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As part of the QIO program, FMQALI is preparing for its 9th
Statement of Work (SOW) contract cycle (August 2008 - July  |*  9th Statement of Work

2011) with the Centers for Medicare & Medicaid Services * Hospital Discharge Appeals
(CMS). Under the 9th SOW, the QIOs will focus on four main  |* ADR

themes: Beneficiary Protection, Patient Pathways (Care Tran- * Coding Corner

sitions), Patient Safety, and Prevention. In addition, the QIOs « HPMP Updates

will be required to help Medicare promote three over arching e Contacts

themes: adopt value-driven healthcare, support the adoption and
use of health information technology, and reduce health dispari-
ties in their communities. As part of the 9th SOW, QIOs will be
required to offer help to specific nursing homes and hospitals
that that have not recently performed well on important qual-
ity measures. If you are interested in reading more about the 9th
SOW, you can do so by going to www.cms.gov and typing

9th SOW in the search field.



www.fmqai.com
www.cms.hhs.gov
www.cms.hhs.gov/BNI
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ADR (cont.)

FMQALI serves as either the conciliator or facilitator in the external process. When acting as conciliator, FMQALI
serves the role of the beneficiary’s tour guide to his/her own healthcare. FMQALI assists the beneficiary or family
member in personally pursuing resolution of concerns with the provider by explaining processes, clarifying ap-
propriate procedures and providing contacts. Often, conciliation is a matter of simply demystifying the system
so that the beneficiary can take the reins. When acting as facilitator in the external ADR process, FMQAI serves
as intermediary between beneficiary and provider to assist in resolution of concerns. As facilitator, FMQAI
takes the reins in navigating the beneficiary through the system and advocating for needs to be resolved. This
often can be as simple as informing the QIO liaison at a hospital of a patient’s needs/concerns. The use of fa-
cilitation is especially helpful when a beneficiary has difficulty communicating his/her needs personally or has
some extenuating circumstance that renders him/her unable to personally pursue the resolution of the concerns.

With prompt use of conciliation or facilitation, many concerns can be resolved quickly and easily before a situ-
ation becomes a formal complaint, however such preemptive work is not necessarily recognized in the broad
spectrum of conflict resolution. This is especially true with repeat callers. As with any customer service pro-
vider, health care has its “frequent flyers” that present again and again with minor problems that they are unable
to resolve on their own. External ADR is a fantastic solution for such “frequent flyers” as we can identify their
needs and serve both as advocates and guides along their health care path. Although this “case management” of
sorts is not the specific purpose of the QIO, it is aform of alternative dispute resolution that is highly effective
for preventing larger healthcare problems. For example, one particular “frequent flyer” at FMQALI is an elderly
man caring for his wife who is unable to read and has some difficulty communicating his wife’s needs to her
providers. By developing a relationship with this gentleman and making a few calls to connect him with the ap-
propriate people, his concerns have been easily resolved and, thus, external ADR via facilitation is demonstrated
as a successful strategy.

External ADR may also come into play when a provider is somewhat apprehensive about the mediation option
and would like to proceed with their processes. In this case, FMQAI becomes a matchmaker of sorts by facili-
tating the communication between beneficary and provider in order to bring both to a better understanding of
the concern, the provider’s resolution process, and the goals of the process. Providers may choose this option in
order to gain a greater sense of control over the process, however, this option is only feasible for certain, highly
competent beneficiaries who are focused solely on the actual care provided and not any other ancillary issues.
The removal of the mediator from the process can pose potential problems as it allows the door to be opened for
“he said, she said” without direct focus on the goals of the process. A mediator is always beneficial in prevent-
ing such issues and providing an accurate, objective perspective on the agreements made during the meeting.
Yet, in the right situation, external ADR can prove quite satisfactory for both parties due to its informality and
simplicity.

In many situations, external ADR is the best route toward resolving beneficiary concersn and improving the
overall quality of health care provided. External ADR plays an active role in FMQAI’s efforts to improve the
quality of healthcare. For more information regarding the QIO’s, FMQAI is introducing a new course entitled
“Medicare Alternative Dispute Resolution Program: A New Way to Answer Beneficiary Concerns About
Health Care”. You can access this CEU at http://www.fmqai.com/Professional-Providers/Case Review/Con-
tinuing Education/. This course is approved for 1.0 continuing education contact hour by the Florida Board of
Nursing, CE Broker #50-747 and the Florida Board of Clinical Social Work, Marriage and Family Therapy and
Mental Health Counseling, Board Provider BAP #925, Exp. 3/2009 and CE Broker #50-747.
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Coding Corner

Clinical Documentation Improvement Programs

The goal of any clinical documentation improvement program is to have physician documentation in the medi-
cal record that accurately reflects the acuity of the patient’s condition. Sounds simple right? Not exactly. Physi-
cian documentation is the basis on which the reimbursement and ultimately the hospitals CMI (Case Mix Index)
is determined.

The best plan is to have the medical record examined concurrently in order to spot opportunities to improve
documentation. Coders who code the record concurrently or RN’s that have been trained in the use of Coding
Guidelines and MS-DRG’s are typically responsible for reviewing the record and querying the physician for
clarification of the documentation. Physicians must also be educated on documentation requirements and how
what they document impacts the bottom line and quality indicators for the hospital.

Example 1

The physician documents that a 72 year old female is admitted with “urosepsis”, hypotension, leukocytosis,
positive blood and urine cultures for E-coli and dypsnea. The patient expires after 2 days. Without a documenta-
tion improvement program or restrospective query, the medical record with be coded as follows:

599.0 - UTI
458.9 - Hypotension
786.09 - Dypsnea

DRG 690 CMS wt. 0.8000
Example 2

This example refers to the same patient as above. This time a documentation specialist has concurrently queried
the physician for clarification of the diagnosis of “urosepsis.” After explaining to the physician that “urosepsis”
is a nonspecific term that will be coded as a UTI per coding guidelines, the physician documents E-coli Sepsis
secondary to the UTI. Also while performing the concurrent review of the medical record, it is noted that the
physician has documented dypsnea and that the patient’s blood gases were severly deranged. A query is placed
on the record noting the blood gas derangment and dyspnea. The physician is asked what diagnosis, if any, that
this represented for this patient. The physician then documents in the progress notes as a result of that query that
the patient was admitted with acute respiratory failure. As a result of the concurrent query process, the same
patient as above will be coded as follows:

038.42 - Septicemia due to E-Coli
995.92 - Severe Sepsis

518.81 - Acute Respiratory Failure
599.0 - UTI

DRG 871 CMS wt. 1.7484



Coding Corner (cont.)

By querying concurrently:

1. The documentation in the record has been positively impacted.

2. An educational opportunity was provided for the physician that documented “urosepsis.”

3. The DRG more accurately reflects how acutely ill the patient was on admission.

4. The increased turn around time on being able to get the record coded and billed without having to hold it up
for a query that might or might not be answered is eliminated.

It should be noted that facility “buy in” to the documentation improvement program is vital to its success. With
the support and cooperation of those in leadership roles within the facility to encourage physician education
and compliance with the program, good results can be achieved.
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