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Legal Liability


Ensuring Proper and Accurate Coding and Documentation:  
Sample Policy and Procedure

Policy.
[Name of Health Center] (“Health Center”) is committed to ensuring that coding and billing practices are in compliance with all federal and state regulations and requirements and that staff are properly educated and trained on the requirements as they relate to compliance. Health Center has confidence in the capabilities of coding staff, recognizes that proper documentation impacts upon care provided to patients, and has established a policy of periodic audits.

Procedure.

1.
Timing of determination of service necessity and coverage issues. Appropriateness of services and/or coverage issues shall be identified before the service is rendered.

2.
Ancillary services. Ancillary services shall only be ordered by providers (physicians and allied health professionals) for those services which are believed to be medically necessary based on the diagnosis and treatment of patients.

3.
Encounter form coding and documentation. Billing and coding staff shall be educated and knowledgeable of medical necessity guidelines among payors. For the Medicare program, this will include Local Coverage Determinations (“LCDs”) developed by Medicare contractors. Where LCDs do not exist, National Coverage Determinations will apply.
For every test and/or service ordered, the following information shall be documented: service, diagnosis, sign, symptom, disease, and/or ICD code.

Information documented on the encounter form – diagnosis, procedure code, etc. –shall be consistent with/support information contained in the medical record.

All current guidelines and conventions for coding of diagnoses and procedures using required alphanumeric codes shall be followed. The classification systems include: 
· Current Procedural Terminology (“CPT”) codes for procedures; 
· Internal Classification of Diseases (“ICD”) codes for diagnoses; and, 
· The Centers for Medicare and Medicaid Services (“CMS”) Healthcare Common Procedure Coding System (“HCPCS”) Level II or Level III. 
The appropriate level of Evaluation and Management (“E/M”) service documented shall be based on the CMS E/M Documentation Guidelines. A summary of these guidelines for new and established office or other outpatient services is attached in Exhibit A.

Every encounter form shall be signed/initialed by the delivering provider to confirm that the services documented on the forms are accurate. 

Encounter forms shall be updated as needed to ensure the codes listed are valid.

4.
Education and training. Staff responsible for performing, supervising and/or monitoring coding and documentation shall be trained on proper coding techniques on a regular basis.
The Medical Director shall be charged with overseeing the overall coding in the health center. One to two physicians shall be identified to provide guidance to coding staff on clinical issues. Periodic chart audits will be conducted to measure providers’ compliance with coding guidelines.
Coding reference material shall be made available to all personnel involved in coding. This includes, but is not limited to current sources on classification systems in use and other sources of medical information necessary for proper coding and documentation.

Coding requirements by payor shall be maintained on file and billing/coding staff should be made aware of these requirements.

Health Center’s policies on addressing coding conflicts with payors are addressed shall be made available to billing/coding staff.

5.
Auditing and monitoring. Coding reviews shall be performed by either an external vendor or internal coding supervisor on a regular basis for quality assurance. This should include a comparison of information documented on the medical record compared to the CMS 1500 claim forms (formerly known as HCFA-1500 claim forms) or the UB-04, as applicable.
A provider-specific coding analysis shall be performed on a semi-annual basis where distribution of new and established patient office visit E/M codes are compared to national averages. Patient caseloads of providers who deviate significantly from the national averages should be investigated to determine whether this is a coding issue or whether the types of patients they are seeing warrant these visits. 

A payor-specific coding analysis shall be performed on a semi-annual basis where distribution of new and established patient office visit E/M codes are compared to national averages. This may illuminate whether providers are improperly coding for certain payors, (e.g., undercoding for uninsured patients).

A billable provider analysis shall be performed on a semi-annual basis, by payor, reviewing billable visits by provider name and verifying that the provider type is designated as billable by the public payor regulation.

Contractual arrangements for coding reviews performed by external vendors shall not be based on results.

Claims denied for coding purposes shall be reviewed, analyzed, and documented to ensure compliance with all state and federal laws and regulations.

6.
Medical record retention. Medical records will be retained for not less than the period of time required by state regulations. 

This policy and procedure shall be periodically reviewed and updated consistent with the requirements and standards established by the Board of Directors and health center management, federal and state laws and regulations, and applicable accrediting and review organizations.
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Exhibit A

Evaluation and Management Documentation Guidelines 

for Office and Other Outpatient Services

New Patient Office Visits
	E/M Code
	History
	Exam
	Medical Decision Making
	Problem Severity
	Counseling and/or Coordination of Care
	Time Spent Face-to-Face (avg.)

	99201
	Problem focused
	Problem focused
	Straight-forward
	Minor or self limited
	Consistent with problems and patient’s or family’s needs
	10 min.

	99202
	Expanded problem focused
	Expanded problem focused
	Straight-forward
	Low to moderate severity
	Consistent with problems and patient’s or family’s needs
	20 min.

	99203
	Detailed
	Detailed
	Low Complexity
	Moderate Severity
	Consistent with problems and patient’s or family’s needs
	30 min.

	99204
	Comprehensive
	Comprehensive
	Moderate Complexity
	Moderate to high severity
	Consistent with problems and patient’s or family’s needs
	45 min.

	99205
	Comprehensive
	Comprehensive
	High Complexity
	Moderate to high severity
	Consistent with problems and patient’s or family’s needs
	60 min.


Established Patient Office Visits
	E/M Code
	History
	Exam
	Medical Decision Making
	Problem Severity
	Counseling and/or Coordination of Care
	Time Spent Face-to-Face (avg.)

	99211
	
	
	Physician supervision, but presence not required
	Minimal
	Consistent with problems and patient’s or family’s needs
	5 min.

	99212
	Problem focused
	Problem focused
	Straight-forward
	Minor or self-limited
	Consistent with problems and patient’s or family’s needs
	10 min.

	99213
	Expanded problem focused
	Expanded problem focused
	Low Complexity
	Low to Moderate Severity
	Consistent with problems and patient’s or family’s needs
	15 min.

	99214
	Detailed
	Detailed
	Moderate Complexity
	Moderate to high severity
	Consistent with problems and patient’s or family’s needs
	25 min.

	99215
	Comprehensive
	Comprehensive
	High Complexity
	Moderate to high severity
	Consistent with problems and patient’s or family’s needs
	40 min.


� The Authors of these materials include attorneys at the law firm of Feldesman Tucker Leifer Fidell LLP. The sample documents offer general guidance based on federal law and regulations and do not necessarily apply to all health centers under all facts and circumstances. Further, these materials do not replace, and are not a substitute for, legal advice from qualified legal counsel.


� Authors’ note: Using the following sample as a guide, health centers should tailor the procedure to reflect their own structures and operations.
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