
C
hanging to ICD-10 is not optional. An 

effective transition to ICD-10 will avoid 

disruptions to reimbursement and cash flow. 

Further, it will avert an unwelcome increase in 

denials and a variety of compliance-related concerns. The 

change is necessary because the ICD-9 coding system has 

become outdated with limited ability to expand. 

Who needs education?

The implementation of ICD-10 will touch most areas of hospi-

tal practices and medical groups in a variety of ways, but let’s 

focus on the challenges of provider training and education. 

Educating providers about the changes in the new coding 

system and what it means to them is one of the biggest con-

cerns in hospitals, medical groups and healthcare systems.

ICD-10 does not always require an increase in the quantity 

of documentation; however, higher quality documentation 

with greater specificity will increase the benefits derived 

from the new coding system. Other government initiatives 

such as Quality Reporting, Medicare Risk Adjustment and 

Meaningful Use are demanding the enhanced level of 

documentation. 

Imprecise documentation can be captured in ICD-9 and ICD-10 

coding systems. Enhanced efforts to attain better clinical docu-

mentation will avoid misinterpretations by third parties (pay-

ers, auditors, attorneys etc.), corroborate medical necessity and 

provide a more accurate picture of the clinical care provided.

It is not necessary that physicians know precisely how the 

new ICD-10 coding system works, but education sessions 

should focus on the importance of achieving higher quality 

documentation. Training programs should start with general 

awareness training highlighting the overall features and 

benefits of the ICD-10 coding system. Some of the highlights 

should include examples of the following:

 • Expanded codes for specificity

 • Combination codes for diagnosis and symptoms

Provider Education and Training for 

ICD-10 Implementation
Successful implementation depends on quality documentation
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Implementation of ICD-10 has been delayed, 

but now is not the time to take your foot off the 

accelerator. For the next year, providers will 

continue to be reimbursed based on their CPT/

HCPCS code. When the new coding system 

receives the green light, ICD-10 diagnosis codes 

will be the basis of reimbursement. 

Improving documentation quality is an 

imperative because of the significant expansion 

in the number of codes. Retraining providers to 

change how they document in the patient record 

and to communicate why it is important, is 

critical. Proactive organizations are continuing to 

focus on clinical documentation improvements as 

a high priority.

Internal auditors should be familiar with the 

best provider training methods for the looming 

change. You will then be able to develop an 

informed opinion on your organization’s efforts 

to bring providers up to speed.

Lynn Handy is the Senior Director of 

Professional Coding Services and Edu-

cation at Altegra Health. She manages 

their professional auditing services and 

the Risk Adjustment Data Validation 

Audit division. Lynn has trained thou-

sands of providers in most specialties 

during her 30 years in the healthcare 

field. She speaks to professional asso-

ciation audiences at national confer-

ences frequently. You can reach Lynn 

at 310-776-4001, ext. 2345 or Lynn.

Handy@altegrahealth.com.
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 • Laterality

 • Added code extensions for injuries and external  

causes of injuries

 • Added code extensions for episode of care (initial, 

subsequent, etc.)

Train within specialties

Specialty department training should follow general 

awareness training. This training should focus on what 

physicians need to know specific to their specialty. The 

training should be relevant and include examples of 

adjusted documentation necessitated by ICD-10 from the 

specialty’s current documentation. Trainers should explain 

the reasons why documentation improvements may be 

necessary to adequately support ICD-10 code sets. Training 

efforts should emphasize the quality of documentation 

versus quantity of documentation.

Here is an example of how to present material:

Current note: “69-year-old patient who presented 

with slurred speech. Went from Memorial Medical 

Center, also has altered mental status. The patient was 

being treated for a femur fracture, status post-fall. 

The patient was admitted and was seen by neurology, 

had MRI, PT, OT. The patient slowly improved. Doing 

better. She is back to her normal baseline. The patient 

will continue her PT and OT. Okay by neurology to be 

transferred.”

Final diagnosis:

 • Cerebrovascular accident

 • Multiple sclerosis

 • Spastic hemiplegia

 • Possible Multiple sclerosis

Documentation tips:  For hemiplegia, be sure to document 

the cause (cerebral infarction, traumatic or nontraumatic 

hemorrhage, including location; subarachnoid, intracerebral, 

intracranial). Document the affected side: Left or right, and 

indicate the patient’s dominant side.

Improved note: “69-year-old left-handed patient 

who presented with slurred speech. Went from 

Memorial Medical Center, also has altered mental 

status. The patient was being treated for a femur 

fracture, status post-fall. The patient was admitted 

and was seen by neurology, had MRI, PT, OT. 

The patient slowly improved. Doing better. She 

is back to her normal baseline. The patient will 

continue her PT and OT. Okay by neurology to be 

transferred.”

Final diagnosis:

 • Cerebrovascular accident, due to thrombosis of right 

middle cerebral artery

 • Left hemiplegia due to previous CVA

 • Possible Multiple sclerosis

When preparing training for specialty departments, 

trainers should analyze the ICD-9 frequency data and 

Wh

trai

Myth:  The implementation of ICD-10 will create a 

burden on physicians’ hospital practices, requiring 

an increase in the amount of documentation.

Fact:  Hospital HIM professionals and physicians 

for many years have collaborated to improve 

documentation. ICD-10 will not change the way 

physicians practice medicine. As it has always been, 

complete and accurate documentation 

is important and it will continue to be a 

key component to coding correctly. 

 been, 
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center education efforts on the most frequently coded 

conditions. 

It is also important to coordinate a strategy for ICD-

10-PCS implementation for hospital facilities. Trainers 

should first target the top 10 to 20 most frequently 

performed inpatient surgical procedures and the specific 

operative report documentation improvements that are 

required.

If your trainer is experienced and comfortable using humor, 

they may wish to point out some of the unique codes that 

describe how an injury occurred or the performance of 

specific activities that inflicted the injury. Some codes are 

quite peculiar.

Ensure that each form, template 

and file has undergone a careful 

and detailed double-check.

Physician champions rule

Physicians can speak frankly with one another. Take the 

time to find a champion because it will pay dividends. 

Your champion’s skills should be leveraged to develop the 

training curriculum and fill a role in delivering the training. 

Be sure to use the physician champion to break down 

barriers with physicians who do not accept change willingly.

Train on their turf

Some of the best training opportunities occur during 

existing meetings, such as Grand Rounds or department 

and section meetings. Training at these times will increase 

attendance and participation. A good strategy is to start 

small and train often. Better provider participation and 

feedback happens when the training is done hands-on. 

There will be some physicians who are not able to attend 

the scheduled sessions, so plan other training options to 

accommodate their needs.

It should be happening now

General awareness training with specialty departments 

should have begun and should continue up to the 

implementation date. Use the extra training time to be sure 

everyone "gets it." It should be available beyond this date to 

address questions that arise. 

Provider training records should be maintained to ensure 

everyone has received their training. A best practice is to 

obtain the provider’s sign-in after the training session is 

completed. This will help ensure no one signs in and leaves 

before the training is completed.

Providers shown to be 

performing below standards 

should undergo mandatory  

re-training immediately.

Modifications to existing forms and templates should 

be underway to accommodate the increased specificity 

of ICD-10. Before approving the final changes, it is very 

important to ensure that each form, template and file has 

undergone a careful and detailed double-check by a second 

knowledgeable person. You need another person’s mindset 

and eyes to look for errors and oversights. Lingering errors 

and oversights will lead to compliance issues and incorrect 

reimbursement.

Don’t forget the audits

Plans need to be in place to audit providers after the 

implementation date. These post-implementation audits will 

identify providers that have trouble with the new changes 

Training tips

 • Do not overwhelm the physicians with 

information.

 • Have an agenda and stick to it.

 • Review how the codes in their specialty have been 

improved, are more granular and specific. 

 • Explain how the new codes will support their 

patients' stories accurately and completely.

 • Let them know what they are already doing 

correctly.

 • Tools for successful training:

 An agenda--have one and stick to it.

 Updated charge tickets/superbills

 EMR database and EMR pick list (favorites)

 Crosswalks from ICD-9 to ICD-10

 • Have (or do) a documentation review (audits):  

Is anything missing? If so, what?
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and those that are performing as required. Providers 

shown to be performing below standards should undergo 

mandatory re-training immediately. 

Conclusion

To effectively educate physicians for ICD-10 transition, 

design education strategies that play to physicians’ 

strengths and weaknesses. It is important to help physicians 

understand that successful implementation directly relates 

to the quality of their medical record documentation. 

Developing a detailed clinical documentation improvement 

program, including a clear and concise physician 

education component, is the key to an effective ICD-10 

implementation program. 

As the final step in the transition to the new coding, be sure 

to include a review of each provider’s documentation and 

coding in your implementation audits. This will identify the 

weaknesses and enable prompt correction. It will also help 

minimize revenue and compliance issues. NP

Take the time to find your champion because it will pay dividends.

The take-away for internal auditors is that an FMV process 

needs to be formally established and it is important to 

carefully review documentation for highly compensated 

physicians. 

Checklist for reviews

An approved process that outlines how physician 

compensation is determined demonstrates your 

organization’s effort and intention to remain compliant with 

the CR and FMV requirements. The process should include 

written guidance regarding your organization’s protocols 

and required best practices. 

The process for entering into a physician compensation 

arrangement should be communicated throughout the 

organization and an individual or functional area responsible 

for monitoring the program should be assigned. Lastly, there 

should be personnel responsible for understanding the 

applicable regulations in this area and for monitoring the 

overall process along with assigned enforcement authority.

There is no single right way to establish physician 

compensation. The solution for each healthcare organization 

is based on a myriad of factors. Regardless of the process 

established, the following basic checklist should be 

communicated to all personnel involved in decision-making: 

1. Verify that documentation exists showing the 

arrangement is CR and serves a legitimate business 

purpose, absent any current or expected patient referrals.

2. Ensure your legal counsel has approved the term sheet or 

agreement. 

3. Understand the services listed in the agreement and the 

credentials and/or specialty required for the position. 

Match these requirements to the physician serving in 

the role.

4. Ensure there is an established process to determine FMV 

for those services and the compensation approach is 

consistent throughout the entire organization.

5. Verify that a more robust valuation approach to 

compensation was completed for compensation 

arrangements falling outside the existing thresholds.

6. Establish a mechanism to confirm the services are 

actually being provided (for example, time sheets for 

medical directors).

Conclusion

As an internal auditor performing audits in this high-risk 

area, you should understand the regulatory guidance 

provided by both the CR and FMV requirements. 

Understanding the regulations and following the 

checklists provided here can greatly assist in ensuring 

that your organization has a compliant process for 

reaching physician compensation arrangements and 

in limiting your organization’s physician employment 

arrangement risk. NP

Physician Employment Arrangements – continued from page 31
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