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SPEAKER 
Gloryanne Bryant, RHIA,CDIP, CCS, CCDS

Ms. Bryant has over 40 years of experience in HIM Coding, CDI and Compliance.

Gloryanne is the Past-President and Director of CHIA having been an HIM volunteer on local, 
state and national levels and served on and led many CHIA, AHIMA, HFMA and ACDIS 
workgroups and committees. She  served on the AHA EAB for Coding Clinic in the past and was a 
member of the AHIMA Query Practice Brief workgroup twice.

She is a sought-after advisor, mentor, national educator, speaker and author on clinical coding 
compliance and ethics, denials, reimbursement, CDI, physician querying, coding regulations 
(ICD-10-CM/PCS, CPT, MS-DRGs, and HCCs). 

Over the past eight years she has been an Expert Witness and Consultant for clinical coding, 
documentation, charging and MS-DRGs. Currently she works part-time as an Independent HIM 
Coding & CDI Compliance Consultant.

This educational presentation is sponsored by 
Health Information Partners, Inc.
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Goals/Objectives
• Discuss the "state” of clinical and coding payer denials and best 

practice tracking

• Share key diagnostic documentation areas for improvement

• Review top payer coding and clinical denials and the reasoning 
(Sepsis, Respiratory Failure, AKI & Pneumonia)

• Gain a better understanding of payer clinical and coding denials to 
leverage appeal strategies, documentation improvement and 
compliance

• Learn ways to help reduce payer denials and enhance process 
improvement using data and a Denial Mgmt. Assmt. to decrease 
risks 

• Q&A
It is well known that “data” can provide insight into 

potential risks and issues.
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Increasing Payer Denials

•Payers are using more sophisticated algorithms to perform automated reviews, 
more complex criteria for claims submission and medical necessity, and more 
variables in their contracts such as medical necessity criteria and technical 
specifications — all leading to an increase in denied claims.

•Automated reviews built with algorithms, targeting specific data and using 
Artificial Intelligence (AI): such as ICD-10-CM codes are increasingly the norm!

Question:

  Are denied claims providing insight into internal documentation and coding 
issues? 
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•Hospitals and health systems spent an estimated $19.7 billion in 
2022 trying to overturn denied claims.

•Several types of denials: Financially driven
• Take back reimbursement

•Payers are using their “own” clinical criteria and data

•Payer doesn’t see the patient or evaluate them

•Documentation gaps and weaknesses
• Picking apart documentation details: conflicting

• “Over documenting?” or “over-diagnosing” can occur

• Pressure on metrics and goals to be met; MD querying pressure

Types of Denials:

Claim edit
Eligibility denials

Medical Necessity denials
Utilization denials

Timely filing denials
Clinical denials
Coding denials

State of Hospital Payer Denials
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•Revenue Cycle oversight is common practice

•Computer assisted technology diagnosis capture: dependence
• “suggestion is then being accepted”

•Initial denial, 2nd denial, 3rd denial, etc.
• Labor intensive & time consuming – costly

•Why should Compliance be involved? And What should Compliance be involved in?

•Targeted data with patterns and trends will point to areas to investigate for payers but also for 
hospitals and compliance

•Internal functions, processes, practices as well as Policies and Procedures can be a window into 
potential compliance risks

•Compliance can provide an unbiased look at denial data, patterns and trends to identify where 
further investigation is warranted.

State of Hospital Payer Denials (Cont.)
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•MS-DRG: title (Med/Surg)

•LOS: Above or below

•Age: 65 and older

•Source of Admit: Another Acute Care Facility? SNF, Rehab, Long Term Care, Assisted Living, etc.

•Via Ambulance

•Discharge Disposition: Acute Care Facility, SNF, Rehab, LTC, Assisted Living, etc.

•Total Charges vs Avg Charges for specific MS-DRG
• Medical vs Surgical

•With or Without CC (ICD-10-CM)

•With or Without MCC (ICD-10-CM)

What Simple Data Can Tell You?
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There are lots of clues all 
around and between each 
patient record.



Documentation
•Clinical documentation is the foundation and cornerstone to the encounter
• How do we sustain, consistent and specific documentation?

•Even with the EHR, we still have gaps and holes in documentation

•ED provider vs Admitting provider vs Hospitalists vs Consultants vs Surgeon (if 
appliable) vs Discharging provider
• Conflicting  documentation and lack of consistency occurs

•Remember the golden rule, If it wasn’t documented it didn’t happen”?? Well 
now there is an addendum to this rule.

• “If the diagnosis was documented AND clinically supported it didn’t 
happen!”

▪ Thus, you shouldn't report the Dx if its not supported clinically

• The reality is having just the diagnosis documented is not good enough to 
support the ICD-10-CM code being reported
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•Diagnostic clinical criteria: healthcare industry has established them

•Medical association and societies develop and endorse them

•However, Interpretation can occur and be different between payers

•OR . . . Insurance payer can create/develop their own clinical criteria
• Does your Payer contract contain language about clinical criteria?

•Every patient is different clinically however
• Law of averages, does not always apply

Clinical Criteria
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The healthcare industry and we have seen the following:
◦ Sepsis

◦ Acute Respiratory Failure (ARF)

◦ Acute Kidney Injury/Failure (AKI)

◦ Pneumonia (Pna)

◦ Metabolic Encephalopathy

◦ Morbid Obesity

Top/Common Payer Diagnostic Denials

Keep in mind that “You cannot manage or 
improve what you cannot measure!”

ANNUAL CONFERENCE 2025                        
SPONSORED BY HEALTH INFORMATION PARTNERS ​



Big Target

•High paying Dx that can drive MS-DRG reimbursement

•Clinical definition and criteria: Universal, Medical Societies, CMS, State Medical associations: CMS and NY State has said Sep 2 is 
acceptable (Note: OIG is investigation Sepsis 2 vs Sepsis 3 criteria)
• Clinical criteria different versions: Sep-2 and Sep-3

•Sep-3 more specific and detailed
• Payers using this criteria

• Clinical criteria and indicators MUST be clearly documented

•Organ dysfunction AND infection required
• Some practicing physicians say you DON’T need both to still have Sepsis Dx

•One element of the criteria not met: it gets denied
• Every patient is different: is querying in place?

• Physician/provider not making the final determination the payer is

Sepsis
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Clinical indicators 
and clinical criteria 

IS KEY!



Big target

•Published clinical criteria: Medical Journal, Medical Societies, etc.

•Criteria applied and some with “ranges”
o Oxygen saturation: 89 and below with more range one reading

o Using Liters of oxygen, including baseline: 5 liters or more
▪ Physicians often document Acute Respiratory Failure with 1 liter above baseline

• So if baseline is 2 liters, then 3 liters would indicate respiratory failure? Maybe?

o ABGs: often not performed – per medical practice, but payer looks for this

o Use of accessory muscles to breath

o Unable to speak or complete a sentence due to shortness of breath

o Hypoxia present

o Hypercapnia present

•One element of the criteria not met: it gets denied
o Every patient is different

o Physician/provider not making the final determination the payer is

•Should have used a different respiratory code (i.e. “Chronic” or none at all –  reimbursement and compliance risk.

DOCUMENTATION IS 
KEY!

Acute Respiratory Failure
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Big Target

•Clinical criteria is a driver for this denial

•Principal diagnosis and secondary diagnosis: drives reimbursement

•Acceptable clinical criteria:
• AKIDGO
• It has been said, “a diagnosis of acute kidney injury (AKI) will not be considered clinically valid without hydration and monitoring of 

creatinine levels for improvement”

•One abnormal reading will NOT be acceptable to payer
• Creatinine baseline and current (comparison)
• Past history clinical findings and labs

•Providers interpretation and documentation of clinical aspects

•MD Orders clear and Treatment correlates to the diagnosis

•Should have used a different nephrology ICD-10-CM code or none at all 

•Severity of Illness, reimbursement and compliance risk

Acute Kidney Injury/Failure (AKI)
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Big Target

•Clinical criteria and patient signs/symptoms

•Often as a secondary diagnosis; Impact reimbursement: CC/MCC

•Standard criteria:
• SOB
• Cough
• Fever
• Imaging shows infiltrate (But can not show if dehydrated)
• Rales
• Weakness

•Evaluated, treated, monitored? (IV or PO meds?)

•Pna Dx only once in the record will not be enough for the payer

•Severity of Illness (SOI), reimbursement and compliance

Pneumonia
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Big Target

•Clinical criteria, signs/symptoms are used to determine if the diagnosis was present

•Secondary diagnosis
• Clinical criteria

•Coding and reporting:
• clinical evaluation; or

• therapeutic treatment; or

• diagnostic procedures; or

• extended length of hospital stay; or

• increased nursing care and/or monitoring.

•Should have used a different ICD-10-CM code or none at all – SOI, reimbursement and compliance 
risk.

Metabolic Encephalopathy
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Big Target: OIG Severe Protein-Calorie Malnutrition (Both Medicare & Medicaid)

•Both “Moderate” and “Severe” Malnutrition diagnosis are under scrutiny as its linked to 
reimbursement: CC/MCC, HCCs

•As a secondary diagnosis:
• “Specific” clinical criteria: ASPEN & GLIM . . . BUT management treatment do not correlate to the severity 

of this Dx

• Payer criteria

• Hospital Dietary Department criteria

•Missing Dietary Assessment

•Missing MD Dx AND confirmation of clinical findings

•Should have used a different malnutrition code or none at all – compliance risk exists.

We recommend auditing inpatient cases with Moderate AND Severe Protein-Calorie 
Malnutrition as a secondary diagnosis!

Severe Protein Calorie Malnutrition
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Big Target

•As a secondary diagnosis: chronic condition

•Known to increase healthcare risk: in healthcare literature

• Obstetrics is a good example (but often the Provider does not state this . . . educate)

•Reportable 2nd Dx must meet the following for ICD-10-CM:

• clinical evaluation; or

• therapeutic treatment; or

• diagnostic procedures; or

• extended length of hospital stay; or

• increased nursing care and/or monitoring.”

•Questioning the Dx are NOT impacting care, Not needing additional resources

•Educate nursing on thorough documentation regarding the care of those Severely Obese

• Additional resources, ie lifting or moving

Morbid Obesity
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•Keeping track on the OIG targets makes good business sense

•High-paying diagnosis or MS-DRGs

•Sepsis: Medicare Inpatient Hospital Billing for Sepsis (March 2024)

•Acute Respiratory Failure

•Malnutrition

•MA Risk Adjustment diagnoses: there are many
• Including Current vs History of

Ongoing systemic patterns with payer denials can raise a 
“RED” flag. Be proactive rather than reactive!!

OIG Focuses
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•Questioning clinical opinion or judgement for the encounter?

•Not really … the communication key can ensure there are internal documentation checks and 
balances are in place
• CDI 

• Coding

•Documentation of the clinical criteria and indicators that applies to the specific patient 

•Documentation must indicate that the treatment correlates to the severity of that particular 
diagnosis.

Are They/We Now Questioning Clinical 
Judgement?
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•Payer targets and focus in several diagnostic areas
• Using data mining and algorithms from Claims 

• Requesting medical records

• Setting their own clinical criteria and parameters
• Contracts aren’t addressing this

•Definite payer denial patterns and trends
• Clinical (approx. 70% of denials)

• Coding (approx. 30% of denials)

•CDI and Coding pulled into denial management work in addition to regular duties

Our Payer Denial Management Team includes MDs, RNs, 
HIM Coding experts and Data Specialist.

Our Denial Management Work Indicates...
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•Collecting data is VITAL!

•We have a 3-member team who gather a wealth of data and review all appeals (as a QA process): Denial, 
medical record and appeal letter

•Data can include (what can and do you collect?):

Denial/Appeal Data Collection
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Hospital Acct # Med Record # Date of Denial

Adm/Disch Date Payer Review Company Pmt Method (MCare, 
MCaid, Mgd Care, Risk)

MSDRG/APR Title Physician Denial (Princ Dx or 2nd Dx)

DX/PROC Code  DX/PROC Title Clinical/Coding Coding Staff name

CDI Name  CDI Review yes/no Initial or 2nd Denial Denial Reason (desc) 

DRG/APR Chg to  $ amt of takeback Internal Reviewer Name 



•Top 5 Payers (from our Payer Denial work we see the following):
1. BSBC

2. Humana

3. UHC

4. Aetna

5. Fidelis (Medicaid)

•Third-party Review Companies often conduct the encounter review for the Payer (i.e., Cotiviti, 
Equian, Optum, MedReview, CGI, etc.): they use their own denial format and rationale.

We are seeing the number 1 payment methodology is 
Medicare Advantage or Risk Adjustment.

Payer Denials Data
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Top 10 MS-DRGs or APR-DRGs (HIP Denial data shows)

1. 871 Septicemia or Severe Sepsis wo MV w MCC

2. 193 Simple Pneumonia and Pleurisy w MCC 

3. 190 Chronic Obstructive Pulmonary Disease w MCC

4. 560 Vaginal Delivery (APR): 2nd Dx focus

5. 177 Respiratory Infections and Inflammations w MCC 

6. 872 Septicemia or Severe Sepsis without MV >96 hours without MCC

7. 189 Pulmonary Edema and Respiratory Failure

8. 683 Renal Failure w CC

9. 139 Other Pneumonia (APR): 2nd Dx focus

10. 720 Septicemia & Disseminated Infections (APR): Princ Dx and 2nd Dx focus

States using APR-DRGs for 
payment methodology will 
have 4 levels for each APR; 
greater SOI/ROM from Dx 

increases the 
reimbursement.

Our Data Identified Denial Patterns/Trends: 
6 Hospitals
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Principal Diagnosis & 2nd Diagnosis (HIP denial data shows)

1. Sepsis (Princ Dx)

2. Acute Respiratory Failure (Princ Dx & 2nd Dx)

3. Pneumonia: including Aspir. Pna (2nd Dx)

4. Acute Kidney Injury/Failure (Princ Dx & 2nd Dx) 

5. Metabolic Encephalopathy (2nd Dx)

6. Malnutrition & Obesity (2nd Dx)

We gather data on the Discharging Physician who dictates the discharge summary as well. 
Often documentation is missing or conflicting between the H&P and Summary.

Data Identified Denial Patterns/Trends 
(cont.)
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Official Guidelines for Coding and Reporting, Section III,  the additional diagnosis is reportable as it met 

the criteria of, “that affect patient care in terms of requiring:

• clinical evaluation; or

• therapeutic treatment; or

• diagnostic procedures; or

• extended length of hospital stay; or

• increased nursing care and/or monitoring.”

The CDI work and Coding of secondary diagnosis shouldn’t be 
financially focused . . . Rather to capture the true patient picture.

2nd Dx Coding & Reporting Coding 
Guideline
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•Understand the Reason: The first step is to carefully review the denial explanation provided by the 
payer/insurer. 

o The letter should specify the reason for the denial (e.g., incorrect code, missing or conflicting documentation, or lack of 
medical necessity, DRG/APR Change, etc.).

•Assess the Validity: Determine whether the denial is valid or if there was an error in the claim. 

o Detailed review of the Medical Record (access via EHR)

•Lack of specific medical record copies not being sent can result in a denial:

o Dietary Assessment not sent to the Payer  

o Wound care documentation or images not sent to the Payer

•Helpful to have Hospital and/or Medical Staff policies and procedures in place (at a minimum)

o Regarding: Documentation addendums or late entries (timeframe)

o Regarding: Clinical criteria and diagnostic definitions

o Regarding: Querying, concurrent and post-discharge (include a timeframe)

Leverage Appeal Strategies and 
Compliance
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•Payer Compliance Rate is a metric used in healthcare revenue cycle management to measure 
the percentage of claims that are paid by insurance companies in compliance with their 
contractual obligations. 

•This metric is important because it helps healthcare organizations identify potential issues with 
payer contracts and negotiate better terms with insurance companies.

•Stay up-to-date with payer policies: going to their website on a regular basis can be helpful

•Healthcare providers should aim to have at least 95% of their claims paid correctly and timely by 
insurance payers

•Does your Revenue Cycle Leadership and Compliance Department review/audit your payer 
contracts and paid claims for compliance… accuracy?

Leverage Contracting Review and 
Compliance
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•Facilities should have written internal guidelines (vetted by their compliance or 
legal departments) to help facilitate coding functions, querying, promote 
clarity, correction process, standardization within their Coding and CDI 
department and reduce errors and ambiguity. 
oCompliance oversight?

•Use Official Guidelines, AHA Coding Clinic advice and Internal guidelines as 
supplements to increase coding accuracy, reinforce billing compliance, and 
improve proper reimbursement. 

•Also consider payer guidelines, which may vary from payer to payer. Discuss with 
your contracting and legal departments.
oDoes Contracting include specific clinical criteria or definitions?

Utilize Checks and Balances
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•Pressure on Coding staff and with Using AI or CAC this has increased…. We are seeing this occur.

•MUST follow the AHIMA Standards of Ethical Coding (Industry Standard):

•Coding professionals shall not:

• 5.3. Misrepresent the patient's clinical picture through intentional incorrect coding or omission of diagnosis or procedure 
codes, or the addition of diagnosis or procedure codes unsupported by health record documentation, to inappropriately 
increase reimbursement, justify medical necessity, improve publicly reported data, or qualify for insurance policy 
coverage benefits.

• Example: Changing a code at the patient's and/or business office's request so that the service will be covered by the 
patient's insurance when not supported by the clinical documentation and /or requirements.

• 5.4. Exclude diagnosis or procedure codes inappropriately in order to misrepresent the quality of care provided.

• Example: Omitting and/or altering a code to misrepresent the quality outcomes or metrics that is not supported by 
clinical documentation and requirements.

• Example: Reporting codes for quality outcomes that inaccurately improve a healthcare organization's quality profile or 
pay-for-performance results (e.g. POA, risk adjustment methodologies).

AHIMA Standards of Ethical Coding
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Standards of Ethical Coding:

Coding professionals shall not:

•11.6. Participate in, condone, or be associated with dishonesty, fraud and abuse, or deception. A non-exhaustive list of examples 
includes:

o Participating in or allowing inappropriate patterns of retrospective documentation to avoid suspension and/or increase reimbursement

o Coding an inappropriate level of service

o Miscoding to avoid conflict with others

o Adding, deleting, and altering health record documentation

o Coding from documentation that is Copied and pasted from another clinician's documentation without identification of the original author and date

o Engaging in and supporting negligent coding practices

o Participating in or allowing inappropriate retrospective provider querying

o Reporting a code for the sake of convenience or to affect reporting for a desired effect on the results

Revised and approved by the House of Delegates December 12, 2016.

AHIMA Standards of Ethical Coding 
(cont.)
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Industry 
GOLD 

Standard

AHIMA Practice Brief: Must be Followed
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•Compliance should be a member of the Denial Mgmt. Team – ask them to join

•Ensure there is follow-through with ongoing documentation errors, conflicting documentation or missing documentation 
– identify root cause
• Provider documentation issues
• Enhance awareness and education with Provider with frequent denials
• Focus on diminishing compliance risks

•Lack of internal query processes
• Lack of sharing clinical denials with CDI leadership
• Query QA process in place: following AHIMA Practice Brief

•No checks and balances within Coding Department: Internal and External audits
• Frequency & followup
• Checking on targets and risk areas

•Making corrections: ensure processes and policy are in place to have coding/data errors corrected 

•Updating data and even resubmission of claim may be needed (do you have a policy for this?): diminish compliance risks
• Rebilling
• New 2025 guideline of 180 days

Enhance Process Improvement to 
Decrease Compliance Risks with Denials
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•Revenue Cycle OR your HIM Audit Plan is full?

•Think about 2025 and adding Payer Denials/Appeals into your HIM Compliance Plan

•Understand the causes of your Hospital Payer Denials
• Start by receiving denial data and review regularly

• Discuss at Revenue Cycle/HIM Meetings

•Are internal Policies and Procedure needed? Or Revisions?

•Auditing & Education in place and functioning efficiently?

•Discuss your Denial Management Strategies for now and for the Future . . .

Include Payer Denials In Your HIM Annual 
Audit Plan
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•Patterns and Trends often will help demonstrate whether “additional” auditing 
is needed

•Yes, follow up-audits are probably needed when you see a particular MS-DRG or 
Diagnosis pattern in the Payer denials
• Especially if the OIG is also looking

•Is Revenue Cycle Leadership getting copies of payer denial and audit reports 
performed within HIM, CDI, etc.?

•External audits can also provide a nonbiased approach and findings – best 
practice

Denials Signal that Auditing is Needed??
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Be Sure to 
Take a Look 
at this Toolkit
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Being 
Complacent 
is not being 
Compliant!
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•Ask: Are payer documentation requests being processed efficiency and effectively?
o Sending the correct copies of the medical record

▪ Payers often use a “Request for Records” template, which may not include dietary, PT, wound care documentation/notes

•Denial Mgmt. data gathering: Denial data should be shared with Compliance
o Ask for some data from your Denial Mgmt. team

o Initiate external reviews and assistance

•Identify patterns/trends that are worth investigating: auditing and/or education that might be 
needed
oMSDRG, APRDRGs, Dx or procedure codes, Queries?

o Any compliance risks?

•Communicate, Discuss and work with CDI and Coding leadership

•Ensure P&P are in place AND being followed: validate
THERE ARE CHALLENGES!

Key Action & Strategies 
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•Poorly managed payer denials can create roadblocks, untimely filing and further denials, which result in lost 
revenue or revenue taken back.

•The Payer Denial Workflow are key to success: consistent and accurate.
o Obtaining the denials: Timely reviewing and distributing the denials – scanning into the EHR

o Payer rationale and medical record reviews

o QA of the appeals

o Hospital to communicate and send appeals or report agreement with denial

o Followup with Payer or third-party Review companies (outcomes)

•HIP has actively reviewed over 3200 Hospital Payer Denials (6 different hospitals).
o Clinical and Coding

• In addition, HIP prepares monthly trending reports and recommendations.
o Does your hospital Denial Mgmt. produce a monthly report?

o Weekly denial status communicate to CDI and Coding?

•Successful management of Payer Denials can be costly BUT certainly worth it!

Payer Denials and Managing Them
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•Denial WORKFLOW issues: Obtaining payer denials in a timely manner is the first step
• Receiving payer denials, Reviewing and distributing denials by type to denial team,

• Scanning into the EHR (available online)

• Denial letters and appeal letters: with dates into tracking log

• Review medical record and clinical/coding rationale for appeal

• Data on rationale and appeal no appeal decision

• Follow-up and communications

•HOW DO YOU KNOW HOW WELL YOUR PAYER DENIAL MANAGEMENT IS WORKING?
• ANSWER: You need an assessment and dive into the workflows and data collection!

• Determine your risks, gaps, weaknesses and opportunities for improvement

• Financial and compliance risks could be hidden: Need to be proactive

•An assessment is the beginning to making improvements  . . .
• We have developed a 4-Phase approach with a risk-scoring component for Denial Management

How Well is Your Payer Denial Management 
Working? 

ANNUAL CONFERENCE 2025                        
SPONSORED BY HEALTH INFORMATION PARTNERS ​



Assessment Matrix: Hot Spots!
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• EVALUATE: Pre-Assessment and Site Visit:  Risk Status (Readiness Matrix)

• SCORE: Assessment information, function, task to identify high, moderate, or low risk

• DEVELOP RISK MATRIX: HIGH, MODERATE OR LOW

• INDICATE: Limited Pattern VS Widespread VS Minimum to No Action Needed

• EXECUTIVE SUMMARY: 

⚬ Discuss with Administration and Hospital Revenue Cycle Leadership
⚬ Decisions on corrective action and improvements for achieving Denial Management goals

Minimum to no action neededImmediate action should 
be taken

HIGH
Action within the next 45-90 days 

should be taken

MODERATE LOW

WE SPECIALIZE in assisting the organization to become more efficient and effective



•An assessment of your “Denial Management” can lead to knowing where you have risks, 
weaknesses, gaps, and opportunities

o Using best practice workflow improvements

o Understanding what data is or is not collected

o The source of the problem or root cause can be identified

o Action and prevention can take place

o Feedback and follow-through in place

o Accountability and Education

Denial Mgmt. Corrective Action and 
Improvements
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“You can’t spell 
challenge without 

change. If you’re going 
to rise to the challenge, 

you must be prepared 
to change.” ~unknown

ANNUAL CONFERENCE 2025                        
SPONSORED BY HEALTH INFORMATION PARTNERS ​



From what you’ve heard 
in this presentation: 

What will you do Monday 
when you return to work?

Write down your next 
steps!
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•Payer denials can provide a view into compliance and risk areas now
o Collect data on your denials

•Include Payer Denials in your annual Compliance Plan now & in the future

•Compliance should have the ability to access payer denial data

•Track and Trend: look for patterns, look for red flags
o Is the OIG also looking at that MS-DRG or Diagnosis?

•Communicate and Discuss with CDI and Coding Departments
o Policies and Procedure - check

•Look for the “Root Cause”, is it “contracting language?”

•Determine if audits and/or education is needed
o Seek external resources and opinions now and in the future

Consistent and timely review of denial data along with ongoing communication regarding the root causes of denials 
can improve the Revenue Cycle and overall compliance. Improving clinical documentation that is sustainable!

Summary
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• ICD-10-CM Official Guidelines for Coding and Reporting

•Pinson/Tang Pocket Guide

•AHIMA Practice Brief: 

•Payer Denial Tactics — How to Confront a $20 Billion Problem | AHA

•Toolkit To Help Decrease Improper Payments in Medicare Advantage

•University of Wisconsin Hospitals and Clinics Authority Incorrectly Billed 
Medicare Inpatient Claims With Severe Malnutrition, A-03-17-00005

•Texas Generally Claimed Medicaid Reimbursement for Fee-for-Service Inpatient 
Hospital Claims With Malnutrition Diagnosis Codes in Accordance with Federal 
and State Requirements | Office of Inspector General | Government Oversight | 
U.S. Department of Health and Human Services

References/Resources
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https://www.aha.org/aha-center-health-innovation-market-scan/2024-04-02-payer-denial-tactics-how-confront-20-billion-problem
https://oig.hhs.gov/documents/audit/9174/A-07-23-01213-Complete%20Report.pdf
https://oig.hhs.gov/documents/audit/6804/A-03-17-00005-Complete%20Report.pdf
https://oig.hhs.gov/documents/audit/6804/A-03-17-00005-Complete%20Report.pdf
https://oig.hhs.gov/reports/all/2024/texas-generally-claimed-medicaid-reimbursement-for-fee-for-service-inpatient-hospital-claims-with-malnutrition-diagnosis-codes-in-accordance-with-federal-and-state-requirements/
https://oig.hhs.gov/reports/all/2024/texas-generally-claimed-medicaid-reimbursement-for-fee-for-service-inpatient-hospital-claims-with-malnutrition-diagnosis-codes-in-accordance-with-federal-and-state-requirements/
https://oig.hhs.gov/reports/all/2024/texas-generally-claimed-medicaid-reimbursement-for-fee-for-service-inpatient-hospital-claims-with-malnutrition-diagnosis-codes-in-accordance-with-federal-and-state-requirements/
https://oig.hhs.gov/reports/all/2024/texas-generally-claimed-medicaid-reimbursement-for-fee-for-service-inpatient-hospital-claims-with-malnutrition-diagnosis-codes-in-accordance-with-federal-and-state-requirements/


Questions?

• Are there any questions?
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THANK YOU
Thank you for your attention.
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