«TableStart:PATIENTINFO»
	[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Beneficiary Name
	«PAT_Full_Name»

	Member ID or 
MBI Number
	«MEMBER_ID»

	Claim Dates of Service
	«Svc_From» - «Svc_To»

	Reason(s) for Denial
	Allegation: Lack of clinical documentation to support the inclusion of specify diagnosis as a valid diagnosis on the claim

	Reimbursement Change
	Reassignment of DRG specify original DRG number and description to DRG specify new DRG number and description

	Principal or Secondary Diagnosis in Question
	ICD-10-CM specify diagnosis or diagnoses in question with ICD-10 number and description



«Facility» requests inclusion of _ as a principal/secondary diagnosis code resulting in DRG __ as originally billed.
Below are significant medical record entries pertaining to «PAT_Full_Name»’s diagnosis of acute kidney injury, acute renal failure, or acute tubular necrosis:

Interdisciplinary Documentation
Please read the following directives in red, add appropriate documentation in the tables below, then delete all the instructions in red.

1. Patient History and Physical Examination:
· Detailed medical history to identify potential causes such as recent infections, medications, or exposure to nephrotoxins.
· Physical examination to assess for signs of fluid overload, dehydration, or other systemic conditions.
2. Laboratory Tests:
· Serum Creatinine and Blood Urea Nitrogen (BUN): These are primary markers for kidney function. An increase in serum creatinine is a key indicator of AKI.
· Urinalysis: To detect abnormalities such as proteinuria, hematuria, or casts that can suggest ATN or other renal pathologies.
· Fractional Excretion of Sodium (FENa): Helps differentiate between prerenal and intrinsic renal causes of AKI. A FENa <1% suggests prerenal causes, while >2% suggests ATN.
3. Imaging Studies:
· Ultrasound: To assess kidney size and structure, and to rule out obstruction or other anatomical abnormalities.
· CT or MRI: May be used in certain cases to provide more detailed imaging.
4. Biopsy:
· In some cases, a renal biopsy may be necessary to confirm the diagnosis of ATN or to rule out other causes of intrinsic renal failure.
5. Clinical Criteria and Staging:
· Use of criteria such as the KDIGO (Kidney Disease: Improving Global Outcomes) guidelines to stage the severity of AKI.
6. ATN:
· IV contrast AKI is nearly always due to ATN
· Urinalysis (in ATN) is typically unremarkable. Only in extreme cases with necrosis can renal epithelial cells and “muddy brown” casts be identified.
· If measured:
· Urinary sodium concentration is typically above 40 mEq/L in ATN.
· Fractional excretion of sodium (FENa) is usually, but not always, above 2% in ATN. 
· Creatinine levels in ATN are expected to need at least 72 hours to recover toward baseline after initiation of hydration and fluid resuscitation.
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Laboratory

	Test
	Date
	Result
	Reference Range
	Page

	Creatinine
	
	
	0.5-1.2 mg/dl
	

	BUN
	
	
	6-20 mg/dl
	

	GFR
	
	
	>60
	




	Test
	Date
	Result
	Findings indicative of ATN 
	Page

	Fractional excretion of Sodium (FENa) (%)* 
	
	
	>2
	

	Fractional excretion of urea (%)*
	
	
	>50
	

	Urine sediment
	
	
	May show muddy brown granular casts**
	


*Fractional excretion of a substance is calculated by the formula (U/P)z/(U/P)Cr × 100, where z is the substance, U and P represent urine and plasma concentrations, and Cr stands for creatinine.
**Casts present only in “extreme” cases of ATN

Radiology

	Test
	Date
	Findings
	Page

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Clinical Justification for Appeal

The arguments presented below justify the inclusion of acute kidney injury, acute renal failure, or acute tubular necrosis as a valid diagnosis for the following reasons: 

1. The clinical information contained in the medical record is consistent with evidence-based guidelines for establishing the diagnosis. Per the medical record, the patient met the clinical criteria based on briefly specify how the clinical criteria were met.  Delete any clinical criteria set that does not apply and bold any criteria the patient met.

KDIGO criteria
· Increase in serum creatinine by > 0.3 mg/dl within 48 hours or
· Increase in serum creatinine to > 1.5 times baseline, known or presumed to have occurred within the prior 7 days or
· Urine volume <0.5ml/kg/h for 6 hours

For ATN:
· Markedly decreased GFR
· Markedly elevated BUN/Creatinine levels
· Muddy brown casts in U/A
· Fractional excretion of sodium (FENa) >2%
· Fractional excretion of urea >50%
2. As a term, acute kidney injury (AKI) encompasses all stages of AKI including prerenal, acute renal failure (ARF) and acute tubular necrosis (ATN). 

3. The auditor denied the diagnosis of AKI because there was no baseline creatinine level available. Per KDIGO, a physician can and should use an estimated baseline to establish the diagnosis. 
· An estimated baseline could be based on the lowest creatinine level during the hospitalization.
· An estimated baseline could be based on the physician’s judgment after assessing the lab values, history, physical exam, imaging results, etc.

4. The auditor erred when using clinical criteria for ARF when attempting to validate AKI. 
· AKI (acute kidney injury) was well documented to be the acute renal condition suffered by this patient.
· Acute renal failure and acute kidney injury are not the same on a clinical basis.
· Despite differences on a clinical level, acute kidney injury and acute renal failure both map to the same code: N17.9, which is labeled “acute kidney failure.” 	Injury
     Kidney
        Acute (nontraumatic) N17.9
Failure
     Renal
         Acute N17.9
· The auditor’s claim that the hospital reported acute kidney failure is not accurate. The hospital reported AKI, but the code defaults to N17.9. The hospital should not be penalized because ARF and AKI map to the same code.

5. The auditor denied the diagnosis of ATN because a renal biopsy was not done. However, a renal biopsy should not be done for hemodynamically mediated ATN. A biopsy should only be done if the physician does not know what caused the ATN or if there are other specific indications for a biopsy. See below for the evidence-based documentation that supports this statement. 

6. Inclusion of specify diagnosis on the billed claim is in accordance with the Uniform Hospital Discharge Data Set (UHDDS) and ICD-10-CM Official Coding Guidelines, and AHA Coding Clinic Guidelines (see citations below). There is no disclosure indicating the payer’s contract provisions vary from Uniform Hospital Discharge Data Set (UHDDS) and ICD-10-CM Official Coding Guidelines.

7. A team of licensed providers (including a disease specialist), responsible for the care of the patient, entered the diagnosis into the medical record. 

8. Further, there is no disclosure regarding consultation with a coder or clinician who has the expertise to understand and apply these guidelines. Accordingly, disclosure of this information is requested.  

Coding References

ICD-10-CM Official Guidelines for Coding and Reporting 

Section II. Selection of 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."  The UHDDS definitions are used by hospitals to report inpatient data elements in a standardized manner. These data elements and their definitions can be found in the July 31, 1985, Federal Register (Vol. 50, No, 147), pp. 31038-40.  

H. Uncertain Diagnosis 
If the diagnosis documented at the time of discharge is qualified as “probable,” “suspected,” “likely,” “questionable,” “possible,” or “still to be ruled out,” “compatible with,” “consistent with,” or other similar terms indicating uncertainty, code the condition as if it existed or was established. The bases for these guidelines are the diagnostic workup, arrangements for further workup or observation, and initial therapeutic approach that correspond most closely with the established diagnosis.
Section III. Reporting Additional Diagnoses
GENERAL RULES FOR OTHER (ADDITIONAL) DIAGNOSES  
The UHDDS item #11-b defines Other Diagnoses as "all conditions that coexist at the time of admission, that develop subsequently, or that affect the treatment received and/or the length of stay.
For reporting purposes, the definition for "other diagnoses" is interpreted as additional conditions that affect patient care in terms of requiring: 
· Clinical Evaluation; MET as evidenced by 
· or Therapeutic Treatment; MET as evidenced by
· or Diagnostic Procedures; MET as evidenced by
· or Extended Length of Hospital Stay, MET as evidenced by
· or Increased Nursing Care and/or Monitoring. MET as evidenced by
Please note that only ONE of the above criteria needs to be met in order to make the diagnosis reportable (“codeable”).

ICD-10-CM Pertinent Codes and Descriptions:
Injury
     Kidney
        Acute (nontraumatic) N17.9
Necrosis
     Tubular (acute, anoxic, renal, toxic) N17.0
	Postprocedural N99.0
Failure
     Renal 
with tubular necrosis (acute) N17.0
Acute N17.9
    	with cortical necrosis N17.1
with medullary necrosis N17.2
	with tubular necrosis N17.0
______________________________________________________________________________

Diagnostic and Evidence Based Clinical References
Bold the bullet points that apply and remove the sections from gray bar to gray bar if no bullet points in the section apply.
	
	

	[bookmark: _Hlk153891502]Source/Reference 
	Kidney Disease: Improving Global
Outcomes (KDIGO) Acute Kidney Injury Work Group. KDIGO Clinical Practice Guideline for Acute Kidney Injury. Kidney inter., Suppl. 2012; 2: 1–138. Retrieved from: http://kdigo.org/home/guidelines/acute-kidney-injury/


	Evidence Based Guideline/Practice Guideline Recommendation
	As many as two-thirds of all cases of AKI begin prior to hospitalization (community-acquired AKI).

Many patients do not have a prior measurement of kidney function available for comparison.

By using all available clinical data (laboratory, imaging, history, and physical exam) it should be possible to arrive at both an accurate diagnosis as well as an accurate estimate of baseline SCr (serum creatinine).

Excluding some cases of hemodilution secondary to massive fluid resuscitation, the lowest SCr obtained during a hospitalization is usually equal to or greater than the baseline. This SCr should be used to diagnose (and stage) AKI.

It is reasonable in patients without CKD to assume that SCr will be stable over several months or even years, so that a SCr obtained 6 months or even 1 year previously would reasonably reflect the patient’s premorbid baseline.

Problems (regarding baseline creatinine value and acuity of kidney condition) will require an integrated approach as well as clinical judgement.

While the definitions and classification system discussed in Chapter 2.1 provide a framework for the clinical diagnosis of AKI, they should not be interpreted to replace or to exclude clinical judgment…. not all cases of AKI will fit within the proposed definition.

***
KDIGO (Kidney Disease Improving Global Outcomes) Criteria for AKI
· Increase in serum creatinine by > 0.3 mg/dl within 48 hours or
· Increase in serum creatinine to > 1.5 times baseline, known or presumed to have occurred within the prior 7 days or
· Urine volume <0.5ml/kg/h for 6 hours

KDIGO AKI Staging Criteria
· Stage 1:  Serum creatinine 1.5 – 1.9 times baseline or > 0.3 mg/dl (> 26.5 µmol/l) increase or urine output <0.5 ml/kg/h for 6 – 12 hours
· Stage 2: Serum creatinine 2.0 – 2.9 times baseline or urine output < 0.5 ml/kg/h for > 12 hours
· Stage 3:  Serum creatinine 3.0 times baseline or > 4.0 mg/dl or initiation of renal replacement therapy or in patients < 18 years, decrease in eGFR to < 35 ml/min per 1.73m² or urine output < 0.3 ml/kg/h for > 24 hours or anuria for > 12 hrs


	
	

	Source/Reference 
	Hanif, M. O., Bali, A., & Ramphul, K. (2023). Acute Renal Tubular Necrosis. In StatPearls. StatPearls Publishing. https://pubmed.ncbi.nlm.nih.gov/29939592/ https://www.ncbi.nlm.nih.gov/books/NBK507815/


	Evidence Based Guideline/Practice Guideline Recommendation
	The most common cause of acute kidney injury (AKI) is acute tubular necrosis (ATN) when the pattern of injury lies within the kidney (intrinsic disease).

Acute tubular necrosis is most common in hospitalized patients and can occur following ischemia, exposure to toxins, or sepsis… and is associated with high morbidity and mortality. 

Prerenal azotemia and ischemic acute tubular necrosis have the same spectrum of causes. Any factor that leads to prerenal azotemia can lead to ischemic acute tubular necrosis. Some common causes include hypovolemic states such as diarrhea, vomiting, bleeding, dehydration, burns, renal losses via diuretics or osmotic diuresis, and third fluid sequestration.

Sepsis also plays a role in causing acute tubular necrosis because of systemic hypotension and renal hypoperfusion. 

Fractional excretion of sodium (FENa) is a good test to differentiate between acute tubular necrosis and prerenal disease, with a value less than 1% favoring prerenal disease and more than 2% acute tubular necrosis. However, these values are not always accurate as in chronic prerenal states such as congestive heart failure and cirrhosis in which there is an overlap between both (ATN and prerenal AKI) having a value of less than 1%.

Urine sodium concentration determines that the kidney is sodium avid in hypovolemic states (prerenal) where kidneys try to conserve sodium or lose sodium due to tubular injury with values more than 40 to 50 mEq/L indicating acute tubular necrosis and less than 20 mEq/L suggestive of prerenal disease.


	
	

	[bookmark: _Hlk153891738]Source/Reference 
	Luciano, R. L., & Moeckel, G. W. (2019). Update on the Native Kidney Biopsy: Core Curriculum 2019. American journal of kidney diseases : the official journal of the National Kidney Foundation, 73(3), 404–415. https://doi.org/10.1053/j.ajkd.2018.10.011 https://www.ajkd.org/article/S0272-6386(18)31102-8/fulltext

	Evidence Based Guideline/Practice Guideline Recommendation 
	A kidney biopsy should be recommended when kidney tissue is required to make a definitive diagnosis that might affect treatment or provide information about disease progression or prognosis.

A biopsy should be avoided when the potential risk to the patient exceeds any likely benefit from procuring kidney tissue.

Patients with a diagnosis of hemodynamically mediated AKI (acute tubular injury or necrosis) do not usually need a biopsy unless the cause of the AKI is unclear or there are other features that suggest a need for a biopsy.

	
	



Selected Coding Clinics

	
	

	Source/Reference
	Applying Past Issues of AHA Coding Clinic for ICD-9-CM to ICD-10 
Coding Clinic, Fourth Quarter 2015, Page 20 
Coding advice or code assignments contained in this issue effective with discharges November 13, 2015

	Practice Guideline Recommendation
	· In general, clinical information and information on documentation best practices published in Coding Clinic were not unique to ICD-9-CM and remain applicable for ICD-10-CM with some caveats. For example, Coding Clinic may still be useful to understand clinical clues when applying the guideline regarding not coding separately signs or symptoms that are integral to a condition. Users may continue to use that information as clues—not clinical criteria.  
· As far as previously published advice on documentation is concerned, 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.

	
	

	Source/Reference
	Use of Coding Clinic as Clinical Criteria for Code Assignment
Coding Clinic, Third Quarter 2008, Page 16
Effective with Discharges: September 19, 2008

	Practice Guideline Recommendation
	Question:
· Can background clinical information published in Coding Clinic be used as clinical criteria for code assignment?
Answer:
· No, background material published in Coding Clinic cannot be used as clinical criteria for code assignment.  As stated in Coding Clinic, Second Quarter 1998, pages 4-5:
“Any clinical information published in Coding Clinic, is provided as background material to aid the coder’s understanding of disease processes.  The information is intended to provide the coder with ‘clues’ to identify possible gaps in documentation where additional physician query may be necessary.  It is not intended to replace the need for specific physician documentation to substantiate code assignment.”

	
	

	Source/Reference
	Documentation Guidelines 
Coding Clinic, Second Quarter 2000, Page 17 to 18 
Effective with discharges: July 1, 2000

	Practice Guideline Recommendation
	· When the documentation in the medical record is clear and consistent, coders may assign and report codes. If there is evidence of a diagnosis within the medical record, and the coder is uncertain whether it is 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. All diagnoses should be supported by physician documentation. Documentation is not limited to the face sheet, discharge summary, progress notes, history and physical, or other report designed to capture diagnostic information.

	
	



Conclusion

«Facility» provided medically necessary services to «PAT_Full_Name» with the expectation that those services would be reimbursed according to the documentation in all UHDDS communications.  «Facility» respectfully requests that you reconsider this claim and require payment to be made to «Facility» for the services provided to «PAT_Full_Name» in this case.
I appreciate your attention to this matter and invite you to contact me should you have any questions.

Respectfully,

Image_Signature

«Facility_Signature»

Submitted with the authority of the Provider,

Please return all correspondence to:

«Facility_Description»

NPI: «Facility_NPI»
Tax ID: «Facility_Tax_ID»
PTAN: «PTAN»
«TableEnd:PATIENTINFO»
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