal Letter Continued

R
eferences

Take 
that! 
Bam 

Bam!!!
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DRG Mismatch and Resolution

• The provider has documented 
“respiratory syncytial virus (RSV), 
chest x-ray unremarkable, no PNA 
or bronchitis, hypoxic respiratory 
failure on 3 liters supplemental O2”. 
– The coder and CDIS have a DRG 

mismatch

What Is the Best DRG?
A. 865 VIRAL ILLNESS WITH MCC

‒ PDX B97.4 (Respiratory syncytial virus as the cause of 
diseases classified elsewhere) 

‒ SDX J96.01 (Acute hypoxic respiratory failure)

B. 152 OTITIS MEDIA AND URI WITH MCC
‒ PDX J06.9 (Acute upper respiratory infection, unspecified)

‒ SDX J96.01 (Acute hypoxic respiratory failure)

C. 189 PULMONARY EDEMA AND RESPIRATORY 
FAILURE
‒ PDX J96.01 (Acute hypoxic respiratory failure)

D. UNGROUPABLE due to underlying infection not 
documented (Query needed)
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SDX Denials Based on Official Coding Guidelines

Coding and CDI Takeaways for Denial Management and Prevention
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1. Denial “Other/Additional Diagnoses”
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2. Denial “Previous (Resolved) Conditions”
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3. Denial “Signs and Symptoms” or “Conditions Integral”
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4. Denial “Conflicting Documentation”
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5. Denial “Abnormal Findings”
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6. Denial “Uncertain Diagnoses/Ruled Out”
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Identifying Missed Opportunities

Coding and CDI Takeaways for Bullet-Proof Reimbursement
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CDI and Coding Takeaways for Denial Management and Prevention: 
Look for Missed Opportunities

• More than 1 MCC or CC on a claim is a deterrent to the payer.
– Appeal Example: We have retrospectively performed a review and noted omitted coding: 

Code J98.11 (atelectasis) and J81.1 (pulmonary edema) will be placed as secondary 
diagnoses:

• “This morning’s chest x-ray was just done and shown to me at bedside. It has not been 
read officially. It does look a bit wet and there is some atelectasis/opacity at the left 
base”. (Evaluated)

• “I have encouraged the patient to use her incentive spirometer and Acapella and I will 
add mechanical percussion to her pulmonary toilet regimen (Treat/increased care). I 
will be checking lab work again today at noon and 6 PM (Evaluate) and I will change her 
IV to half-normal saline and 20 potassium at 50 ml's per hour (Treat) because she 
appears to have some pulmonary edema on her chest x-ray, and she also has a history 
of ischemic cardiomyopathy.”
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CDI and Coding Takeaways for Denial Management and Prevention: 
Imagine the Possibilities

• Think about disease pathology and what could/might happen and look for documentation or 
clinical indicators of the same:

– Malignancy with spread to lymph nodes or other secondary sites.

– Malignancies with weight loss equating to malnutrition.

– Adverse effects of medications causing AMS; think toxic encephalopathy.

– Obesity with BMI that affects patient care; think body habitus inhibiting diagnostics or 
causing surgical difficulties.

– Chest tubes related to pneumothorax or air leak.

– Intraabdominal surgery with hemoperitoneum or abscess of any organs.

– Progression of CKD to next stage (Think APR-DRG: Stage 3a to 3b).

– AKI that does not resolve within 72 hours; progression to ATN.
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Raise-Your-Hand Question: DRG Mismatches

The reconciliation process for a DRG mismatch at our facility:

1. The coder has the final say

2. The CDS has the final say

3. The coding supervisor has the final say

4. The MD/PA has the final say

5. A 3rd party vendor has the final say
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Benefits of CDI and Coding Collaboration

Image

Hi Dr. 
Runsfast! 
You have 
a minute?

 Enhances CDI/Coding skill sets

 Facilitates good relationships

 Leverages accurate payment

 Results in fewer denials

 Disempowers the payor

 Results in fewer denials

 Reduces query fatigue

Image

Oh no! Not 
another 
query!!!
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Thank you. Questions?

robin.sewell@himcoders.com

In order to receive your continuing education certificate(s) for this program, you must complete the 

online evaluation. The link can be found in the continuing education section of the program guide.
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