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Presentation Objectives for Avoiding Trouble

� Keeping it legal: Documentation 
practices that create a strong defense
� Technology tools: Bad habits and 
lack of control affects data integrity and 
reliability
� Protecting patient identity and 
personal health information 
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Quiz – What you don’t know can hurt you!

1. What are the key components of an evaluation and 
management service”

2. How many sets of documentation standards are in effect 
right now ?  What are the components of a history?

3. What is the difference between a new patient and an 
established patient?

4. What qualifies as a consultation, and how many key 
components are required for a consultation?

5. When should modifier –25 be used?
6. What makes a health record a good defense against legal 

risk?
7. How  do health care providers protect a patient’s right to 

privacy, and keep protected health information safe from 
unauthorized access or identity theft? 

8. What are the top 5 bad habits to break related to 
documentation?
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General Documentation Troubleshooters

� If it isn’t documented, others will assert it wasn’t done so 
don’t provide services without recording them

� Differentiation in any level of service selected must be 
reflected in the record or your defense is weak

� Notes should be legible and unambiguous or they do 
more harm than good

� Each note should “stand alone” and not be “borrowed”
from another date of service or another person’s work

� Avoid “canned verbiage” or “clone” notes and use 
electronic templates, check off lists and other types of 
documentation tools with discretion

� Imagine each health record created projected on a large 
screen in a court of law
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Evaluation and Management Service Documentation

� Reason for encounter (chief complaint)
� History of present illness (what, when, where…..)
� Review of Systems
� Past, Family & Social History
� Physical Exam
� Assessment, clinical impression or diagnosis
� Medical plan of care
� Date and signature of responsible provider
Trouble Lights Flashing:
� Medical necessity for the services provided not expressed 

clearly
� Unauthorized personnel providing the service as if it were 

completed by an authorized provider.
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Key Components of an Evaluation & Management Service

History
Examination

Medical Decision Making
� Watch for danger zones when using electronic methods for data 

capture of these components
� Good documentation practices are still important without regard to 

the type of media used or technology applied
� All EHR systems do not necessarily have the functionality to serve 

as the formal record for business and legal purposes (Danger!)

� Organizations have to demand tools that “keep it legal”
� Create and use a records management process 
� What is done today may be needed to defend your actions in the 

future – electronic records require special consideration
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History Taking 

� Chief Complaint
� History of Present Illness
� Review of Systems

� *Notation should be made of all pertinent positives/negatives and if all 
other systems are reviewed you may document “all other systems 
reviewed and negative”.

� Use care with checklists or structured input methods in 
electronic health records – it’s easy to create false entries

� Avoid ambiguous abbreviations such as NAD (No Abnormalities 
Determined can also mean No Assessment Done).

� N/A could stand for not applicable or not assessed (dangerous)
� Taking credit for a component in more than one category 

(example both history and examination ) gets you in trouble for 
“upcoding” unless your documentation shows the difference 
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History Taking

Past, Family & Social History
� *ROS/PFSH may be used from a previous encounter if a description 
of any new information is documented or document no change to previous 
AND noting the date and location of the earlier information
� *ROS/PFSH may be recorded by ancillary staff or on a form 
completed by the patient. If so there must be notation from the physician 
supplementing/confirming the information recorded by others.
History types:
Problem Focused
� Expanded Problem Focused
� Detailed
� Comprehensive
� Trouble Lights Flashing:
� Physician reimbursement for work not documented as reviewed or 
considered in decision making is troublesome
� Documentation is too comprehensive when compared to the nature of the 
presenting illness
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Examination Documentation

7 Body Areas
12 Organ Systems

1995 vs. 1997 guidelines
Exam types

� Problem Focused
� Expanded Problem Focused
� Detailed
� Comprehensive

Trouble Lights Flashing:

� Ignoring teaching physician rules when they apply
� Exam depth appears too comprehensive for nature of presenting 

problems
� Template use facilitates up-coding with a click box
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Medical Decision Making Documentation

Number of Diagnosis or treatment options
Amount and/or Complexity of data to be reviewed
Risk of complications and/or morbidity or mortality

Types:
� Straight forward
� Low Complexity
� Moderate Complexity
� High Complexity

Trouble Lights Flashing:
� MDM more complex than nature of presenting problem 

documentation reflects
� Data review over-utilized, inconsistent with depth of history or 

exam
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Physician Office Visits

New patients have not been seen by anyone in practice in past 3 years.
3 Key Components required

� Established (99211 – 99215)
2 of 3 Key Components required

� May report level of care  by time if 50% of face to face time with the 
patient is counseling/coordination of care.  Must document time and 
nature of the counseling to justify 
� If a procedure was pre-scheduled you may not also bill an office visit 
on that date (patient came to the office for the procedure)
� If procedure performed on same date of service as separately 
identifiable E/M – report office visit with modifier 25 only when the two 
services are not related to each other

Trouble Lights Flashing: 
� Not reporting “new” patients when they are
� Ignoring bundling rules for visits connected with performance of 
procedures. 
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Physician Office Consultation Risks

3 Key components required for consultation services
Allowed to report using  time if 50% of face to face is spent 

providing counseling/coordination of care. Documentation of the 
time and nature of the consultation for medical necessity 
justification is required to for reporting. 

Must be initiated by a physician
If initiated by patient or family – report as an office visit

Trouble Lights Flashing:
� Referrals from another physician are not consultation services 

(most of the time)
� Repeated use of consultation codes for the same patient and 

same problem
� Wrong site of care code set used – consultation provided in a 

location other than the office
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General Documentation Requirements for Consultations 

� Health records must contain requesting source and need 
for the consult
� Opinion of the consulting physician and services ordered 
must be documented and communicated back to the 
requesting physician
� If care is assumed after initial consultation, established 
patient office visits for subsequent care are reported rather 
than repeating the consultation codes
Trouble Lights Flashing:
� Inappropriate site of service consultation code reporting
� Intentional unbundling of services to circumvent 
reimbursement constraints
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Preventive Medicine Service Reporting 

� Used to report the routine evaluation and management of adults 
and children when these services are performed in the absence of
patient complaints
� Follow the same rules in CPT coding  for New/Established 
� These codes reflect an age and gender appropriate history/exam 
not synonymous with the “comprehensive” exam in E/M codes 
� A significant problem/abnormality encountered that requires 
additional work may warrant the use of an additional E/M Office 
Visit code with modifier 25

Trouble Lights Flashing:
� Alteration of service documentation or resulting codes  to “fit”
health plan or other reimbursement constraints that either will or will 
not pay for preventive care services (misleading payer concerning 
the reason for the visit
� Use of these comprehensive service codes for services requiring
significantly less work and evaluation than expressed in the codes. 
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Emergency Room Danger Zones 

� May not use time as determining factor for physician services 
� 3 Key Components required for physician service reporting –

hospital facility reporting follows their own system for level of care 
designation 

� “History” is typically reported at lower levels for physician services 
because of lack of documentation. When unable to obtain patient 
history describe the circumstances which preclude obtaining the 
information 

Trouble Lights Flashing:
� Level of service reported is inconsistent with the resources required 

to deliver care
� Documentation fails to justify treatment (or lack of it)
� Not all services rendered are captured in the documentation 
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Defensive Action and Preventive Care

� Select and use appropriate documentation tools that 
assure health records meet legal requirements of a 
business record

� Protect patient privacy through sound release of 
information policies an procedures

� Know how to investigate and mitigate a security breach

� Create and use a records management process

� Provide guidelines, policies and training for 
documentation improvement
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Top 5 Bad Habits to Break

1. Copy and Paste or pull forward functions 
in health records

2. Unbundling services to circumvent 
reimbursement constraints

3. Releasing health information without 
patient authorization (when required)

4. Ignoring legal requirements for health 
records – especially lack of audit trails

5. Not recognizing what can get you into 
trouble
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Risk Avoidance Insurance  

• Qualified compliance and 
health information 
management support keeps 
health care organizations out 
of the danger zones.

• Credentialed professionals 
including certified coders are 
experts in clinical services 
documentation and coding.

• These knowledge workers  
keep oriented to constantly 
changing coding regulations, 
Medicare compliance issues 
and payer policy changes.  
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Quiz Answers
1. What are the key components of an E/M?

History, exam, and medical decision-making
2. How may sets of documentation guidelines (AMA/CMS) 

are in effect ? Two.  One was developed in 1995 and 
one was developed in 1997  What are the 
components of a history? 
Chief complaint, HPI, ROS, PFSH

3. What is the difference between a new patient and an 
established patient?
A new patient has not received any professional 
services from the practice within the past 3 years
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Quiz Answers
4. What qualifies as a consultation, and how many key 

components are required for a consultation?
Must document a request from one physician to anoth er, 
consulting must report back to the requesting physi cian.  
All 3 key components are required 

5 When should modifier –25 be used?
When providing a separately identifiable service in  
addition to a procedure

6. What makes a health record a good defense against 
legal risk? 
Using a CCHIT certified Electronic Health Record, 
following recognized documentation standards, follo wing 
best practices for documentation, policies and proc edures 
for privacy protection and data security, sound rec ords 
management procedures. 
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Quiz Answers
7. How do health care providers protect a patient’s right 

to privacy and keep protected health information 
safe from unauthorized access or identity theft? 
Follow HIPAA regulations and consult with an HIM 
professional for appropriate policies, procedures and 
best practices

6. What are the top 5 bad habits to break related to 
documentation?  

{ Good habits to replace them – next slide }
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Bad Habits Transformed to Trouble Free Documentation 

Habit # 1  Copy, paste, pull forward functions
Transform to:  Create original entries – use of macros and 

template is OK as long as the resulting documentation is 
true

Habit # 2 Unbundling Know and follow the rules for 
reporting.  Some services “come with” others and do not 
deserve separate reimbursement. Fees for these types 
of service should be adjusted appropriately.

Habit # 3 Release of information Policies, procedures and 
education are the best defense against violation of 
patient trust.  When in doubt, secure the patient’s 
permission to release.
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Bad Habits Transformed to Trouble Free Documentation 

Habit # 4  Ignoring legal requirements /audit trails
Transform to: A process that includes a legal profile

Consult an HIM professional to review your health record 
system for issues of concern.  Make sure there are 
appropriate audit trails that maintain the integrity of the 
record for legal actions.  Use criteria from standards 
organizations to evaluate electronic health record 
systems to make sure all requirements are met,

Habit # 5 Not knowing about danger zones
Turn to reliable sources to keep abreast of compliance 
pitfalls.  Government websites, professional associations 
provide multiple resources most without fees. 
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Resources

CMS Evaluation & Management Services Guide 
www.cms.hhs.gov/MLNProducts/downloads/eval_mgmt_s
erv_guide.pdf

1995 Documentation Guidelines For Evaluation & 
Management Services     
www.cms.hhs.gov/MLNProducts/Downloads/ 1995dg.pdf

1997 Documentation Guidelines for Evaluation & 
Management Services
www.cms.hhs.gov/MLNProducts/Downloads/
MASTER1.pdf

Cigna NetCourses at:
www.cignagovernmentservices.com/webtraining/Logon.as
p



www.hcca-info.org | 888-580-8373 26

Resources

AHIMA Practice Briefs
http://www.ahima.org/infocenter/briefs.asp

Health Data Access, Use and Control
Developing a Legal Health Record Policy
RFP Process for EHR Systems 
Guidelines for EHR Documentation to Prevent  

Fraud
Release of Information Laws and Regulation

Data Breach Investigation and Mitigation Checklist 
http://library.ahima.org/xpedio/groups/public/documents/
ahima/bok1_036245.pdf


