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At-Home CDI: A Remote Possibility or Something
More?
By Lisa A. Eramo
For The Record
Vol. 24 No. 7 P. 20
Kaiser Permanente has employed it to great success, but
critics question its viability at other organizations.
A typical task list for Jillian S. Fore, RN, MPH, ACM, a clinical
documentation integrity senior consultant, includes the
following:
• Review outstanding electronic queries.
• Update notes electronically.
• Finalize all discharged cases electronically.
• Review 20 to 28 charts electronically per day.
• If queries are necessary, use electronic notes, e-mail, texting, and phone calls to
communicate with physicians for clarification.
Fore, who works for Kaiser Permanente’s northern California region, completes these
tasks from an ergonomically approved home office where she has a dual computer
screen and a secure virtual private network connection to Kaiser Permanente.
Sometimes she works in fuzzy slippers and pajamas with her dog seated comfortably on
her lap.
Wait, a clinical documentation improvement (CDI) specialist who works from home?
How could this possibly be effective, given the importance of building interpersonal
relationships with physicians?
It’s not only effective, but both CDI staff and physicians alike have responded positively
to the program that continues to grow and thrive, says Michelle L. Callahan, RN, BSN,
CCDS, CRCR, regional manager of clinical documentation integrity at Kaiser
Permanente.
“[CDI] staff really appreciate the flexibility of not having a commute,” she says. “I’ve
also found that once you have an electronic health record, providers are more difficult
to get a hold of in general because they can do their charting from anywhere. In some
ways, [a remote program] is easier because it’s not as disruptive to their workflow.”
The remote CDI program at Kaiser Permanente currently includes 28 full-time CDI
senior consultants who, like Fore, spend much of their time querying and following up
with physicians at each of the system’s 21 facilities. Patient volume determines the
number of consultants assigned to each facility. Seven full-time CDI consultant quality
analysts who are former coders also work from home to validate the consultants’ work.
Kaiser Permanente hadn’t always envisioned a remote CDI program. In fact, the
organization initially performed an on-site CDI pilot at one facility in 2009 with the
intention of rolling it out at other facilities shortly thereafter. Fore, who previously
worked at a smaller medical center in California as the senior director of care
coordination, was hired to help lead the effort as a regional manager and served as the
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interim regional director in August 2010.
However, by late 2010—and well before an on-site organizationwide CDI program was
ever fully deployed—Kaiser Permanente was headed in a different direction.
“We made the determination that with the amount of growth we were going to need to
do and how difficult it was to get real estate, we probably would have a difficult time
maintaining [CDI specialists] at the facilities. We were looking for something new,
innovative, and creative that would be as effective as the traditional in-facility CDI
models,” says Callahan, who joined the CDI team just as the organization began to
consider a completely remote option.
Saving money was also a driving force behind designing a purely remote program.
Although Kaiser Permanente never formally calculated how much the remote program
would save in terms of on-site costs and overhead, it was likely a significant amount,
says Callahan. “For Kaiser Permanente, it was also in line with the view of being the
green way to work with fewer people on the road, etc,” she says.
Keeping Lines of Communication Open
Robert S. Gold, MD, CEO of DCBA, Inc, says although it may be tempting for hospitals
to implement remote CDI programs as they migrate toward EHRs, it’s important to
remember that these programs tend to lack one crucial element: personal contact.
Face-to-face contact and interpersonal relationships—which comprise the foundation
on which successful CDI programs are built—are “totally lost with remote CDI” because
CDI specialists are “out of sight and out of mind,” he says.
Very few of the hospitals in which Gold consults have implemented CDI programs where
specialists work either part or full time from a remote location. He says remote CDI is
generally unsuccessful in the long run due to communication barriers with physicians,
although it may be a short-term solution to handle staffing shortages or provide 24/7
coverage. It may also be viable in the outpatient arena where CDI specialists can
perform remote prebill reviews of professional claims that would better accommodate
physicians’ busy schedules.
“The most successful CDI programs in the country are those that are run by and include
intimate relationships with the medical staff and include all patients treated by the
medical staff so that the medical staff feel that they are the leaders of quality in the
hospital,” Gold says.
Even programs that begin on site before going remote will struggle to maintain open
lines of communication between CDI specialists and physicians, Gold cautions. One
hospital for which he provided CDI consulting services struggled with transitioning from
a fully on-site CDI program to one in which specialists reviewed charts remotely. The
move to a remote CDI program caused a rapid decline in physician response rate, he
says.
“[CDI specialists] didn’t get the opportunity to look in the window and see the patient
because when you do that, you know a lot about what’s going on with the patient and
how sick that patient is. When you’re sitting at home, you’re just looking at words,”
Gold says.
Fore says being remote has not created a barrier to communicating effectively with
physicians and that Kaiser Permanente has an excellent response rate. Most physicians
respond to queries in a timely manner, providing the necessary information without any
additional intervention.
“We do have a set escalation process in place that we utilize when needed, and we
have dedicated physician champions at each facility to assist us,” she says. Fore sends
a text message to physicians in the rare instance when a case warrants a verbal
discussion for clarification. “I have them call me at their convenience to discuss any
questions they may have about the electronic queries we have placed on the charts”
she says.
In general, physicians enjoy the remote CDI program at Kaiser Permanente, says Fore,
adding that there haven’t been any significant complaints other than those associated
with “the usual growing pains of a new program.
“[Physicians] have full access to us during routine business hours if they need us, and
we are a captive audience,” she adds. “We can be reached easily. We aren’t out running
around on the floors chasing charts. We are at our desks.”
However, not all physicians are receptive to electronic queries, which certainly poses a
barrier for remote CDI, says Mary Mills, RHIT, CCS, president and CEO/consultant at
Documentation Solutions, LLC. This sentiment is particularly true for physicians who are
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on the verge of retirement and are not interested in adapting to EHRs in general.
Electronic queries may also be inefficient because they sometimes invite timeconsuming back-and-forth electronic dialogue, says Mills. “Verbal physician queries are
better than written queries because physicians either read too quickly and
misunderstand the query—which means it has to be rewritten—or they don’t respond to
the query at all,” she says. “When you have that one-on-one interaction discussing the
case at the point of care, it gets resolved. To do everything electronically means you’re
taking the person out of the equation.”
Mills says she has never encountered an entirely remote CDI program. She has,
however, seen remote coding programs that operate with an on-site nurse who serves
as a liaison with physicians. She imagines that even the most successful remote CDI
program would still need to incorporate an on-site specialist to follow up with
physicians who are unreachable or who don’t respond appropriately or at all.
Remote Considerations
Before even considering a remote CDI program, hospitals must evaluate what portions,
if any, of their record are electronic, says Mills, adding that the majority of hospitals she
visits as a consultant are currently in a hybrid stage.
At Kaiser Permanente, the record is almost 100% electronic, which enables CDI
consultants to easily review information and pose queries, says Callahan. External
records, however, pose a challenge because on-site staff must scan the information
into the EHR, which delays remote CDI specialists’ access to it in real time, she notes.
The key is having access to real-time data, says Mills. “Once everything is real-time
data entry, I could see how [remote CDI] might work. You have to have access to
everything in the record,” she says. “All the information needs to be available for you to
review in order to obtain clinical clues from the documentation, test results, and
treatment before initiating a physician query. I’ve seen hospitals scan everything on
discharge, but then it’s too late where you’ve lost your concurrent query opportunities.”
Training is another consideration. “CDI is typically a new field for people when you’re
hiring them,” says Callahan. At Kaiser Permanente, CDI consultants, many of whom
previously worked as case managers, RNs, and quality specialists, must meet certain
productivity and quality goals during orientation and establish effective working
relationships with peers and providers before they are allowed to work from a remote
office. Callahan says training these individuals prior to sending them home was one of
the most important and challenging aspects of implementing the remote program.
Preparing for ICD-10 may also be a challenge for at-home CDI specialists who will likely
face an increased volume of queries, says Mills. “They need to get their feet wet with it
and get trained in ICD-10-CM/PCS ahead of time to be prepared for the transition. ICD10 will definitely slow productivity down for a while.”
Jon Elion, MD, FACC, president and CEO of ChartWise Medical Systems, Inc, agrees:
“ICD-10 will increase the drive away from retro-queries—asking physicians for
clarification after the patient has been discharged—and more toward concurrent review
while the patient is still in the hospital. This affects all CDI programs and specifically
increases the need for direct physician interaction and education.”
One easily overlooked consideration is how to prevent CDI staff from feeling isolated. At
Kaiser Permanente, CDI staff meets on site at a regional office for monthly gatherings,
and they also use instant messenger to chat with each other throughout the day, says
Callahan.
Additionally, CDI staff attend monthly face-to-face physician meetings at their assigned
facility where they have the opportunity to interact with physicians who can then put a
face to a name, says Fore. They also frequently communicate with an on-site physician
champion and the providers who receive their queries.
Ensuring privacy and security is also an important part of any type of remote program—
CDI or otherwise, says Elion. “Given the increasing concerns about patient data safety
and the need to avoid having any patient data outside of a controlled environment,
remote CDI, if done at all, is more properly done in a controlled environment, such as a
site or an office with proper security and confidentiality controls in place,” he says.
HIPAA concerns grow exponentially when hospitals choose to implement a remote CDI
program in which they hire a third party, says Elion. “There are strict HIPAA guidelines
to be followed with regards to the control of personal/patient health information,” he
says. “The independent home contractor or a small company would be hard-pressed to
meet the current requirements. Hospitals are requiring that stringent criteria be met
beyond the simple HIPAA business associate agreements of the past.”
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Perhaps one of the most important considerations when implementing a remote CDI
program is evaluating whether physicians and senior leadership will even buy into the
concept. “I think you’re more likely to get buy-in if you have all of your plans for your
process and your workflow clearly mapped out and documented before you present it. I
think if you start it as just a general conversation, people can get scared away from it,”
says Callahan. Implementing a quality assurance process can assist with buy-in
because it helps ensure the program is moving in the right direction and meeting
expected outcomes despite the fact that it’s off site, she adds.
Remote CDI programs must incorporate some type of physician education, says Mills.
When CDI specialists are off site, hospitals should consider when and how physicians
will receive documentation tips and other education normally provided on site. On the
bright side, physicians may actually appreciate having the option to read tips and
information at their convenience on the intranet rather than attend in-person seminars,
she says.
Callahan admits that this model may not work for every hospital. “Organizations need to
determine how much face time is required for the physicians,” she says. For example,
some programs may not be able to function entirely remotely; however, they may
thrive when specialists work from home for a portion of the week and on site for the
remainder.
Hospitals should also seriously evaluate how physicians respond to queries through an
on-site CDI program before even considering the possibility of transitioning to a remote
option, says Elion. “Some [physicians] avoid answering queries. Some answer ‘unable
to determine’ to questions that can easily be answered. Fortunately, some have been
actively involved, responsive, and cooperative,” he says. “But this transition typically
involves face-to-face contact and personal communications. Getting queries and
impersonal requests for clarification from disembodied reviewers results in
communications barriers that are difficult to overcome.”
Understanding physicians’ expectations is also important. In some cases, it may be best
to begin the CDI program on site before moving it remotely. In other cases, physicians
may support a remote program but insist that CDI specialists be present on site during
rounds.
“I think there are a lot of different options if you try to be creative with it,” says
Callahan.
Regardless of the method chosen, Gold says involving CDI specialists in rounds is
paramount. “Most of the docs who are in facilities that have multidisciplinary rounds on
the critically ill patients love to have all the discussions of everything related to the
patient—the drugs, the health, the labs, the therapy, the documentation—all at one
time,” he says. “They love having the documentation specialist participate in the
rounds.”
Hospital bed size and patient volume doesn’t necessarily dictate whether a remote
program will be successful. “In our own region, we have facilities of various sizes. I
think it depends more on your facility and the culture there,” says Callahan.
“The major advantage of a remote CDI program is economy of scale,” says Elion. “This
refers to the ability to spread the fixed cost of getting such a program up and running
over a large number of customers. Setting up a program for 10 similar-sized hospitals
would not be 10 times more expensive than setting it up for one.”
However, he admits that concerns about isolation and communication obstacles as well
as the security, confidentiality, and integrity of patient data continue to serve as
barriers.
In general, there are insufficient data to support that remote CDI programs are equally
—or even more—effective and efficient as on-site ones, says Elion. “It is hard to come
up with unique advantages of a remote CDI program that would make it more desirable
than an in-house program,” he says. “The demonstrated return on investment for an inhouse CDI program has historically been very large, even for a small hospital, and it is
hard to imagine a scenario where remote CDI would be preferable.”
— Lisa A. Eramo is a freelance writer and editor in Cranston, Rhode Island, who
specializes in healthcare regulatory topics, HIM, and medical coding.
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