
WHITE PAPER

THE SAVVY PHYSICIAN’S GUIDE TO
ICD-10 CODING COMPLIANCE:

Avoiding Reduced Medicare/Medicaid Claim Payments, 
Claim Denials, Penalty Payments, and Audits
What you don’t know about HCC coding (or aren’t doing correctly) can cost you BIG TIME in lost 
income, out-of-pocket repayments, plus money to fix the problems. Don’t keep losing money!



Introduction
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IF YOU WANT TO MAXIMIZE 
REIMBURSEMENT AND 
AVOID PENALTIES, YOU 
MUST INDICATE A SPECIFIC 
DIAGNOSIS, STATUS, AND 
TREATMENT.

With highly complex rules and requirements seemingly changing by the day, 
a widespread lack of awareness (and a lot of questions) about coding compli-
ance is a continual challenge for physicians and caregivers.

As a savvy physician, you should be asking such questions as... 

 \ When should I be documenting a current Stroke, and when should I  
document only History of Stroke?

 \ Why is it no longer acceptable to document Diabetes as “Uncontrolled”?
 \ What special support do I need to include when I document current  
Cancer?

 \ How did the coding of Myocardial Infarctions change from ICD-9 to  
ICD-10?

 \ Do I fully understand ICD-10-CM Coding Guidelines, as they pertain to 
Causal Conditions and their Manifestations?

 \ Will my reliance on Unspecified Codes raise red flags to CMS?
 \ How would my documentation hold up under a RADV Audit?

GRACE PERIOD HAS ENDED
This confusion has only intensified since October 1, 2016, when The Centers 
for Medicare and Medicaid Services (CMS) year-long grace period, in which 
it accepted claims as long as they were submitted in the right ICD-10 family, 
came to a close. Now CMS is demanding greater physician attention to spe-
cific details.

CODERS USUALLY CAN’T FIX PHYSICIAN MISTAKES AND OMISSIONS
Many physicians believe that 100% of their charges are reviewed and that a 
coder can “fix” their coding errors, if errors are made.  Unfortunately, this is 
not true.  

Most facilities only audit a small number of outgoing claims. This means, in 
most cases, very few cases are ever touched by a professional coder. A coder 
can only code by what is written by the physician whose notes must be very 
clear, since nothing can be inferred by the coder.

WHAT IT TAKES FOR 100% COMPLIANCE
For every single diagnosis evaluated during an encounter, it’s the physician’s 
responsibility to document the following:   

 \ Monitoring
 \ Evaluation
 \ Assessment
 \ Treatment

YOU COULD BE PENALIZED IF YOU DO NOT COMPLY
If you want to get paid for each and every diagnosis you treat, you must doc-
ument each to the highest specificity, and clearly link the status and treatment 
plan for each. If you don’t, you could also be liable for big repayments during 
risk adjustment data validation (RADV) audits on patients’ medical records, 
where CMS verifies HCC (hierarchical condition category) diagnosis codes 
submitted for payment along with supporting documentation.
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PROVIDING THE CORRECT 
DOCUMENTATION TO THE 
CODERS IS ALWAYS UP TO 
THE DOCTOR, NOT THE 
CODER! PERIOD. THIS IS 
NOT A GRAY AREA.

PHYSICIANS ARE DRAMATICALLY CUTTING 
THEIR OWN INCOME
If you think these cash losses and penalties do not happen very often, think 
again! 

A FEW COSTLY EXAMPLES…
Blue Eagle recently reviewed 450 members of one practice and found that 
very few physicians’ claims were correct and had proper documentation. 
Most claims likely resulted in a refund to CMS.

Here’s another example from Becker’s ASC Review of how much physi-
cian-created coding errors can cost. As a result of the physician-centered 
coding mistakes, a California hospital was forced to give back $180,000 to 
Medicare, public filings show, and paid an undisclosed amount to internally 
address the underlying revenue cycle management issues that caused the 
problem. 

Having to pay back this much money can mean reduced physician salaries or 
bonuses. 

THESE KINDS OF ERRORS ARE COSTING DOCTORS PLENTY
These woes are hardly unique among healthcare providers. They cost medical 
practices, hospitals, clinics, and outpatient facilities big money time after time. 

It’s up to the physicians to deliver the correct input at each and every visit. 
Providing the correct documentation to the coders is always up to the doctor, 
not the coder! Period. This is not a gray area. 

With coders processing 30, 40, 50 or more claims per day, and deficient 
documentation so common, it is usually not feasible for the coders to query 
the provider each time an HCC is not supported properly. Even where queries 
are possible, asking providers to addend high numbers of records raises a red 
flag to CMS, and is not advised.  In most cases, when an HCC is not support-
ed properly, the coder must simply remove the code, and the opportunity to 
capture that condition has been lost for that encounter.

All those errors could mean leaving money on the table, or worse, leaving the 
medical practice, clinic, hospital, or medical facility having to pay penalties for 
mistakes…which can reduce your income.
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GETTING THE INPUT 
WRONG OR LEAVING 
THINGS OUT CAN COST 
YOU $25 TO $600 OR MORE 
IN CMS CLAIM PAYMENTS 
PER VISIT.

BEST PRACTICES: CODING DOCUMENTATION 
TIPS TO GET CLAIMS PAID 

HOW TO STAY ON TOP OF DOCUMENTATION WHEN YOU’RE SO BUSY 
WITH PATIENT CARE
According to a recent study, ambulatory care physicians spend on average 
49.2% of their working time on EHR and other desk work. During patient 
visits, physicians spent 52.9% of their time directly talking with patients and 
37% of their time on EHR and other desk work. 

Being busy with patients and paperwork doesn’t mean you can afford to 
sacrifice correct documentation. Simply concentrate on supplying a specific 
diagnosis, and clearly linking a brief status and treatment plan for each.

Getting the input wrong or leaving things out can cost you $25 to $600 or 
more in CMS claim payments per visit. 

WHAT CMS SAYS
CMS specifically states that, “The treating physician, another clinician, provid-
er, or supplier should submit the requested documentation. However, because 
the provider selected for review is the one whose payment is at risk, it is this 
provider who is ultimately responsible for submitting, within the established 
timelines, the documentation requested by the MAC (Medicare Administrative 
Contractor), CERT (Comprehensive Error Rate Testing), Recovery Auditor, and 
Zone Program Integrity Contractor (ZPIC).” 

WHAT IS INSUFFICIENT DOCUMENTATION?
Insufficient documentation errors may include: 

 \ Incomplete progress notes (for example, unsigned, undated, insufficient 
detail); 

 \ Unauthenticated medical records (for example, no provider signature, 
no supervising signature, illegible signatures without a signature log or 
attestation to identify the signer, an electronic signature without the elec-
tronic record protocol or policy that documents the process for electronic 
signatures); 

DIAGNOSIS, STATUS, AND TREATMENT PLAN ARE ALWAYS REQUIRED
As with all diagnoses, a status and treatment plan are required in the assess-
ment section of the encounter, attached to their respective diagnosis, in order 
for the coding requirements to be satisfied. And, for you to get paid…without 
incurring penalties!

HOW DOES THIS WORK FOR A SPECIFIC DIAGNOSIS?
To help physicians better understand how this documentation should look 
and what it should contain, we’ve prepared an example for a patient with CHF 
(Congestive Heart Failure). 

If you expect to get paid for a CHF patient visit under ICD-10, you can no lon-
ger just provide documentation that only says, “Congestive Heart Failure.” 
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You must break CHF down into: 

 \ One of 3 types—Systolic, Diastolic, and Combined
 \ One of 3 options for chronicity—Acute, Chronic, Acute on Chronic 
 \ These should be clearly documented in the Assessment for proper code 
selection…and claim payment

In addition to the above specificity requirements, documentation must include 
the following:

 \ Status (stable, uncontrolled, etc.)
 \ Treatment Plan (medications, therapies, followed by specialized care pro-
gram, etc.)

DON’T FORGET… 

 \ ALL causal links between conditions must be clearly documented.
 \ EVERY diagnosis must have a Status and a Treatment Plan CLEARLY 
associated with it.

 \ ALWAYS document the most specific known diagnosis, including Type, 
Chronicity, Location, etc. (Unspecified options should only be used as a 
last resort.) 

1000 EAGLE POINT CORPORATE DRIVE, SUITE 3, BIRMINGHAM, AL 35242
 (866) 981-1095   (205) 981-1097   INFO@BLUEEAGLE-CONSULTING.COM   

WHITE PAPER  | 4

http://www.blueeagle-consulting.com/


CONCLUSION

 blueeagle-consulting.com

WHITE PAPER  | 5The Savvy Physician’s Guide to ICD-10 Coding Compliance

Medicare, Medicaid, and private payers have ramped up their scrutiny of 
documentation and coding in recent years. At the same time, there are indus-
try-wide inconsistencies and uncertainty. 

So, it’s up to physicians like you to get it right or lose claims dollars you’re 
entitled to or face penalties and audits.

Running afoul of coding rules, however, is not a foregone conclusion. Imple-
menting best practices for documentation can eliminate many coding compli-
ance risks. 

Compliance may be a lot easier for the Specialty Care physician, since you 
only need to know about your own specialty. But HCC coding may be more of 
a problem for the Primary Care Physician, who has to deal with such a wide 
range of diagnoses. 

However, all physicians should make sure documentation is crystal clear and 
compliant…and that nothing is missing before the claim goes to coding. 

Your complete cooperation and documentation is necessary to avoid cutting 
your own income, facing compliance headaches or legal violations, dealing 
with troublesome audits, and having to pay back penalties. 

To paraphrase President Harry S. Truman’s famous quote, “The buck stops 
with documentation you provide.”
 
A PROFESSIONAL CODING CONSULTANT CAN HELP
A professional healthcare risk management and coding consultant can help 
your medical organization make sure you’re reaping the maximum CMS 
claims payments and patient care benefits while meeting the documentation 
challenges. 

Blue Eagle Consulting can provide you with the experienced coding resourc-
es to give you and your system a complete check-up to make sure you’re 
delivering accurate coding to keep your profits up and your business fiscally 
healthy. 

Get in touch today to let us know how we can help you.
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