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Queries: The 5 W’s of Effective Communications

What is a Query?

The American Health Information Management Association (AHIMA) defines a query as a “communication tool or
process used to clarify documentation in the health record for documentation integrity and accuracy of a
diagnosis/procedure/service code(s) assignment for an individual encounter in a healthcare setting” (2).

Why are Queries Important?

Billing and coding professionals use queries to support the assignment of correct code(s) based on clinical
documentation. Queries are the key to increasing the precision of clinical documentation, which in turn promotes
accurate clinical data, accurate depiction of patient acuity, and appropriate code selection for the encounter codes and
diagnoses (1).

When to Send a Query

Billing and coding professionals send queries when they identify that the health record does not meet one of the
following criteria: legibility, completeness, clarity, consistency, precision, reliability, or timeliness. Electronic medical
record (EMR) systems have reduced some barriers to the legibility and reliability of a medical record, therefore, we will
focus on the completeness, clarity, consistency, and precision of the medical documentation.

Specificity
Specificity in documentation is vital to appropriate code
selection and can be one of the more challenging

If that patient is truly a
If the medical record

type | diabetic, this lack

barriers coders face. Billers and coders are not :

i ) stated that the patient of clarification within the
permitted to make what could be considered was diabetic but did not medical record could
reasonable assumptions based on the medical record . ;peCiththe type 0;: . cause an incorrect code

o iabetes the patient had, to be assigned and could
and rely on the provider’s complete and accurate the default code would cause confusion for
documentation to effectively select a code(s). Specificity be: Y T ——.
of a documented diagnosis avoids reporting a default or E11.9 for type Il professionals reading the
unspecified code that does not capture the true acuity diabetes, unspecified record for continuation of

care.

of the patient's care and may not risk adjust (1).

Cause and Effect Relationships
Establishing a diagnostic cause-and-effect relationship
between medical conditions has a direct effect on code

A patient who is Than a patient who . . - . .

hypertensive is has hypertension selection (1). Connecting comorbidities and complications in

coded to a lower WITH chronic kidney the medical record using linking terms like “and,” “with,” “due

level of acuity... disease. to,” and “caused by” can vastly alter code selection, the risk

110 essential 112.9 Hypertensive adjustment factor (RAF) score of a patient, and ultimately

e (e, i 5000 provide appropriate reimbursement to care for that patient’s
unspecified

level of acuity.
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Acute vs. Chronic -

Clarification of a patient’s severity can be necessary when it Asthma with an While chronic
. s . acute exacerbation | obstructive asthma is
a;?tphears that .a So;umentec: <:Ji[|.agnc|)-IS|s |sﬂr]10t cI:nci,lly sur;r.)srted is coded as: coded as:
with appropriate documentation. How the patient’s condition
. pprop . . P . J45.901 Unspecified | J44.89 Other specified
manifests can directly alter code selection and must be clarified s i e || A el

before a claim can be submitted. exacerbation pulmonary disease

Active vs. Past Medical History

Queries are necessary when establishing the relevance of a condition documented as a “history of” to determine if the
condition is active and not resolved (1). This is especially important for extreme cases like cerebrovascular accidents
(CVA), or cancer.

When coding for a patient who has suffered a CVA,

e G I o b s R AT (G0 9 (55 For cancer, if the patient has resolved all treatment

or surgery to remove the cancer, the correct

for four weeks after the initial incident. distinction to document would be for past medical

history of cancer (Z85.- to Z86.-).

L 4

After the four-week post-acute period, the patient
should be assigned a past medical history code

Z86.73 Personal history of transient ischemic attack
\ 4

...or should be coded as having residual effects
(sequela 169.-) with documentation of the residual
deficits and how they affect the patient.

Conflicting Code Assignment

When the assessment and plan do not line up with the diagnoses selected, it can cause a conflict in the medical record.
The problems lists and treatment plans should be regularly updated to avoid discrepancies. An example of how this can
happen:

This conflict in documentation is

o Both codes cannot be on the same
common when the problem list is not

claim, and the coder must clarify to
ensure the error is corrected and the
appropriate code is billed out.

A provider states the patient has

frequently updated, and the provider is
pulling diagnoses from previous
encounters.

complicated and uncomplicated
diabetes within the same encounter.

© 2024 CHPA — Confidential and Proprietary Written by: Brionna Benedetti CPC, CRC | Page 2



COMMUNITY
HEALTH PROVIDER

C:PA

LEADERS IN INTEGRATED PRIMARY CARE

Where to Send a Query

Queries can be given in many forms including verbal, written, and electronic. With the widespread use of internal EMR
communications, this is the most common platform for coder-to-provider communications. Regardless of the method of
guery, communications must adhere to compliant, non-leading standards that allow the provider to give an unbiased
response with a specific diagnosis or procedure based on their clinical judgment. Queries should be documented within
the patient’s health record, either as part of the office visit note, an addendum, or saved in another area that is linked to
the date of service in question (1).

How to Send an Effective Query

When sending a query to a provider, consider the following options for writing your query, based on the need:

Open-ended Multiple Choice Yes/No
® Provide support for why a more e Multiple choice queries should * Yes/no queries should only be used
complete or accurate diagnosis or include clinically significant when it is necessary to clarify
procedure is needed. option(s) for the provider to choose documented diagnoses that need
« Give the provider the opportunity from as to not lead to a diagnosis. further specification.
to provide a free text response. ¢ There is no mandatory or minimum ¢ The query should include the
e Avoid using terms that indicate an number of choices necessary to documentation in question with
uncertain diagnosis as defined by constitute a compliant multiple relevant clinical indicators.
ICD-10-CM Official Guidelines for choice query. e Written in a format that leads to
Coding and Reporting and Coding answering in a “yes” or “no”
Clinic® (e.g., “likely,” “probable,” response.
etc.).

Provider responses to a query should be documented in the health record. Do not indicate the impact on
reimbursement, payment, or quality metrics within your message, as this information can be considered leading and
may come across as pushing a provider to a particular diagnosis or outcome. While organizations are free to determine
their query process, compliant query practices require that all queries either be a permanent part of the record or be
retrievable in the business record (1). Remember that what you send a provider is a part of the patient’s medical record
and should be treated with care.

Writing Tips:

e Avoid inflexible statements when communicating coding concepts to providers, such as “You cannot use that
Dx,” or “That is not the right way to level a 99215 visit...”

e Use factual statements such as “The Centers for Medicare and Medicaid Services (CMS) requires..."

o If there is a coding misunderstanding, be curious about their reasoning and ask questions. Give feedback with
compassion when possible and be willing to educate and give resources for learning with patience.

e Use the phase, “help me understand...,” to kindly and respectfully ask for clarification.

e Bring data supporting appropriate coding guidelines to the discussion and give the provider options.

References:
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