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• Why move to an EMR 
• Journal of AHIMA Article  
• Benefits of an EMR 
• Lost in translation 
• Technology to distraction 
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Agenda 

• Sharing the “don’ts” of EMR’s 
– Cloning 
– Importing all available historical diagnoses 
– Creating one template for technique that isn’t 

supported by body of report 
– Checking the boxes 
– Reporting services that aren’t medically necessary 

• Quotes from Department of Defense 
• Catheter coding and NCCI edits 
• Caution in the Clinical Setting  
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Why is everyone moving to EMRs? 
 

• Integrated healthcare delivery systems 
desire to better coordinate patient care by 
creating one cohesive patient chart 

• Incentive payments from CMS to implement 
and utilize an EMR 

• Penalties from CMS for non-utilization of 
EMR 
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Journal of AHIMA Article  

• 57% of Medicare physicians use an EHR 
system 

• 90% of those will use their system to 
document E/M services 

• Concerns over the EHRs being incorrect have 
led 88% of the above physicians to avoid EHR 
code assignment features 
– Choosing to code these manually instead  

 
– Source - Journal of AHIMA September 2012  
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Benefits of an EMR 
 

• Immediate access to patient records for 
review of relevant clinical history 

• More timely access to results of diagnostic 
tests 

• Reduction in expenses related to the 
creation,  management, maintenance and 
destruction of hardcopy medical records 
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What to avoid 

• Lost in translation (borrowed from a medical 
blog): 
– The story starts like this:  Local Hospital has been 

transitioning to an electronic chart system.  This morning, 
while on rounds, I dialed in to the hospital system to dictate 
a consult. I was stunned to be told that my privileges had 
been suspended for delinquent medical records.  This was 
a shock, as I treat medical records with an obsession. 
Every Thursday I stop by medical records and ask if there's 
anything for me to sign. For the last 6 weeks the girl there 
has politely checked her computer, then said "Nope, thank 
you for checking".  So I promptly marched down there. 
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• Imagine the following conversation: 
– Dr. Grumpy: "Excuse me, do I have anything to sign 

today?" 
– Ms. Helpful: (looking at her computer) "Um, nope. 

Thank you for checking." 
– Dr. Grumpy: "Well, when I dialed in, it says I've been 

suspended for medical records delinquency." 
– Ms. Helpful: "That's correct. You have over 60 charts 

to complete, 28 of which are delinquent" 
– Dr. Grumpy: "WHAT!!! Then why didn't you tell me 

that?!!" 
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• Conversation Continued: 
– Ms. Helpful: "You only asked me if you had anything to 

sign. You have nothing to sign. We are all electronic 
records now. You don't actually sign anything." 

– Dr. Grumpy (in shock): "Okay... So how do I complete 
my records?" 

– Ms. Helpful: "You have to log into the e-Chart system." 
– Dr. Grumpy: "No one told me we'd completely 

switched to e-Charts, or that I had records to 
complete. How was I supposed to know this?" 

– Ms. Helpful: "Because the first time you sign in to e-
Charts it tells you that". 
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Reminders for Providers 

• Technology to distraction 
– Primary focus of the encounter should always be 

the patient 
– Do not alienate the patient by allowing the EMR 

documentation process to dominate the 
practitioner’s face-to-face time 
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“EHR prompt nearly kills prison inmate” 
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Article continued…..  
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• Current applicable clinical information only 
– The ability to pull the patient’s historical clinical 

information into the current visit should be 
exercised with caution   

– Clinical history that is not relevant to the current 
complaint (i.e., medication no longer being taken 
or diagnoses no longer present)should not be 
included in the patient’s current complaint 
documentation although it may be appropriate to 
include in the “History” section 
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Disconnect between the ROS and HPI – “patient 
“reports anxiety”  vs.  “no depression, anxiety”” 

Possible work flow disconnect – 
 author of the ROS 
 author of the Subjective 
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Family/Social History: “unchanged from last 
office visit” – but the assessment documents 

“loss of 
Family/Social History: “unchanged from last office visit” – but the 
assessment documents “loss of her mother” 



• Cloning records 
– The OIG has included the cloning of medical 

records to its work plan for 2012 (E/M Identical 
Records)  

– Medicare contractors have noticed an increased 
frequency of medical records with identical 
documentation across services 

– The OIG will review multiple E/M services for the 
same providers and beneficiaries to identify EHR 
documentation practices with potentially improper 
payments 
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• Cloning records 
– Cahaba GBA (Medicare Contractor) states that 

they expect to see documentation that supports 
medical necessity along with changes and/or 
differences in documentation of the History of 
Present Illness, Review of Systems, and Physical 
Examination 
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Risks with Templates 
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• Incomplete notes 
– Assessment/Plan was not included 
– Elements reference (as discussed above) do not exist 

• Inaccurate notes 
– Data presented as ‘current’ no longer applies 
– Elements of the evaluation not performed during this exam 

• Inconsistent notes 
– Conditions documented within the HPI/ROS/PE are not 

addressed within the assessment/plan 



“It’s In There” 

• HPI: reviewed – no changes required (detailed 
chronological history) 

• Review of Systems General: discouraged by 
persistent fatigue and poor stamina for ADL 
Musculoskeletal: generalized achiness Other 
Symptoms: recent change from Cymbalta to 
Prozac which she thinks is contributing to her 
fatigue. States her current weight has been 
her approximates baseline for many years. 
 

Copyright 2012, Coding Strategies, Inc 20 



Impression & Plan Summary: 
Paraproteinemia, monoclonal – Unchanged.  
James remains clinically stable.  No evidence 
of a rapidly progressive or morbid 
lymphoproliferative illness or plasma cell 
dyscrasia.  Therefore, continue to classify the 
patient as having an IgM lambda serum 
monoclonal gammopathy of unknown 
significant (MGUS) and have recommended 
an ongoing every 6-month observation 
program.  Situation reviewed in detail with 
James who has an excellent understanding of 
the issues and is in agreement with the 
recommendations.  Other plans as previously 
outlined. 

 

Impression & Plan Summary: 
Paraproteinemia, monoclonal – Unchanged.  
James remains clinically stable.  No evidence 
of a rapidly progressive or morbid 
lymphoproliferative illness or plasma cell 
dyscrasia.  Therefore, continue to classify the 
patient as having an IgM lambda serum 
monoclonal gammopathy of unknown 
significant (MGUS) and have recommended 
an ongoing every 6-month observation 
program.  Situation reviewed in detail with 
James who has an excellent understanding of 
the issues and is in agreement with the 
recommendations.  Other plans as previously 
outlined. 

 

At-Risk for “Cloned” Note 
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For Example 

• Reason for visit: Postchemo Evaluation 
• Chief Complaint: Rectal cancer, stage IIIB 

 
 

– CONSIDER 
 

• Reason for visit: Postchemo Evaluation 
• Chief Complaint: Pt continues to have fatigue and fingers are numb. 
• HPI: Completed therapy on 5/29th, continues to have numbness/ tingling 

fingers esp. with the cold – more so on the right, is unable to type.  No 
bleeding.  Pain 3/10.    
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• Template trouble 
– Documenting higher level E/M services than 

medically necessary 
– Incomplete documentation or contradictory 

documentation 
– Inability to customize template to provider 

specialty and/or setting 
– Unclear authentication – who documented? who 

performed? who signed? 
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• Reason for the visit – canned statement that misses the 
patient’s perspective. 

  Consider alternative  
• CC:  The patient complains of increased fatigue 

– Subjective.  Patient’s fatigue has increased since her last 
B12 shot in December.  Her CBC, although it does not 
show frank anemia, does show a slight decrease in her 
hematocrit and microcytosis.  

– Additionally, her CA 27 (taken on) 29 with the previous 
37 (taken on).  Today’s result is pending. 

 



• Subjective - possible details to consider adding 
– Patient’s assessment of their anemia 

• Better, worse, more fatigue, light-headed, lost weight / gained weight  
• 6 month follow-up / 3 month follow-up (supports duration) 
• Hospitalization – routine, acute exacerbation 

– “recently” – meaning last week, last month ?? 
– Open right leg wound 

• Duration 
• Who is managing this condition 
• Severity – can a stage be documented? 

• Otherwise  (4 elements needed for a detailed history) 
– Location – “blood” 
– Severity – documented within the measurable disease 
– Assoc../Signs – “leg wound” 
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Technology requires additional attention to 
the authentication / review process.  Do not 
sign or approve incomplete notes. 



What can we do 

• Building templates 
– Don’t . . . Prepopulate historical data into the 

template for the provider to remove if no longer 
applicable 

– Do . . . Allow the provider to select specific 
information to include in the current visit from 
historical clinical data 
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• Consistency within documentation 
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• Complete documentation 
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• Consistency within documentation 
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What can we do 

• Building templates 
– Don’t . . . Create one single template for all 

providers across all specialties.  This will create 
too much documentation in some cases and 
not enough documentation in others 

– Do . . . Allow providers to customize templates 
based on their practice patterns and services 
provided   
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What can we do 

• Building templates 
– Don’t . . . Auto-populate fields with “normal” 

responses (i.e., ROS, Physical Exam) 
– Do . . . Create charts or lists that:  

• prompt the provider to enter responses on body 
systems reviewed and/or examined, and  

• prompt for additional information when 
responses are other than “normal” 
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Pertinent positive/negative findings should be carried through the 
balance of the evaluation – into the assessment and/or plan.  “L 
leg redness and swelling”  without “next steps” may raise liability 
issues. 
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Over three separate encounters – over three months – dictation 
becomes at risk for a cloned note. 



What can we do 

• Building templates 
– Don’t . . . Create a template that is solely 

selected fields with check boxes or drop downs 
menus 

– Do . . . Include free form fields where providers 
can type or dictate details for the current visit  
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Data collected from the patient must be “reviewed by” 
the physician.  Cut/paste is insufficient. 



Documentation by Patient or Staff   (CMS guidelines) 
The ROS and PFSH may be documented by the patient (typically using a 
questionnaire) or by ancillary staff (nurses, technologists, etc.).   
When the ROS and PFSH are documented by the patient or staff, the 
physician must review the information and write a note 
“supplementing or confirming” the information. 



What can we do 

• Building templates 
– Be wary of fields with yes/no responses (i.e., 

greater than 30 minutes spent on discharge?) 
– Prompt the provider to document actual time 

for services based on time (i.e., critical care, 
extended discharge day services) 
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What can we do 

• Building templates 
– Don’t . . . Document greater level of service 

than is medically necessary for the patient’s 
condition 

– Do . . . Document history relevant to the 
patient’s chief complaint and exams unique to 
the specific visit  
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From Actual Education Performed 

• Medical necessity (document) 
time spent in minutes must be such and such 
(if more than blah blah) here you're 
supposed to write 

• more stuff on page more stuff on page more 
stuff write here (more stuff) write here (more 
stuff) 
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Patient seen for biopsy proven cancer at the base of the 
tongue. PE/ENMT “normal” - even with details of 2x3 cm ? the 
canned phrases place the note at risk for being considered a 
clone. 
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Combining the Subjective / Assessment / Plan may risk 
sufficient documentation to support the level of care provided, 
or may risk disconnects with pre populated sections 



Department of Defense 

• The EMR tools drive documentation excessive for 
the severity of the presenting problem 

• The EMR tools generate questionable 
documentation 

• The templates generate multiple records with nearly 
identical text 

• The templates default to multisystem reviews and 
exams whether physicians do them or not  
– 2010 UBO/UBU Conference – Briefing: Coding for Compliance – E/M 

Leveling  
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Department of Defense 

• Be aware of the pitfalls associated with the 
electronic medical health record, stay 
educated 
 
 

Copyright 2012, Coding Strategies, Inc 46 



Healthcare Fraud Defined 

• Healthcare fraud is defined as an “intentional deception or 
misrepresentation that the individual or entity makes knowing that the 
misrepresentation could result in some unauthorized benefit to the 
individual, or the entity or to some other party.”1 EHR users should not 
expect unintentional deception or misrepresentation to be viewed more 
gently by payers, evaluators, or litigators. However, one of the many 
changes HIPAA legislation rendered is that the standard is now “known or 
should have known.” This shifted burden significantly by including the 
concept that those submitting claims have a due diligence obligation to 
proactively identify and prevent fraud, as the burden now is that the 
deception or misrepresentation need not be known or intentional but 
should have been known.  

Article citation: 
AHIMA e-HIMTM Work Group: Guidelines for EHR Documentation Practice. "Guidelines for 
EHR Documentation to Prevent Fraud." Journal of AHIMA 78, no.1 (January 2007): 65-68.  
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AHLTA Impact on Compliance Plan  

• E/M leveling enormous problem in audits  
• Procedural Coding with the click of the mouse 
• Business Plan drives RVU hunt  
• Physicians deal with: 

– Structured documentation, slow response time 
– Free text not captured  
– Template development  

• AHLTA (Armed Forces Health Longitudinal Technology Application) 
application contradicts/conflicts with documentation guidelines 

• Result:   
– Auditors struggle to “unravel” pertinent documentation  
– Difficult to inspire compliance with physician  
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AHLTA E/M Factors 

• Automated AHLTA E/M Calculation include 
but not limited to: 
– Vital signs data 

• BP, HR, RR, Temp, Ht and Wt – eliminates need for the provider to 
document ―”vital signs reviewed”   

– The Total face-to-face option >50% 
– AutoCited Information, i.e., problems, allergies, meds, hx, lab/rad 

results  
– Diagnosis and Procedures for Medical Decision Making (MDM)  
– Orders for MDM Calculation 
– Service Type & 
– Patient Status 
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Compliance Clarity for E/M Leveling 

• DoD Rule  
– AHLTA Documentation:  Autocite information will 

not be considered when determining the 
appropriate ICD-9-CM, E/M, and/or CPT code to 
be assigned to the encounter, unless pertinent 
findings are acknowledged within the body of the 
providers’ notes. 

 
Source: Military Health System Coding Guidance: Professional Services and Specialty 

Coding Guidelines Version 3.2, Effective date: 1 Aug 2009 
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Compliance Clarity for E&M Leveling 

• DoD requires the utilization of medical 
decision making as a mandatory component of 
an established patient E/M assignment. The 
facility may choose between History or 
Physical Exam for the second component to  
 

Source: Military Health System Coding Guidance: Professional Services 
and Specialty Coding Guidelines Version 3.2, Effective date: 1 Aug 
2009 
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Catheters and NCCI Edits and 
the impact of EMRs  



NCCI Policy Manual 

• A physician should not report CPT codes 
75722 or 75724 (renal angiography) unless 
the renal artery(s) is (are) catheterized and a 
complete renal angiogram including the 
venous phase is performed and interpreted. 
(and documented) 
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NCCI Policy Manual con’t… 

• In order to report angiography CPT codes 
75625, 75630, 75722, 75724 or others with a 
cardiac catheterization procedure, the 
angiography procedure must be as 
complete a procedure as it would be 
without concomitant cardiac 
catheterization. 
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• Without documentation of a selective catheter 
placement, non-selective study should be reported 

• Separate procedure note will be expected by most 
payers 
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• Pronto Catheter – thrombectomy 
• Description of the procedure would be 

necessary 
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Caution to be used in the 
Clinical Settings  
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Close to the “Lion’s Share” 

• What exactly is the “region of interest” ? 



New Direction from AHA 

• Question: Since our facility has converted to an electronic health 
record, providers have the capability to list the ICD-9-CM diagnosis 
code instead of a descriptive diagnostic statement. Is there an 
official policy or guideline requiring providers to record a written 
diagnosis in lieu of an ICD-9-CM code number? 

  
• Answer: Yes, there are regulatory and accreditation directives that 

require providers to supply documentation in order to support code 
assignment. Providers need to have the ability to specifically 
document the patient’s diagnosis, condition and/or problem. 
Therefore, it is not appropriate for providers to list 
the code number or select a code number from a 
list of codes in place of a written diagnostic statement.  
 



Primary – Secondary – Mets 



Facility vs. Physician 



Dictate the ACTUAL Technique 



QUESTIONS? 



THANK YOU!!!! 
 

Sandy Giangreco 
Sandy.giangreco@codingstrategies.com 
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