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Spine Procedures:  What happens when necessary 
documentation is not in the chart when Medicare MAC or RAC 
auditors come snooping around? 
 
4 Tips to help overcome RAC, MAC & Commercial Audits 
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When it comes to Medical Necessity Documentation (MND) for elective 
surgical procedures, subjectivity is hurting the provider’s bottom line.  Medical Necessity 
Documentation is pretty clear cut, it is either in the patient’s chart or it is not. With respect to 
major joint replacements and spinal fusion procedures, CMS has clearly expressed what needs to 
be in the chart, yet many surgical providers are unaware of the documentation criteria. Based on 
recent published reports by Medicare Administrative Contractors (MACs) and Recovery Audit 
Contractors (RACs), MND deficiencies have caused high error levels and high denial rates, which 
have led to significant recoupment amounts by CMS. The big question then becomes, “who is 
responsible for providing and meeting the MND criteria and who is responsible for checking it?” 
 
Recently, some pretty large recoupment amounts have been published, all reporting on the 
amounts Hospitals paid in recoupment or denial fees under Medicare Part A, says Carolyn 
Neumann Sr. Manager Coding & Reimbursement at Specialty Healthcare Advisers, of Manchester, 
CT. Some of the latest MAC Recovery Audit findings have revealed high percentages of MDN error 
in Pre- & Post-Payment reviews of Spinal Fusion procedure DRG-460. In Post-Payment reviews by 
Medicare MAC’s Cahaba Government Benefit Administrators (GBA) and Novitas Solutions Inc., 
deficiencies in MND lead to respectively reported error rates of 73% and 64%. In an October 
2013 Pre-Payment Review, Medicare MAC Palmetto GBA either completely or partially denied 168 
out of 251 Spinal Fusion claims (65%), rejecting $4.15 million out of $6.36 million in claims due 
to insufficient MND.  

Hip and knee Joint replacement have also been targeted in recent reviews and audits. In a 
September 2013 relatively small review of Major Joint Replacements (DRG-470) in Ohio, Medicare 
Administrative Contractor CGS Administrators, LLC denied 41 out of 123 reviewed claims (32.3%) 
citing denial code 5J5404, “The documentation submitted for the review did not support the 
medical necessity of the services provided. In total, $459,511 out of the $1,421,327 was denied.” 
A review summary posted by Medicare MAC Novitas Solutions on August 31, 2013, reported that 
since November 15, 2012, they have reviewed 3,472 claims and found errors in 2,089 resulting in 
a claims error rate of 60.17% and a dollar error rate of 59.86%.  

The most common reasons for denial or reduction of services and payments: Missing or 
insufficient documentation to perform the review, and the criterion for Total Joint Replacements 
were not documented in the patient’s medical record. The MND requirements include signs and 
symptoms experienced by the patient related to pain and ADL limitations, preoperative findings of 

 

http://www.bing.com/images/search?q=magnifying+glass+and+medical+chart+image&id=B0D585387B0F4F01994861635CA459CC820C2798&FORM=IQFRBA%23view=detail&id=745FA6429E1C6F462EB1DAC85367B5E0260623B8&selectedIndex=82
http://www.bing.com/images/search?q=magnifying+glass+and+medical+chart+image&id=B0D585387B0F4F01994861635CA459CC820C2798&FORM=IQFRBA#view=detail&id=745FA6429E1C6F462EB1DAC85367B5E0260623B8&selectedIndex=82�


 

 
the affected joint to support medical necessity of procedure, preoperative X-rays to support the 
diagnosis billed, detailed documentation of conservative treatment, (NSAIDs, physical therapy, 
external joint support) all alternative treatment options that were attempted and failed, and 
documentation as to why these various treatments were contraindicated.  According to Ms. 
Neumann, “The main takeaway with all these audits and recoupments is the fact that medical 
necessity documentation is the real target and deficient documentation encompasses mistakes 
that can be easily overcome.”  

What kind of medical necessity documentation is needed? 
According to the Medicare Learning Network publication (MLN Matters, No. SE 1236- DRG-470), 
“Progress notes consisting of only conclusive statements should be avoided.” Thus, a note that 
reads as follows is likely to be denied: 
“Mrs. Smith is a female, age 70, with chronic right knee pain. She states she is unable to walk 
without pain and pain meds do not work. Therefore, she needs a total right knee replacement.” 
 
The Medicare Learning Network (MLN-SE 1236) publication states that you must document 
everything from conservative NSAIDS and injections to PT and assistive devices. There must be 
an explanation of when treatments were tried, documentation of failure and documented pain 
levels. Additionally, notes on why treatment is deviating from a stepped-care approach are 
necessary. For example, notes such as, “the patient cannot tolerate NSAIDs, or refused injections 
or joint damage is too severe to respond to other treatment (eg, osteonecrosis of the femoral 
head)” all must all be clearly documented. 
 
 
Tips to help deal with Medicare MAC’s, RAC’s & Commercial Payer Audits-   
1. Routinely assess your practice’s risk of being the subject of an audit or review. To do this, you 
should analyze your utilization of procedure codes and modifiers in comparison with others in 
your specialty. Have an outside, competent auditing firm conduct independent audits (Give a 
frequency, i.e. quarterly, bi-annual or once a year). Use results to bring your billing and coding 
practices into compliance. The best way to mitigate the possibility of an audit is to document, 
code and bill correctly the first time. 

2. When you are audited, respond quickly and keep track of everything. All correspondences with 
an auditing entity should be dated, page stamped and either copied or scanned prior to 
submission. You should also send all documents by certified mail or another delivery mechanism 
that provides tracking and verification of receipt. Be sure to retain receipt verification.  

3. After receipt of an audit report, analyze the reasons given by the auditors to determine if you 
agree or disagree with the factual findings. If you disagree, get a second opinion by qualified and 
competent counsel and be sure to appeal.  

4. If an audit seeks repayment of alleged overpayments, conduct a quantitative analysis of the 
methods used to calculate the amount due. Such calculations are often based on extrapolation, 
which calculates the amount due for the entire audit period from a random sample of claims. If 
extrapolation was used, you may want to consider requesting a review of 100% of your records 
for the audit period. Although this is generally time-consuming and burdensome, it may 
ultimately save money.  
 
In the March 2014 issue of American Academy of Professional Coders (AAPC), author Stephanie 
Cecchini, CPC, CEMC, CHSP, wrote a Healthcare Business Monthly article on Clinical 
Documentation Improvement (CDI), where she points out that “the goal of CDI is for providers to 
augment their documentation processes to collect patient care data more fully, but also more 

 



 

 
succinctly. In turn, coders are better equipped to code claims accurately and to the added 
specificity of ICD-10 CM demands; and payers have the supporting data they need to process and 
appropriately pay claims. As logical as this sounds, you may encounter resistance.”  
 
Elective orthopedic and spine procedures are going to remain under intense scrutiny, and 
hospitals along with the surgeons performing the procedures stand to lose a great deal of 
reimbursement if they are unable to work together to make sure that the MND is sufficiently 
recorded in patients’ medical records before surgery takes place. According to Carolyn Neumann, 
CPC-H and ICD-10 trainer, “Clinical Documentation Improvement (CDI) was one of the hottest 
topics being discussed at a recent ICD-10 trainer conference I attended in Boston earlier this 
month. We’ve seen more and more practices reach out to us for help because as coders 
ourselves, we understand both the mindset of the surgeons and the documentation requirements. 
Of course you can audit yourself, but sometimes you are too close and in order to effectively 
approach your surgeons on necessary documentation changes, it’s helpful to have the results of 
an objective outside audit.” 
 
Some might consider “medical necessity documentation” a technicality, but it could be a rather 
expensive technicality. It is a pretty bad day when CMS comes in and says, “You billed us and we 
paid $1.2 million for joint replacement surgeries, now we want $500,000 back.” The procedure 
has already been performed and the device has been paid for and implanted. There are few 
businesses in the world that could sustain that kind of payment reversal, and because RACs are 
paid on a contingency basis they are incentivized to find more issues and recover more billing 
errors for CMA. The more they find, the more they keep.   
 

 


