How to Perform an E&M Audit by Phillip E. Ward, DPM
Whenever a physician performs an evaluation and management (E&M) service, they must be sure to choose the appropriate code in submitting a claim to an insurance company for the service. Part of an office compliance program ensures that charts are audited for correct coding and documentation. This article demonstrates a technique that can be utilized in helping the busy podiatric physician perform these required chart audits. 

The E&M codes (CPT 99201-99499) describe nonprocedural contacts with patients. They can be used in conjunction with a procedure code by attaching either a –24, -25 or –57 modifier. These modifiers will not be dealt with in this article, but information on their proper use can be found in the current CPT book. Whenever an E&M code is used, the documentation for the associative service must meet either the 1995 or 1997 guidelines as published by the American Medical Association. In what follows, the 1997 guidelines are described because in the opinion of the author they are easier more definitive and easier to audit, as compared to the 1995 guidelines. The accompanying forms will help the physician with the audit process and will be referenced numerous times throughout this article. 

History Component

When performing your own chart audit, check first for the chief complaint (CC), which simply is the reason why the patient came in to see the doctor for the visit in question.  Once the CC has been identified, the history of present illness, (HPI) is used to describe the chief complaint.  The HPI is a recording of what the patient told the physician about the chief complaint. Eight items can be described, including location, quality, duration, severity, timing, context, modifying factors and associated signs and symptoms.  If one to three of any of these eight items is documented, the HPI is considered to be brief, whereas the documentation of four or more items qualifies the HPI as extended. 

The review of systems (ROS) describes what else is currently bothering the patient. This review may or may not be related to the CC. If the system of the chief complaint is reviewed and documented in the chart, then the ROS is problem pertinent. If at least two systems are reviewed, the ROS is considered to be extended and if ten or more systems are reviewed and documented, the ROS is said to be complete.  The individual systems are listed on the attached audit form.

The past medical, family and social history (PFSH) section of the history component consists of the patient’s medical and surgical history, medications, relevant family medical history and social history. If one item is documented in any one area, the PFSH is considered to be complete for an established patient. A complete PFSH for a new patient requires that at least one item documented in each of the three areas. 

Once you have ascertained the level of HPI, ROS and PFSH documented in the chart, the level of the history component can then be determined. For example, if you determined that an extended HPI, an extended ROS and a pertinent PFSH were performed, the history component would be a detailed history. For a new patient, the detailed history would include four items from HPI, two systems reviewed and one item from only two areas in the PFSH.  This makes sense because with an established patient, one would typically not have to repeat the family history, as it would most likely not change.  The patient or a staff member may do the entire history component, as long as it is documented that the physician reviewed the information.  

Examination Component

There are seven organ systems or body areas that the average podiatrist, working within their scope of practice, can examine: the neurologic, psychiatric, integument, cardiovascular, constitutional and one area for each lower extremity examined in the musculoskeletal system.  In a general multisystem examination, approximately 21 elements can be examined and documented by a podiatric physician. The following list presents those elements, but is by no means comprehensive (for a complete listing of all examination elements, refer to the 1997 version of the E&M documentation guidelines published by the AMA).

· Measurement of any three of the following seven vital signs:

1. Sitting or standing blood pressure

2. Supine blood pressure

3. Pulse rate and regularity

4. Respiration

5. Temperature

6. Height

7. Weight

· General appearance of patient (e.g., development, nutrition, body habitus, deformities, attention to grooming)

· Pedal pulses (e.g., pulse amplitude)

· Extremities for edema or varicosities

· Inspection of skin and subcutaneous tissue for rashes, lesions nodules or ulcerations

· Palpation of skin and subcutaneous tissue for rashes, lesions nodules or ulcerations, indurations and tightening

· Examination of deep tendon reflexes with notation of pathological reflexes

· Examination of sensation (e.g., by touch, pin, vibration, proprioception)

· Orientation to time place and person

· Recent and remote memory

· Mood and affect (e.g., depression, anxiety, agitation)

· Examination of gait and station

· Inspection and/or palpation of digits and nails (e.g., clubbing, cyanosis, inflammatory conditions, petechiae, ischemia, infections, nodes)

· Examination of joints bones and muscles of one of the following six areas

1. Head and neck

2. Ribs and pelvis

3. Right upper extremity

4. Left upper extremity

5. Right lower extremity

6. Left lower extremity

· Inspection or palpation with notation of presence of any misalignment, assymetry, crepitus, defects, tenderness, masses or effusions

· Assessment of range of motion, with notation of any pain, crepitation or contracture

· Assessment of stabilization, with notation of any dislocation (luxation), subluxation or laxity

· Assessment of muscle strength and tone (e.g., flaccid, cogwheel, spastic), with notation of any atrophy or abnormal movements

If the physician performs and documents at least 1 and at most 5 of the preceding elements, the examination is deemed problem focused.  If at least 6 elements are performed and documented, the examination is expanded.  At least 11 elements are required for a detailed examination, and at least 2 elements in at least nine systems or body areas would qualify the examination as comprehensive. It is the author’s opinion that a comprehensive examination is difficult if not impossible for a podiatric physician to perform and document.

Medical Decision-making Component

The medical decision-making component comprises three aspects: the number and type of diagnoses, the amount of data reviewed and the risk involved to the patient.  On the basis of these three aspects, the medical decision-making component will be either straightforward, of low complexity, of moderate complexity or of high complexity. 

The number of diagnoses fall into four categories: self-limiting (minimal), stable (limited), new without additional workup planned (multiple) or new with additional workup planned (extensive).

The amount of information or data reviewed is based upon what the physician had to review to make the diagnoses. The information could be minimal, limited, moderate or extensive. 

The risk to the patient is usually based on what treatment is chosen.  The risk can be minimal, low, moderate or high. 

The table on the medical decision-making page of the audit form is used to determine what level is appropriate, based upon the diagnoses, information reviewed and risk.  The key to determining the medical decision-making level is that you only have to meet two out of three categories in the vertical columns to attain that level.  For example, if a patient presented with a new diagnosis without any additional workup planned (multiple diagnoses), and you reviewed one set of radiographs (limited data) and you put the patient on an NSAID (moderate risk) the medical decision-making code would indicate that the decision was of moderate complexity. 

Putting It All Together to Determine a Code 

Once you have determined the appropriate level of history, examination and medical decision-making on the basis of the forgoing criteria, you are ready to pick an E&M code.  Which code you select is based on whether the patient is a new patient or an established patient and where the service took place.  Looking at the code determination table, and assuming you have a new patient seen in the office for whom you did a detailed history, performed a detailed examination and reached a moderate decision-making complexity, the correct code would be 99203.  For an established patient this same service would code out as a 99214.  Remember that, for a new patient, you have to meet the minimum requirements on all three components, while for an established patient, you have to meet minimum requirements on only two of the three components.   

Podiatric E&M Coding Audit Sheet
History Component
CC:







TYPE OF HPI ________________
HPI:








BRIEF = 1-3


1. LOCATION
5. TIMING




EXTENDED = 4+


2. QUALITY

6. CONTEXT







3. SEVERITY

7. MODIFYING FACTORS





4. DURATION
8. ASSOCIATED SIGNS/SYMPTOMS

ROS





TYPE OF ROS________________

1. GENERAL

 8.  MUSCULO/SKELETAL
  PROBLEM PERTINENT=1


2. EYES

 
9.  SKIN


  EXTENDED = 2-9


3. ENT


10. NEUROLOGICAL
  COMPLETE = 10+



4. CARDIOVAS

11.  PSYCHIATRIC


5. RESPIRATORY
12.  ENDOCRINE


6. GI


13.  HEMO/LYMPH


7. GU


14.  ALLERGY/IMMUNE


PFSH




TYPE OF PFSH______________


1. PATIENT’S PAST MEDICAL HISTORY

PERTINENT = 1


2. FAMILY PAST MEDICAL HISTORY


COMPLETE


3. PATIENT’S SOCIAL HISTORY



NP = 3/3










EST PT = 2/3

	DETERMINING THE TYPE OF HISTORY COMPONENT

	HPI
	BRIEF
	BRIEF
	EXTENDED
	EXTENDED

	ROS
	NONE
	PROBLEM PERTINENT
	EXTENDED
	COMPLETE

	PFSH
	NONE
	NONE
	PERTINENT
	COMPLETE

	TYPE OF HISTORY
	PROBLEM FOCUSED HISTORY
	EXPANDED PROBLEM FOCUSED HISTORY
	DETAILED

HISTORY
	COMPREHENSIVE

HISTORY


TYPE OF HISTORY__________________________________

EXAM COMPONENT

 12 ORGAN SYSTEMS

                    6 BODY AREAS

MUSCULO/SKELETAL
INTEGUMENT

LEFT EXTREMITY

GENITOURINARY
ENT


 RIGHT EXTREMITY

NEUROLOGIC

CARDIOVASCULAR
HEAD/NECK

PSYCHIATRIC

RESPIRATORY

CHEST

HEMATOLOGIC
GASTROINTESTINAL
ABDOMEN

EYES


GENITALIA

BACK

FOCUSED EXAM



     





1-5 ELEMENTS IN 1 OR MORE SYSTEMS/ AREAS



EXPANDED EXAM
6-11 ELEMENTS IN 1 OR MORE SYSTEMS/AREAS

DETAILED EXAM

12 OR MORE ELEMENTS IN 2 OR MORE SYSTEMS/AREAS

COMPREHENSIVE EXAM
AT LEAST 2 ELEMENTS IN EACH OF AT LEAST 9 SYSTEMS OR AREAS

TYPE OF EXAM___________________________________

MEDICAL DECISION MAKING COMPONENT
NUMBER OF DIAGNOSES/MANAGEMENT OPTIONS


TYPE OF DIAGNOSIS_______________


SELF LIMITED(MINOR) = 1 POINT




1   POINT   = MINIMAL


ESTABLISHED STABLE/WORSENING = 2 POINTS



2   POINTS = LIMITED


NEW, NO ADDITIONAL WORKUP PLANNED = 3 POINTS


3   POINTS = MULTIPLE


NEW, ADDITIONAL WORKUP PLANNED = 4 POINTS


4+ POINTS = EXTENSIVE

AMOUNT/COMPLEXITY OF DATA





TYPE OF DATA_____________________


NUMBER OF TYPES OF DATA REVIEWED OR



0-1 POINT   = MINIMAL


DISCUSSED WITH PERFORMING DR.




2 POINTS    = LIMITED



1 POINT EACH





3 POINTS    = MODERATE










4+ POINTS  = EXTENSIVE


NUMBER OF INDEPENDENT REVIEW OF IMAGING,


TRACING, SPECIMEN, REVIEW SUMMARY OLD RECORDS



2 POINTS EACH

RISK








TYPE OF RISK______________________


CIRCLE THE” PRESENTING PROBLEM”, “DIAGNOSTIC PROCEDURE ORDERED” AND 


“MANAGEMENT OPTION SELECTED” FROM THE CHART BELOW.  THE LEVEL OF RISK IS THE HIGHEST LEVEL IN ANY ONE CATEGORY.

	TABLE OF RISK EDITED FOR PODIATRY

	LEVEL OF RISK
	PRESENTING PROBLEM
	DIAGNOSTIC PROCEDURE

ORDERED
	MANAGEMENT OPTION SELECTED

	MINIMAL
	*1 SELF LIMITED/MINOR

      PROBLEM
	*LABS REQUIRING                                VENIPUNCTURE

* ROUTINE X-RAYS

* KOH/CULTURE
	* REST

* ELASTIC BANDAGE

* SUPERFICIAL DRESSING

* SOAKS

	LOW
	* 2 OR MORE SELF  LIMITING               /MINOR  PROBLEMS

* 1 STABLE CHRONIC  ILLNESS

* ACUTE  UNCOMPLICATED               ILLNESS, SIMPLE SPRAIN


	* PHYSIOLOGICAL TESTS

* SKIN BIOPSY

* NUCLEAR IMAGING STUDY
	* OTC DRUGS

* MINOR SURGERY WITH  NO           RISK FACTOR

* PHYSICAL THERAPY

	MODERATE
	* 1 OR MORE CHRONIC                          ILLNESSES WITH MILD                    EXACERBATION

* 2 OR MORE STABLE                             CHRONIC ILLNESSES

* UNDIAGNOSED NEW                           PROBLEM

* ACUTE  ILLNESS WITH                       SYSTEMIC SYMPTOMS

* ACUTE COMPLICATED                       INJURY
	* INCISIONAL BIOPSY
	* MINOR SURGERY WITH                    RISK FACTORS

* ELECTIVE MAJOR                               SURGERY WITH NO RISK                 FACTORS

* PRESCRIPTION DRUG                         MANAGEMENT

* CLOSED FRACTURE TX

     W/O MANIPULATION

	HIGH
	* 1 OR MORE CHRONIC

      ILLNESSES WITH  SEVERE             EXACERBATION

* ILLNESS/ INJURY

     THAT POSE THREAT TO                   LIFE/BODILY FUNCTION
	
	ELECTIVE MAJOR                        SURGERY WITH RISK                    FACTORS

EMERGENCY SURGERY

HIGH RISK MEDS


FOLLOW THE 2 OUT OF 3 RULE

	DETERMINING THE LEVEL OF DECISION MAKING



	NUMBER OF DX
	MINIMAL
	LIMITED
	MULTIPLE
	EXTENSIVE

	COMPLEXITY OF DATA
	MINIMAL
	LIMITED
	MODERATE
	EXTENSIVE

	OVERALL RISK
	MINIMAL
	LOW
	MODERATE
	HIGH

	TYPE OF DECISION MAKING
	STRAIGHT FORWARD
	LOW COMPLEXITY
	MODERATE COMPLEXITY
	HIGH COMPLEXITY


TYPE OF MEDICAL DECISION MAKING_________________________

CODE DETERMINATION TABLE

	CODE
	COMPONENTS REQUIRED
	HISTORY
	EXAMINATION
	DECISION MAKING
	MINUTES FACE TO FACE

	99201
	3/3
	PROBLEM FOCUSED
	PROBLEM FOCUSED
	STRAIGHT

FORWARD
	10

	99202
	3/3
	EXPANDED PROBLEM FOCUSED
	EXPANDED PROBLEM FOCUSED
	STRAIGHT

FORWARD
	20

	99203
	3/3
	DETAILED
	DETAILED
	LOW 

COMPLEXITY
	30

	99204
	3/3
	COMP
	COMP
	MODERATE COMPLEXITY
	45

	99205
	3/3
	COMP
	COMP
	HIGH COMPLEXITY
	60

	99211
	N/A
	N/A
	N/A
	N/A
	5

	99212
	2/3
	PROBLEM FOCUSED
	PROBLEM FOCUSED
	STRAIGHT

FORWARD
	10

	99213
	2/3
	EXPANDED PROBLEM FOCUSED
	EXPANDED PROBLEM FOCUSED
	LOW COMPLEXITY
	15

	99214
	2/3
	DETAILED
	DETAILED
	MODERATE COMPLEXITY
	25

	99215
	2/3
	COMP
	COMP
	HIGH COMPLEXITY
	40


	EVALUATION AND MANAGEMENT QUICK CODE SHEET

	 CODE
	HPI
	ROS
	PFSHX
	EXAM
	# DX
	DATA
	RISK

	99201 3/3
	1
	0
	0
	1
	MIN 
	MIN 
	MIN

	99202 3/3
	1
	1
	0
	6
	MIN 
	MIN 
	MIN

	99203 3/3
	4
	2
	1
	12 IN 2
	LIM 
	LIM 
	LOW

	99204 3/3
	4
	10
	3
	18 IN 9
	MULT 
	MOD 
	MOD

	99205 3/3
	4
	10
	3
	18 IN 9
	EXT 
	EXT 
	HIGH

	99211 2/3
	1
	0
	0
	0
	MIN
	MIN
	MIN

	99212 2/3
	1
	0
	0
	1
	MIN
	MIN 
	MIN

	99213 2/3
	1
	1
	0
	6
	LIM 
	LIM 
	LOW

	99214 2/3
	4
	2
	1
	12 IN 2
	MULT 
	MOD 
	MOD

	99215 2/3
	4
	10
	2
	18 IN 9
	EXT 
	EXT 
	HIGH


HPI

LOCATION, DURATION, QUAILTY, SEVERITY, TIMING, CONTEX,



MODIFYING FACTORS, ASSOCIATED SIGNS AND SYMPTOMS



1 = AT LEAST ONE ITEM DOCUMENTED



4 = AT LEAST FOUR ITEMS DOCUMENTED

ROS
GENERAL, EYES, ENT, CVS, RESP, GI, GU, MS, SKIN, NEURO, PSYCH, ENDO, HEMO, 
ALLERGY/IMMUNE



 1 = AT LEAST ONE SYSTEM DOCUMENTED



 2 = AT LEAST TWO SYSTEMS DOCUMENTED



10 = AT LEAST 10 SYSTEMS DOCUMENTED

PFSHX

PAST MEDICAL HISTORY, FAMILY HISTORY, SOCIAL HISTORY



1 = ONE OF THE THREE HISTORY COMPONENTS DOCUMENTED



2 = TWO OF THE THREE HISTORY COMPONENTS DOCUMENTED



3 = ALL THREE OF THE HISTORY COMPONENTS DOCUMENTED

DX

MIN  = ESTABLISHED MINOR DX



LIM  = ESTABLISHED DX STABLE OR WORSENING



MULT = NEW DX NO WORKUP PLANNED 



EXT = NEW DX ADDITIONAL WORKUP PLANNED


DATA

MIN = NO DATA REVIEWED



LIM = REVIEW OF ONE ORDERED TEST, STUDY OR OLD RECORDS



MOD = REVIEW OF TWO TESTS, STUDIES OR OLD RECORDS



MULT = REVIEW OF 3 OR MORE TESTS, STUDIES OR OLD RECORDS


RISK

MIN = REST, ICE ELEVATION, COMPRESSION



LOW = OTC DRUGS, PHYSICAL THERAPY 




MINOR SURGERY ON HEALTHY PATIENT



MOD = PRESCRIPTION DRUG, MINOR SURGERY ON NONHEALTHY PATIENT

 


ELECTIVE MAJOR SURGERY ON HEALTHY PATIENT



HIGH = HIGH RISK MEDICATION, EMERGENCY MAJOR SURGERY 




ELECTIVE MAJOR SURGERY ON NON-HEALTHY PATIENT
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