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Abstract

Across the nation, hospitals are searching for a way to increase their case mix index (CMI),
return on investment, and revenue from insurance companies. One of the most successful ways
to enhance all three is by employing a clinical documentation improvement specialist (CDIS).
Yet there are many factors that influence the success of a CDIS. This paper will follow the
implementation and deduction of an eight-week CDI-program initiated in a critical care unit. The
PICOT question posed is how does the implementation of a clinical documentation improvement
specialist improve physician documentation and increase reimbursement in the critical care unit
over an eight-week period? Through the methodical utilization of an access file to track and
monitor queries, documentation inconsistencies, and trends, the CDI Specialist will be able to
concurrently and positively impact the organization. CONCLUSION: Over an eight-week period
the CDIS was able to ensure $107,542.35 of which would not have been recuperated had the
CDIS not been reviewing documentation for missing, inconsistent, or conflicting clinical
documentation. Yet over this two-month time frame, the CMI was virtually unchanged. There are
many things that inhibited the overall success of an increase in CMI, including administrative
support, the participation of physicians with education and documentation, the International
Classification of Diseases- 10" edition (ICD-10) coding guidelines, as well as the coders
assigned to the organization, and time. The implementation of a CDI —program proved to benefit
not only the organization financially, but improved quality improvement and physician
documentation.

Key words: Clinical documentation improvement specialist, case mix index, physician
documentation, and ICD-10.



The Impact of Clinical Documentation Improvement Specialists in the Critical Care Unit

Within the last few decades, insurance companies have begun to require further
specificity and specific diagnostic terms in patient’s charts to account for severity of illness, risk
of mortality, and even reimbursement costs. It is for this reason that a new breed of nurses is
being born, tasked at implementing clinical documentation improvement programs so hospitals
and healthcare professionals can ensure they are getting paid for their services while also
properly documenting the care they provide their patients. Higher standards and new regulations
have hospitals across the country taking double, even triple looks at their current practice and
policies. As private insurance companies deny payment and challenge hospitals and medical
providers on medical necessity and diagnosis charges with the new ICD-10 guidelines, hospitals
have been forced to put standards in place that can ensure maximum recuperation of
reimbursement from these insurance companies.

To first understand and appreciate what a CDI specialist is and how they contribute to not
only the health care professionals but also the organizations in which they work, it’s important to
understand where America currently is in terms of healthcare. According to Geissler and Dion
(2015), healthcare is constantly changing and the introduction of the EHR systems, core
measures, the “meaningful use” EHR incentive programs, value-based purchasing, and the ICD-
10-CM/PCS code sets has bombarded the healthcare industry with challenges over recent years.
Since the early 1990’s, there has been an increase in federal regulations and accreditation
agencies requiring healthcare organizations to report quality of care measures to agencies such as
the Center for Medicare and Medicaid Services (CMS), the Joint Commission, and the National
Committee for Quality Assurance (NCQA) (Chtourou, 2013, p.50). According to Chtourou

(2013), since 2002, the Joint Commission and CMS implemented a requirement for hospitals to



collect and report data on standardized performance measures, known as core measures. All of
these standards and requirements result in quality reporting and is a vital component to initiatives
for financial incentives or penalties based on how a specific hospital compares to those quality
improvement programs (Chtourou, 2013; Geissler & Dion, 2015). The relationship between
documentation errors and inconsistencies amongst healthcare professionals is much more
complicated and complex than most give credit to, as evidenced by mistrust in colleagues, lack
of time, resources, computers, and the functionality for the EHR itself. As stated by Yeung et al.
(2012), the lack of time, resources, and even computers can create disconnect amongst healthcare
professionals. Too much trust allows for the copy/paste function to be excessively utilized,
allowing for inappropriate and incorrect documentation to be carried over into another
assessment. Retrospectively, mistrust leads the healthcare professionals to overly question and
critique the clinical documentation of their colleagues, often creating conflicting information.
According to Betbeze (2010), CDI Specialists can help healthcare professionals focus more on
patient care and can alleviate some of the frustration and confusion healthcare providers feel
when attempting to document appropriately.

In order to build a successful CDI-program, healthcare organizations must recruit CDI
candidates who will prove beneficial to the organizations dynamics and meet eligibility criteria,
such as work history, educational background, and certifications (Recruitment, Selection, and
Orientation for CDI Specialist, 2013). According to Letourneau (2014), building a successful
CDI program and hiring qualified candidates can prove challenging as you need either clinicians
who are good at coding or coders with strong clinical knowledge. Improving clinical
documentation should be a key area of focus for all healthcare facilities (Letourneau, 2014), and

building successful CDI programs is critical in order to capture the quality measures required for



patient records documentation, medical coding rules, and assigning the appropriate working
diagnosis (Beaty, 2005). Another important aspect to creating a successful CDI program is
ensuring that the CDI Specialists have physician champions, who can help to communicate the
importance of complete and concise documentation to the clinical team (Improving Clinical
Documentation, 2014).
Problem Description

Until now, clinical documentation improvement specialists have not been utilized at this
hospital organization. Through the implementation of a clinical documentation improvement
specialist (CDIS), the hospital can ensure the clinical documentation supports the treatment,
length of stay, and medical diagnosis of all patients admitted to the hospital, ensuring maximum
reimbursement is obtained. With the implementation of a CDIS, the organization can plan for
long-term financial stability and be assured that physicians are being educated and supported to
document appropriately. The implementation of a CDIS will improve physician’s documentation
and will decrease denials from insurance companies and increase revenue. With the help of a
CDIS and the successful implementation of a CDI-program, physicians at this organization can
be ensured that they are getting the most out of their documentation and standing up to the
regulations and expectations of governmental agencies and policies. Through clinical scholarship
and analytical methods, evidence-based practice can be achieved.

The organization is a small, nonprofit, community hospital struggling to maintain its
independence. It losses approximately $500,000 a year on insurance audit denials from poor or
incomplete clinical documentation. The amount of money being lost per year to insurance

companies audits is negatively impacting the hospitals bottom line and inhibiting its ability to



maintain its independence in a market that is being overrun by bigger hospital corporations that
can afford to put money into resources such as CDI-programs.
Available Knowledge

Published research literature was searched using electronic and journal databases
(CINAHL, Journal of AHIMA, ACDIS, and Healthcare Financial Management Corporation).
Key words used were: clinical documentation improvement specialists, electronic health records,
documentation inconsistencies, MS-DRG assignment, CDI Programs, and reimbursements
efforts from CDI. Years searched were 2001 to 2016. The literature review considered evidence
related to the PICOT question; how does the implementation of a clinical documentation
improvement specialist improve physician documentation and increase reimbursement in the
critical care unit over an eight-week period? The literature review helped to narrow the focus on
specific criteria and areas of improvement for answering the PICOT question posed. All
literature was organized based on expert opinion, quality improvement data, and evidence-based
practice guidelines.

The International Classification of Diseases revision 10 (ICD-10) was implemented
across the United States in October of 2015, calling for higher standards in clinical
documentation and coding specificity. Hospitals across the country are being forced to fight for
every dollar they bill for and prove medical necessity through practitioner’s clinical
documentation. For example, as stated by Betbeze (2010), a physician may not be thinking about
whether congestive heart failure is systolic or diastolic, but its important for clinical
documentation and affects how hospitals can code a patient’s chart. Failure to document in
compliance with billing and coding standards will result in loss of revenue (Office of Inspector

General, 2012). According to “Best Practices in the Arts and Sciences of Clinical Documentation



Improvement” (2015), the impact of a CDI program includes a more accurate depiction of
patient severity and acuity as measured by case mix index, severity of illness, and risk of
mortality scores, reduction in clinical denials for medical necessity, and improves clinical
outcomes and overall optimal continuity of care for patients as a result of not only capturing all
necessary diagnoses and procedures in reviewing clinical documentation, but through ensuring
its ultimately reelected in the final code assignment for each patient. The first part of any
successful program implementation requires intervention, methodology, analysis, and evaluation.
This process may be reworked and revaluated a number of times before a positive outcome is
reached, but it takes understanding the process for success to occur.
Rationale

In evaluating the issue within clinical documentation, the lowa model can prove effective
in helping an organization come up with a systematic approach of finding solutions to the
problem (Titler et al., 2001). With the help of CDI Specialists, health care providers and
professionals can improve their clinical documentation to better reflect the specificity and acuity
required for electronic health records to appropriately code for such classifications of diseased
while also decreasing documentation inconsistencies. As stated by “Recruitment, Selection, and
Orientation for CDI Specialist” (2013), these efforts result in greater integrity of the
documentation, coding, reimbursement, severity of illness, and risk of mortality classifications.

According to Titler et al. (2001), nurses have been using the lowa model to identify
knowledge and problem focused triggers in order to improve practice within their field for many
years. It comes with no surprise that as the implementation of nursing technology and EHR has
advanced, problem focused triggers that have sparked the concern and interest of nurses,

practitioners, and administrators across America. As the expectation has changed in



documentation across the world, a new standard has been placed on healthcare professionals to
accurately and consistently document diagnoses and care trends. Documentation errors and
inconsistencies fall best under problem-focused triggers as it is considered a specific clinical
problem and can easily be related to quality assessment and quality improvement, as well as data
and risk management (Titler et al., 2001). Triggers for clinical documentation errors include the
overuse of copy and paste, conflicting documentation in a patients chart by different providers,
and the mere lack of supporting documentation for medical necessity (Deyoung, VanderKooi, &
Barletta, 2009).

The PICOT approach has proved successful in helping clinicians frame a basis for
understanding and communication amongst common language and research discourse (Riva et
al., 2012). When using the PICOT approach to help research and identify the significance and
impact of Clinical Documentation Improvement Specialist, it is important to not only understand
the benefit of the results, but also understand who will be affected. To better understand the
importance of a theoretical framework in application to CDI one can start by asking a research
question using the PICOT analysis.

Applying Lewin’s change theory to the PICOT question is an effective way to evaluate
the success of the clinical problem and its implications. Clinical Documentation Improvement
Specialists can prove to be a resource to healthcare providers during the implementation of
change in documentation within the medical profession. Because documentation improvement is
an ongoing effort and will require training, retraining, and training again, the three phases of
Lewin’s change theory prove the most beneficial theoretical framework. The application of
theory to any clinical problem can provide guidance and direction in areas that prove not as

successful as planned. One of the most critical parts to this question in correlation with the



theoretical framework of change theory will be the driving force that opposes change. For some
practitioners that may be educational barriers, yet for others it may be their lack of involvement
in implementing the EHR. Understanding why individuals are opposing the necessary change
can help counteract any negativity during the change initiation, making it easier to refreeze an
acceptable behavior. According to Lewin, his theory was more successful when individuals were
more involved in the change process itself, understanding that and knowing how to involve
different practitioners to spark their interest in change is a critical element to this PICOT
question and clinical problem (White & Dudley-Brown, 2012). As the healthcare field continues
to change and technology remains on the rise, all healthcare organizations can benefit from CDI
Specialists. CDI Specialists can have a positive effect not only on reimbursement within the
hospital system, but help providers to understand the implications behind through, consistent,
and concise documentation.
Specific Aims

Health care organizations are being forces to fight denials for payment from nearly all
health insurance companies as a result of poor documentation (Letourneau, 2014). As stated by
Letourneau (2014), as Medicare and Medicaid services increase its recovery audit contractors
(RAC) efforts to correct what it considers to be overpayments, organizations must work to
integrate its finance and clinical teams through the implementation of CDI programs if they are
planning for long-term financial success. The mere fact that we are faced with this reality in
today’s healthcare requires change to happen. All medical professionals are required to document
more, include further specificity, and elaborate on details once considered mundane. The
correlation between successes of the clinical question is as heavily weighted on the driving and

restraining forces as the change itself (White & Dudley-Brown, 2012).



The expected outcomes for this project are improved physician documentation and
increased reimbursement. The outcomes to be measured will consist of two parts. The first part
being the amount of queries that get sent to providers for lack of or inconsistent documentation.
The second part will consist of the amount of financial reimbursement that will be collected as a
result of the CDI Specialist. Because there was no CDI specialist or program prior to this, the
benchmark data will be easily identifiable at zero. The author will be using an access file to keep
track of the amount of charts that are audited, the amount of queries that are sent, and also the
financial impact of those queries resulting in the capture of complications and comorbidities
(CC’s) and major complications and comorbidities (MCC’s). In measuring these outcomes from
a preliminary standpoint through a completed and successful CDI-program, the evidence should
show that a CDI-program improves practitioner documentation, increases hospital revenue, and
helps to bridge a gap between the provider and the diagnostic terms needed for proper coding.
The programs success will be measured by the financial reimbursement as everything quantified
will be as a result of the CDI-program, as there is no way to quantify queries prior to
implementation.

Methods
Context

The organization is a non-profit community hospital in Pennsylvania. The CCU (critical
care unit) is a 7-bed unit capable of providing care to those with the highest acuity for a hospital
of its size. The aging community ensures that the patient population is never short on major
complications and co-morbidities. The mixed diagnoses make treating and caring for these
patients often complicated, but the advanced skill level of the nurses and practitioners leaves

nothing to be desired. Their ability to handle the case mix of these patients is inspiring and



reassuring. The mix of practitioners within the CCU includes nurses, physicians, respiratory
therapists, physician’s assistance, and nurse practitioners. The admitting physicians are internal
medicine trained hospitalists.

Despite their clinical abilities to care for the aging population in the CCU, the
practitioners lack insight into how to properly clinically document. The EHR has proven to be a
barrier for some who are reluctant to change from paper charting. For those who have embraced
the EHR, the copy and paste function seems to be utilized with too much ease, creating
conflicting and even ambiguous information as diagnoses are ruled in and out with the use of
medical tests such as CT scans and stress tests. According to Giessler and Dion (2015), many
CDI-programs are developed solely to capture documentation for reimbursement, yet their roles
extend to so much more than that, including the complete and concurrent review of records and
impact care acuity and quality.

Prior to November 2015, CDI specialists had not been utilized in the CCU.
Reimbursement rates were down, clinical documentation was a failed effort, and healthcare
providers were not able to code for the true severity of illness in which they were actively
treating in their patients. With the intervention of CDI Specialists and the implementation of a
CDI-program, an expected outcome would include fewer denials from insurance companies,
increased financial reimbursement and recuperation, and a better understanding of clinical
documentation by all healthcare providers working within the CCU, which in turn will positively
impact the amount of documentation errors. The importance of collaboration by all healthcare
providers and the CDI Specialists cannot be understated or taken lightly, as it will take a change
in current culture practice to not only implement a successful CDI-program but maintain its

success.



Interventions

The method of intervention to changing a bad habit of poor clinical documentation
requires a practice change initiative and successful intervention. Creating a new CDI-program to
oversee the day to day documentation of healthcare providers will not only reinforce good
documentation, but will encourage providers to look more astutely at their patients severity of
illness, risk of mortality, and quality of care indicators. According to Schifferdecker et al.
(2015), for medical systems and particularly tax-exempt hospitals, new requirements include
health assessments and implementation strategies to address identified health needs. Starting a
new CDI-program in a CCU speaks to the methodology behind capturing the needed
documentation improvement to create a culture of quality and success.
Study of the Interventions

The interventions during this project will not only be to create the position of a CDI
specialist at the organization who will evaluate and uncover inconsistent, conflicting, or
incomplete documentation so that physicians can be queried and improve their documentation,
but also to create a CDI program that involves educating physicians in order to improve clinical
documentation in the CCU and increase financial reimbursement through more efficient coding.
The CDI-program will ensure that during the duration of the eight-weeks, while the project is
piloted, a CDI Specialist will review all documentation and clinical evidence of CCU patients.
Throughout that time, healthcare professionals will be queried on missing or inconsistent
documentation to ensure that the highest quality of documentation and patient care is met. Key
metrics and dashboards for reporting will be established by the CDI Specialist to include query
rates, response rates, documentation review rates, and financial impact. Baseline data will be

collected over the first week and every week there after, allowing for any trends to be identified.
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According to Giessler and Dion (2015), A physician advisor is paramount to the success of CDI-
program as they serve as an advocate, resource, educator, and liaison to the CDI Specialist. A
CDI physician champion will be an internist who is familiar with the CCU and the healthcare
providers giving direct care to the CCU patients. Through the successful collaboration of the CDI
physician champion and CDI Specialist, barriers can be broken down and bridges crossed to
ensure all providers are benefiting from the implementation of a CDI-program. According to
Stavropoulou and Stroubouki (2014), mixed methods are appraised for their ability to integrate
different concepts and theories and create complex and comprehensive evaluation designs. For
this very reason, it is important with the implementation of a CDI-program as an intervention for
documentation errors in the CCU, that multiple methods are used to ensure the intervention is
successful, including not only the implementation of the CDI-program but development of new
policies based on the success of the program and evaluation of the data collected.
Measures

Evaluating conflicting documentation and inconsistencies will be based on a thorough
review of the patients chart, co-morbidities, and complications. When an error is found in
documentation, a query will be sent to the provider so the physician can fix the incomplete or
inconsistent documentation in the chart prior to the patient’s discharge. This will ensure proper
coding of the chart can take place and that there is enough clinical documentation to ensure
proper payment from the insurance companies. Once enough queries take place and there are
trends acknowledged, physicians could be educated on documentation strategies to help them
better reflect the severity, acuity, and risk of mortality on each of their patients. The CDI
Specialists roles have grown to include teaching documentation and billing guidelines, educating

coding staff on clinical issues, evaluating peers for quality assurance, and even reviewing

11



medical records for compliance (Beaty, 2005, p. 365). The author will provide educational
sessions for physicians and evaluate its effect through pre and post exams.

Program evaluation will be the primary design and method of ensuring a successful CDI-
program has been developed. Through the use of excel spreadsheets and access files, each case
that is reviewed will be tracked. Furthermore, if the chart requires a query, that too will be
documented to establish trends in conflicting documentation and even specific practitioners who
seem to struggle more than others with the clinical documentation process. Having a firm
understanding of the baseline data will help in establishing how successful the CDI-program is or
could become.

As previously stated, query rates, response rates, and documentation review rates will all
be collected and analyzed throughout the programs duration. With the data collected and
analyzed, interventions can be used to enhance the effect of the CDI-program. Interventions may
include educational sessions for providers and one to one training for some individuals.
According to Holly (2014), program evaluation is about continually improving a program or
service. Collaboration and flexibility will be required for the success of a CDI-program to take
place.

Analysis

Documentation inconsistencies have a ripple effect not only on accounts payable, but
quality of care, and patient satisfaction. The problem of documentation inconsistencies is
compounded by the fact that patients now have access to their electronic medical records. Errors
in documentation are not only seen by other healthcare professionals, but by the patients
themselves. The problem with clinical documentation inconsistencies is the confusion it creates

and the legal ramifications it can cause. As the healthcare field finds itself at a parallel between
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documentation improvement and technology, it is critical to improve current practice with
documentation in order to reap the benefits of technological advancements. Identifying gaps in
healthcare technology and clinical documentation, clinical workflows and environments can
inform the design of more effective and advanced technologies (Yeung, et al., 2012). Clinical
documentation improvement is an entire discipline focused on improving the clinical clarity of
the electronic health record and decreases clinical ambiguity, while helping to clarify conflicting
documentation between all health care providers (“Best Practices in the Art and Science of
Clinical Documentation Improvement”, 2015).

Medication errors, misunderstandings, and patient care inefficiencies are also a result of
the poor clinical documentation within the organization. Adverse drug events or medication
errors are the leading cause of medical injuries in hospitalized patients and are primary the fault
of documentation errors or lack of documentation (Deyoung, VanderKooi, & Barletta, 2009).
Improvement of the current practice in healthcare and documentation today first requires the
acknowledgement of the need for improvement. As stated by Butler (2015), the best and most
effective way to prevent documentation errors is to recognize the most frequent kind of
documentation errors, such as, mixed messages from physicians, misuse of copy and paste
functions, incomplete or missing documentation, and misplaced documentation, and then putting
procedures and policies in place to stop those errors.

In understanding the significance and clinical relevance of documentation
inconsistencies, healthcare professionals are much more capable of improving the current
practice to ultimately improve patient care and interprofessional collaboration. Documentation
inconsistencies are proving more relevant and problematic in an age of meaningful use, Health

Information Technology for Economic and Clinical Health Act (HITECH) incentive programs,
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Healthcare Information Technology (HIT), and the EHR (Office of Inspector General, 2012).
With this expectation comes the discovery of problem-focused triggers that require further
research and quality utilization to improve current practices. Conflicting documentation, lack of
documentation, and documentation inconsistencies not only have a negative impact on hospital
and practitioner reimbursement, but also set hospitals and health care organizations up for failure
and possible legal ramifications (Butler, 2015).
Ethical Considerations

Potential ethical considerations have been considered and do not exist for this project.

Results

Every query was tracked using an access file that has been created specifically for the
CDI-program. Through this access file the author could evaluate what the query was, who the
provider was that was queried, what the initial DRG was, what the DRG was after the
practitioner answered their query, and in turn was able to quantify financially based off of cost
weight assigned to those DRG’s, how effective the CDI-program was. The financial data will
sustain the PICOT in ensuring the severity of illness is being properly documented and therefore
coded. Capturing conflicting or inaccurate documentation concurrently will ensure the hospital
and provider are paid for their services and the patient is in turn being appropriately reflected in
the chart. It was evident through tracking measures with the access file created that the
implementation of a CDI-program was a success as it increased the hospitals revenue. Yet despite
the increase in coding, the CMI was nearly unaffected. It can be theorized that a CDI-program
must be active for at least a year or more before any changes in CMI can be attributed to the
program implementation. Other limitations that could affect the lack of increase in CMI are the

changed weights of the DRG’s from ICD-9 to ICD-10.
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Discussion

Summary

The most effective and time efficient way to improve current practice and decrease
clinical documentation errors and inconsistencies is through the implementation of an effective
CDI-program. Bridging the gap between clinical documentation and technology takes an
effective team of individuals who are invested in improving patient care and core quality
standards within the health care arena. All medical providers; nurses to respiratory therapists,
doctors to allied health professionals, pharmacists to coders and HIM directors, all play a critical
role in improving the current practice of documentation errors and inconsistencies to mirror a
future of improved patient outcomes, clinical documentation, and interprofessional
communication (Bowman, 2013). With an effective CDI-program and specialist in place,
organizations can ensure all clinical documentation supports the level of acuity and medical
treatment provided.
Interpretation

CDI Specialists have a direct positive effect on care coordination and process integration,
improving patient care and also insuring the hospital is getting paid correctly for the severity of
illness of patients based on documentation by helping the physicians and healthcare professionals
use the diagnostic terms and the language of the coders rather than the clinical terms they are use
to (Betbeze, 2010). In the same regard, a healthcare practitioner may document Pneumocystis
jiroveci, but fail to mention the diagnosis of AIDS, which is directly related to the pneumonia,
and greatly affects the coding and reimbursement for that patient’s chart (Lo, 2014). With the
clinical background of CDI Specialists, they can help practitioners improve their documentation

to not only assist practitioners in reporting severity of illness, but also help healthcare
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organizations meet and exceed quality measures to reap the financial reimbursements of that
documentation. At the end of this project, the research and clinical work will have helped to
develop a successful CDI-program that the hospital will continue to use to improve
documentation, help providers navigate the electronic health record, and remain fiscally sound.
Limitations

Limitations of the study include staff’s perceptions of receiving queries and their lack in
participation. There are still some that find the query process intrusive or punitive, as if the CDI
Specialist is telling the provider how to practice medicine (Lo, 2014), while others are simply
unaware of how their documentation impacts coding and reimbursement, reporting, and even
their reputation as a provider (Diop, 2015). According to Diop (2015), the current environment
of change in healthcare presents a welcomed opportunity for CDI specialist to collaborate with
members of the medical team and to instill the values of importance of clinical documentation
improvement and accurately reflecting severity of illness, risk of mortality, and length of stay.
Other limitations include administrative support, ICD-10 coding guidelines, the coders
themselves (in house or outsourced) and their perceived investment in the organization, as well
as the limitation of time.
Conclusions

Improving the accuracy of clinical documentation can reduce risks in compliance, which
helps to minimize vulnerability of a healthcare organization during external audits, and also
helps to provide insight into legal quality of care issues (Burgess et al., 2015). As stated by Diop
(2015), having the right documentation allows providers to appropriately validate acuity, justify
admissions, and meet core measures. Having a CDI Specialist in a healthcare setting can have a
profound effect on healthcare professionals and documentation errors. As stated by Burgess et al.
(2015), as technology changes the way documentation is captured through EHR’s, the need for
CDI Specialists is that much more evident.

Capturing complete and accurate data and information in every patient clinical chart
through thorough documentation is crucial to being paid correctly for the services provided

(Improving Clinical Documentation, 2014). As the healthcare industry continues to evolve, so

will the roles and expectations of the CDI Specialist, but it is safe to assume that their worth will
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only multiply as the need for accurate and thorough documentation remains a critical
requirement for CMS metrics and financial reimbursement (Lo, 2014). As medical professionals
dive into health care initiatives driven by EHR and clinical documentation performance, it is
critical to embrace technology and understand the ways in which it will benefit and hinder
evidence based care. In embracing and understanding the strengths and weaknesses of every
aspect of patient care and quality measures, healthcare professionals can more effectively plan
for the future in medicine and the advancements in technologies such as the EHR itself.
Physicians, nurses, allied health providers, and all other health care professions are learning that
their documentation and or lack of can greatly impact their ability to provide quality patient care.
As this realization continues to take hold of healthcare organizations and their strategic plan for
the future, documentation will become even more imperative for the success of the organziation
and all its stakeholders.

As the healthcare industry and technology forge a new path, clinical documentation will
become the answer to providing safe and effective evidence based care throughout the world.
Ensuring the success of that documentation is ensuring healthcare policy and reform, and
providing a platform for all providers to effectively change the future of healthcare. The
significance of documentation errors and inconsistencies in the healthcare field are enormous.
The implications of poor clinical documentation range from ineffective patient care to decreased
revenue within medical facilities around the world. The Office of Inspector General (2012) has
even placed higher standards and expectations on evaluation and management services, stating
that they will review the extent of potentially inappropriate payments and identify EHR
documentation practices associated with documentation errors across services. The implication

of this could result in services and funds being denied on impatient care based on the provider’s
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level of documentation. Through understanding the most common and devastating clinical
documentation errors, healthcare providers and organizations can begin to fix the problem and
bridge the gap between documentation and technology. Hospitals around the United States are
recognizing the increasing need for CDI Specialists and their roles in improving the
documentation errors and inconsistencies with the EHR and traditional paper health records. As
the documentation requirements become stricter, the increasing need for documentation
improvement will only become more critical. Through improving documentation within the
healthcare arena, all stakeholders will benefit and patient care and satisfaction will increase. CDI
Specialists will help to improve current clinical documentation practice and decrease the amount
of documentation errors and inconsistencies.

After the eight-week conclusion of the implementation of a CDIS, it was determined that
although the physician documentation did improve, there were still a few physicians that were
resistant to change and refused to participate in educational opportunities. Reimbursement
increased by $107,542.35 of which would not have been recuperated had the CDIS not been
reviewing documentation for missing, inconsistent, or conflicting clinical documentation. There
were many factors that influenced the full success of the program. These factors included

administrative support, the participation of physicians with education and documentation, ICD-
10 coding guidelines, and limitation of time.
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