Medical coding audits have a reputation for being stressful. | get it. When audit time rolls around, it can feel like
the floor drops out from under you, especially when the numbers start changing and someone asks why the claim

paid, denied, or was recoded down the line.

But audits do not have to be a surprise event. In most organizations, the mistakes that trigger denials,
recoupments, or slow claims are already living in the workflow, quietly predictable. If you learn to spot them early,

you can prevent the expensive part, not just document it after the fact.

This is not about “catching people.” The goal is to catch patterns, remove guesswork, and build a coding process

that holds up when documentation is messy and timelines are tight.

What audits usually find, and why they keep repeating

When | look back on recurring audit findings, they fall into a few familiar buckets. Sometimes it is a clinical
documentation issue. Sometimes it is a coder interpretation issue. Often it is both, with system design doing its

part by making the wrong thing easy to do quickly.
Here is what | typically see:

® Codes submitted without the required documentation to support them

® Incorrect code selection due to incomplete understanding of the clinical intent

* Modifier errors, especially when a service is split, discontinued, or performed in an unusual way
* Diagnosis coding that does not match the specificity required by payers

* Timing problems, like assigning an after-the-fact diagnosis that was never assessed during the encounter

The reason these issues repeat is usually not negligence. It is usually friction. A busy clinic keeps moving. Providers
document in the style they are used to, with varying levels of detail. Coders manage queues with productivity

targets. Every system has trade-offs, and coding teams live inside those trade-offs.

The early warning signs show up well before the audit report arrives. They show up when claim edits spike, when
denials look similar week after week, or when coders start making the same “workaround” decisions because the

documentation template does not support clean coding.

The best time to prevent errors: before the code is chosen

It is tempting to treat coding as a finishing step, the moment the claim gets created. In reality, coding quality

starts earlier, at the point where documentation is captured and structured.

When a coding team is set up for success, coders get to the chart with enough context to verify medical necessity

and code selection without detective work. That means the record includes the “why,” not just the “what.”

In practice, | have seen charting that looks fine at first glance but fails coding review because it omits the elements
that payers look for. A common example is symptom-only documentation. If the note lists “chest pain” without
clarifying whether it is exertional, pleuritic, reproducible, associated with other symptoms, or evaluated through a
documented clinical reasoning process, then the coder may be forced into a lower specificity diagnosis code or

may not be able to support certain higher-intensity services.

The fix is usually not “ask coders to be more careful.” The fix is to identify where the note template or provider

workflow is leaving out essential documentation, then align the template or training to support code selection.



This is also where early audits help. Instead of sampling after claims go out, you sample while the chart is still

“alive” in your internal workflow.

Learn to read audit results like a root-cause report

Many audit processes stop at the score. A coder might get marked down for incorrect coding. That feels definitive,

but it often hides the real reason.

When you want to spot errors early, you have to translate audit feedback into root causes, not just outcomes. A

denial is the symptom. The chart and the decision path are the cause.
If you have audit data, take note of these patterns:

First, look for concentration. If ten percent of coders or teams generate a disproportionate share of findings, there
is likely a training gap, workflow mismatch, or system configuration issue. Second, look for service lines. If the
findings cluster around imaging, anesthesia, ED E and M, or therapy visits, then the issue is often specific to
documentation patterns or coding rules in that area. Third, look for code families. If a certain set of codes keeps
showing up with similar errors, you may be dealing with a code selection logic issue, a documentation requirement

mismatch, or payer-specific interpretation you have not fully accounted for.

| have worked with teams where audit findings looked random until someone plotted them by encounter type and
month. A seasonal staffing change had introduced new providers. Their notes were shorter and their assessment
wording differed from the established template. The audit findings were not random at all, they were a

documentation style shift.

If your organization can't run a full analytics view yet, you can still do this manually. Keep a simple log of each
finding and categorize it by root cause category, not just by “error type.” Even a lightweight classification system

makes the next intervention smarter.

The “documentation triangle”: medical necessity, completeness, and
specificity

Most coding errors that turn into audit findings boil down to the same three questions. Do we have evidence of
medical necessity? Is the documentation complete enough to support the level of service? Is the diagnosis coded

with adequate specificity?

You can use these questions as a mindset while coding, and you can use them as a reviewer checklist during early

audits.

Medical necessity is often the first place things break. A service may be clinically appropriate, but if the record does
not show why it was needed at that visit, the payer may see it as unsupported. Completeness is the second issue.
Sometimes the note contains the right keywords but misses a required element. Specificity is the third, especially

for diagnosis coding where “close enough” can lead to audits because payers often require defined clinical detail.

Here is a realistic scenario. Suppose a patient has diabetes and the documentation says "DM" repeatedly, but there
is no mention of complications, control status, or the reason for the visit that connects to the coded service. The
coder may be able to code diabetes as a general diagnosis, but complications like neuropathy, nephropathy, or
retinopathy require more detail. If the provider never documents it, the coder cannot reliably support those codes.

The result can be downcoding or denials for missing required specificity.

The early audit value is that it surfaces these documentation gaps before claims are finalized. Once a claim is

submitted, you are in the territory of appeals, resubmissions, and time.



Start with claim edits and denial trends, not just chart reviews

Chart review is essential, but if you only review charts, you may miss what is happening in the claims layer. Claim

edits and denial patterns are often the earliest, loudest signals.
If you are trying to spot errors early, do not wait for the full denial report. Set up a routine to review:

® The most frequent denial reasons
* The most frequent adjustment reasons, including recodes

* The denial rates by payer, facility, and service line

Then connect those patterns back to the coding logic. If “missing documentation” denials spike for a particular CPT
family, check whether the note templates for those services consistently include the required clinical elements. If
"diagnosis not covered” denials spike, it may indicate a mismatch between the diagnosis coded and the medical

necessity statement written in the note.

| have seen teams focus on coder performance while ignoring that the claim was routed to a payer edit path due
to a billing configuration issue. The coded service might have been correct, but an incorrect place of service,
incorrect billing provider type, or incorrect rendering provider specialty affected how the payer interpreted the

claim.

Early audits should include both the chart and the claim. That sounds obvious, but it is easy to forget when time is

tight.

Tighten the feedback loop between coders and providers
Coding audits become dramatically more effective when feedback flows in a way providers can actually use.

In real life, coders often try to fix issues by sending “coding tips” to providers. Those tips can help, but they also

can become generic, and generic feedback gets ignored.

The best feedback is specific and tied to what the provider sees. Instead of “document more,” show which portion
of the note is insufficient for the code you are trying to support. Instead of “include the diagnosis specificity,”
demonstrate the difference between a general diagnosis statement and a documented assessment that supports

the required level.

One practical approach is to select a small number of high-impact findings and create brief provider-facing
education. Keep it case-based, using anonymized examples. Show where the note supported the coded outcome

and where it did not. Then, give a concrete suggestion for what to add.

For example, if your audit frequently identifies missing documentation for an E and M level, the feedback should
reflect the specific element that is missing. If it is medical decision making, highlight how the note should show
assessment logic, the complexity, or the evaluation performed. If it is a procedure-related documentation element,

explain what the procedure note needs to include so it supports the billed service.

This is not about making notes longer for the sake of longer notes. It is about making the note defensible.

Audit sampling that catches errors before they scale

Most teams do some sampling, even informally. The trick is to sample in a way that catches errors early rather

than after they have already become a normalization.



If you sample randomly, you might waste review volume on charts that are already clean. If you sample only the
worst performers, you might miss emerging issues, especially after staffing changes, a payer rule update, or a new

documentation template rollout.

A better approach is to combine targeted sampling with rotating coverage. Review the encounters most likely to
fail based on history, then rotate in some random charts from other service types to verify nothing new is quietly

building.

For early detection, | like a two-lane model. One lane focuses on high-risk claims, based on denial history and code
families. The other lane checks “fresh” trends, like new provider starts, new clinical staff, new equipment service

lines, or new documentation workflows.

You can keep this fairly lightweight. The value comes from consistent timing, not from an enormous sample.

Where coders get tripped up: common “look correct, fail later”
patterns

Coding errors rarely look like obvious mistakes in the moment. They often look correct because the note contains

partial support.

Here are several patterns that regularly lead to audit findings, even for experienced teams:

1) Code selection based on symptoms, not documented assessment

Symptoms can guide care, but diagnosis coding is supposed to reflect the provider's assessment, or at least the

clinically documented condition being evaluated and managed.

If an ED note documents symptoms but does not clearly assess a diagnosis, coders may be forced into less specific
coding or may code a diagnosis that the record does not support. When payers review, they look for assessment

evidence, not just patient-reported complaints.

2) Incomplete linkage between diagnosis and service

A note might include a diagnosis, and it might include the service performed, but the record does not connect

them. For medical necessity, the link matters.

If you have a therapy visit billed with a diagnosis that does not describe the functional impairment addressed
during that encounter, you can end up with denied or adjusted claims. This often shows up in audits as “service

not medically necessary for diagnosis” or similar payer language.

3) Modifier use that depends on details not captured in the template

Modifiers are a common audit target because they require procedural context. Sometimes the required context is

buried in the provider narrative. Sometimes it is absent because the template does not prompt it.

If a procedure is discontinued, altered, or performed in a way that requires modifier support, the note must show

the facts. A coder cannot infer modifier details reliably if the documentation does not explicitly support it.

4) Follow-up visits coded as new when the chart says otherwise

Sometimes the note is clear, but the coding process does not follow it. A patient might be seen for a continuation
of care, yet the billed code selection reflects the provider intended course incorrectly, especially when templates

default to "new patient” wording or when staff documentation practices vary by provider.



The audit finding might appear as a coding mismatch, but the root cause is usually workflow design. Fix the

workflow, not just the code.

Build an early audit workflow that does not slow your team down

If you have ever tried to implement an “audit everything” process, you know it becomes a bottleneck fast. Coders
get stuck waiting for review. Providers feel the friction. The queue grows. The result is lower quality through

fatigue, ironically increasing errors.
Early audits work best when the workflow is targeted, repeatable, and designed for speed.
A practical model is:

e Set clear triggers for which claims are reviewed before submission
* Use a focused review checklist tied to the top denial or recode patterns
® Provide quick feedback and education, then track whether error rates drop

® Adjust sampling rules based on what is happening this month, not what happened last quarter

If you build this as an internal routine, you can keep throughput while improving accuracy.

A short checklist you can use while reviewing charts

No list can replace clinical judgment or payer rules, but a checklist can stop the same mistakes from slipping

through.
Here is a concise set of review prompts that align with how most early audits catch errors quickly:

® Does the record clearly support medical necessity for the level of service billed?

® Do the documentation elements match the code definition, including required specifics?

® |s the diagnosis coded with the specificity the payer expects based on the provider's assessment?
* Are modifiers supported by documented procedural details?

® Does the note connect the diagnosis to what was evaluated or treated during the encounter?

Use this as the first pass. Then, if you find an issue, you drill into the documentation element that failed, not the

entire chart.

The trade-offs nobody wants to admit: productivity vs. Defensibility

A serious tension exists in coding operations. Productivity expectations push teams toward speed. Defensibility
requires careful reading, sometimes extra clarification, and sometimes delaying submission to get a clean

documentation addendum.

When organizations try to increase accuracy without adjusting productivity expectations, the result can be a
hidden failure mode. People begin to guess, hoping the documentation will not be challenged. Or they document
later through backfilling, which raises compliance risk and can be difficult to do correctly depending on payer and

regulatory requirements.

If you want early error detection to work, you need to make trade-offs explicitly. For example, review high-risk
encounters pre-bill, accept that low-risk encounters can be reviewed post-bill, and use targeted provider education

to prevent repeated failures.



This is also where leadership decisions matter. If leadership treats “accuracy” as a slogan rather than a measurable
workflow, the coding team will default to throughput. If leadership ties accuracy to operational design, such as

denials reduction goals and targeted review thresholds, improvement actually sticks.

Real-world examples of early detection in action
Let me describe a couple of patterns | have seen play out in audits.

In one setting, a clinic experienced repeated recodes in outpatient procedures. The audit findings pointed toward
modifier errors and procedure detail missing. When the team reviewed notes, they found the template did not
prompt the provider to document key procedural facts for every case. Sometimes those facts existed, but they

were inconsistent because providers wrote them in different ways.

The early fix was to update the provider prompt fields to capture the key facts, and to train coders to flag charts
that lacked those facts during the pre-bill review window. Within a couple of billing cycles, the modifier-related

audit findings dropped noticeably. Not to zero, but enough that the denial rate stabilized.

In another scenario, the team noticed that denial reasons clustered around diagnosis specificity. The coders were
selecting codes that seemed clinically plausible based on patient history, but the current encounter note did not

show updated clinical assessment supporting those higher-specificity diagnosis codes.

The early audit approach was to create an "assessment support” review pass for certain service lines. Coders
flagged charts where the diagnosis was not clearly assessed during that visit, then requested clarification or
adjusted the coding to match what the note supported. That reduced the number of claims that later needed

adjustment, even if some cases still required follow-up.

Across both examples, the lesson was similar. Errors were not just “coding mistakes.” They were documentation

and workflow mismatches that could be corrected earlier.

Measuring improvement without gaming the metrics

If you implement early audits, you need metrics that reflect real value. Denial rate and recode rate are good

indicators, but they can be influenced by payer policy changes and billing system updates.

A useful way to track early detection is to measure:

The number of findings caught pre-bill versus post-bill

The trend in top denial reasons over time

® The repeat finding rate, meaning how often the same issue category appears again after training

The time from error detection to corrective action, including education or workflow change

If the number of audit findings drops but denials stay flat, you might be measuring the wrong thing. If findings
drop due to reduced review volume, that can create a false sense of improvement. The goal is defensibility and

fewer failures, not just fewer error tags.

Practical steps to spot errors early in your organization
You do not need a massive overhaul to get started. You need consistent habits and targeted attention.

If your audit process currently happens after claims, shift a portion of your review earlier. If your process is

random, use history to focus your sampling. If your feedback to providers is vague, make it specific and case-



based. If you see repeated denials, connect them back to documentation elements and payer expectations.

Most importantly, build the loop so that early findings lead to workflow changes. Otherwise, you will keep doing

the same review over and over, and the errors will remain “solved” only on paper.

Quick reality check: are you auditing the right stage?
One question | ask teams is simple: where in the workflow are you catching errors?

If you only audit after the claim is finalized, you are always late. If you review charts without looking at claim
configuration, you may miss routing or billing errors. If you review claims without confirming documentation

support, you may end up blaming clinical notes for issues caused by coding rules or system settings.

Early detection requires looking at the full chain. Chart, coding decision, modifier https://www.dezyit.com/post/the-
best-ai-powered-tools-for-medical-billing-and-coding selection, diagnosis specificity, claim configuration, payer
routing, and edit outcomes. Even if you cannot do everything at once, start by ensuring your early reviews cover

both documentation and coding logic.

That is where prevention becomes real.

Keep the focus on clarity, not perfection

Medical coding audits can sound like an inspection regime, but the most successful coding teams treat audits as a
medical billing learning tool. They reduce guesswork, they improve documentation clarity, and they help the

organization build a more defensible billing process.

When you spot errors early, you prevent the downstream stress. You also protect your revenue cycle by reducing

denials and recodes that waste time and create friction for staff and providers alike.

The best part is that “better coding” becomes less about personal perfection and more about systems that
support correct decisions. That is sustainable. And it makes audit season feel like a routine review rather than a

crisis.
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