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Physician documentation, Cur-
rent Procedural Terminology
(CPT) coding, and compliance
with federal billing regulations
are essential given the govern-
ment’s significant efforts to ad-
dress fraud and abuse and the
grave financial and legal conse-
quences of noncompliance. Be-
cause Medicare guidelines do not
focus substantially on psychiatric
care, compliance is especially
challenging for psychiatrists and
psychiatric centers. Four years

ago, the University of Texas–Har-
ris County Psychiatric Center
formed a medical staff coding
committee to assist the center and
its psychiatrists in dealing with
compliance issues. The committee
has evolved into a highly effective
and important component of the
institution’s overall compliance
program. The authors discuss the
origins, development, and accom-
plishments of the medical staff
coding committee. (Psychiatric
Services 53:1629–1631, 2002) 
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Physician documentation, Current
Procedural Terminology (CPT)

coding, and compliance with federal
billing regulations are essential given
the government’s significant efforts to
address fraud and abuse and the grave
financial and legal consequences of
noncompliance (1,2). Compliance has
been especially challenging for psy-
chiatrists and psychiatric centers, be-
cause Medicare guidelines do not fo-
cus substantially on psychiatric care. 

At the 250-bed University of
Texas–Harris County Psychiatric



Center (UT-HCPC), compliance is-
sues have been a top priority. Four
years ago, a medical staff coding com-
mittee was formed to help the center
and its psychiatrists address compli-
ance issues. This report discusses the
origins, development, and accom-
plishments of the committee.  

Medicare fraud and abuse
A 1996 audit by the U.S. Office of In-
spector General concluded that about
14 percent of that year’s Medicare
dollars ($23 billion) were spent inap-
propriately. About $5 billion of that
amount was for physician services.
Major errors responsible for these
payments included lack of medical
necessity, incorrect coding, and insuf-
ficient or no documentation. Thus
physicians became increasingly ac-
countable for appropriately docu-
menting their services as well as for
the accuracy of their coding and
billing processes. Special federal
funding allowed coordinated federal,
state, and local investigation and
prosecution of Medicare fraud and
abuse. Lack of awareness or misun-
derstanding of complex rules of fed-
eral programs provided little protec-
tion. High-profile cases against med-
ical schools and private institutions
were well publicized (3–5).

Response to the problem  
The University of Texas Health Sci-
ence Center at Houston (UTHSC-H)
assigned a high priority to responding
to these compliance challenges. The
medical school established documen-
tation expectations and implemented
a formal chart audit process for all its
clinicians. Medicare evaluation and
management documentation guide-
lines were adopted as the “corporate

standard” for all patient care. Compli-
ance with Medicare teaching physi-
cian rules was ranked as the most im-
portant compliance issue. The poten-
tial for severe consequences of non-
compliance was emphasized.

UT-HCPC, a component institu-
tion of UTHSC-H, developed a state-
ment of policy on ethical patient care
and billing practices after the Office
of Inspector General had issued com-
pliance program guidelines for hospi-
tals (6). This statement affirmed the
institution’s duty to maintain the
highest level of ethical conduct and
standards. Employees were required
to be generally aware of the laws and
regulations that applied to clinical
documentation, coding, and billing
and also to have job-specific knowl-
edge in these areas. However, al-
though the statement was prescrip-
tive of compliance, it provided little
practical information on how to
achieve it. Thus the medical director
and the chief financial officer jointly
developed the idea of a medical staff
coding committee. This committee
was incorporated as a medical staff
committee, and initial charges for the
committee were established. 

The medical staff 
coding committee
The charges developed over the first
year of the committee’s functioning
were to ensure communication about
documentation; coordinate oversight
with UT-HCPC’s compliance pro-
gram; develop a working relationship
with the coding staff, ensuring a com-
mon perspective; establish expecta-
tions for documentation compliance;
determine which would be the best
evaluation and management guide-
lines to use (the 1995 guidelines or the
1997 guidelines) and clarify them for
daily use; decide on the documenta-
tion content for coding levels; clarify
and integrate teaching physician
guidelines; provide ongoing education
about evaluation and management
guidelines; develop standards for in-
ternal auditing; review audits of all
medical records; provide feedback on
documentation; increase physician
charges by optimizing documentation;
and address future related issues.

In retrospect, the committee was
establishing a voluntary compliance

program—and in advance of recom-
mendations by the Office of Inspec-
tor General to do so. The components
of such a program are monitoring and
auditing; establishing practice stan-
dards and procedures; designating a
compliance officer or contact; con-
ducting appropriate training and edu-
cation; responding to detected of-
fenses and developing action initia-
tives; developing open lines of com-
munication; and enforcing discipli-
nary standards through publicized
guidelines (4,5). 

The medical staff coding commit-
tee initially included the medical di-
rector, medical staff members, coding
staff, the compliance officer, and the
chief financial officer. As the commit-
tee evolved, the medical director be-
came an ex officio member and con-
sultant for the committee, the chief
financial officer attended committee
meetings as needed, and the chief
hospital administrator’s attendance
was sought once each quarter. Meet-
ings were scheduled on a monthly ba-
sis and included a review of docu-
mentation, coding, and billing per-
formance on all closed medical
records of the previous month, plus
new business.

Initial efforts focused on clarifica-
tion of Medicare guidelines. The
committee worked extensively with
coding staff, using Medicare-related
references and resources as well as
UTHSC-H institutional compliance
standards, to understand evaluation
and management guidelines from a
hospital psychiatry perspective. De-
veloping such an understanding was
critical, because some important ar-
eas of the evaluation and manage-
ment guidelines were directed more
toward general medicine than toward
psychiatry. It was necessary to trans-
late elements needed for history, ex-
amination, and medical decision mak-
ing into tangible components that
made sense in the context of daily in-
patient psychiatry practice. Every ef-
fort was made to ensure that docu-
mentation would support the level of
care provided. With this task accom-
plished, usual coding levels as well as
the documentation content for ad-
mission, subsequent care, and dis-
charge notes were established.

Similar attention was devoted to
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fully understanding Medicare teach-
ing physician rules and how best to
incorporate them into routine chart-
ing. Integration and cross-referenc-
ing of attending and resident docu-
mentation were standardized. Rou-
tine internal auditing was established
for all closed medical records. The
coding staff began providing monthly
information on coding levels, legibili-
ty, insufficient and missing documen-
tation, discharge documentation, and
appropriate referencing of residents’
documentation, among other topics.
Education was provided through rou-
tine and special meetings, compre-
hensive user-friendly handouts, and
general and individual feedback via
memos to ensure that clarifications
materialized in daily practice. Finally,
the monthly committee meeting be-
came the venue in which perform-
ance was reviewed and discussed,
trends were noted and investigated,
and new documentation, coding, and
billing issues were assessed. 

Discussion and conclusions
The results of the process have been

gratifying. The medical staff coding
committee has developed and ma-
tured into an effective, medical
staff–driven documentation, coding,
and billing compliance program. It is
an important component of the insti-
tution’s overall compliance program.
Evaluation and management guide-
lines are understood and integrated
with Medicare teaching physician
rules. Focused teaching materials
support documentation education.
Collaboration with the coding staff
has been strengthened, which has en-
sured that any problems receive
prompt attention. Attending and resi-
dent physicians accept the Medicare-
derived documentation and coding
standards; the compliance rate is typ-
ically higher than 95 percent. Nearly
all potential physician charges are
captured, because the coding levels,
supported by appropriate documen-
tation, match the services provided.
An infrastructure for addressing doc-
umentation and related issues is in
place. The benefits of these efforts
have accrued to the institution. 

No operating problems with the
structure and functioning of the com-
mittee have been experienced. Docu-

mentation and coding standards have
been incorporated into routine prac-
tice. Additional work by the coding
staff has been minimal. Most issues
can be addressed during the monthly
committee meeting. Usually only a
modest amount of work needs to be
done outside of committee meetings.
Minor slippage in established docu-
mentation procedures occasionally
occurs; in such cases, memos are is-
sued that reiterate expectations to en-
sure compliance. 

The most difficult aspect of ensur-
ing compliance was gaining initial ac-
ceptance by physicians of the type
and amount of content that Medicare
documentation rules demand. Rea-
sonable documentation efforts by
physicians sometimes fell short of
meeting Medicare standards because
of the somewhat unclear evaluation
and management guidelines and a
broader lack of awareness about
them. As a result of defining achiev-
able documentation requirements
and providing access to education
about them, the medical staff and res-
idents changed their practices and
achieved full compliance. 

In conclusion, the creation of a
medical staff coding committee is an
effective strategy for ensuring wide-
spread and knowledgeable daily use
of federal evaluation and manage-
ment documentation, coding, and

billing guidelines by physicians. The
many practical benefits of instituting
a medical staff coding committee
make it well worth the effort. �
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Patients, former patients, family members, and mental
health professionals are invited to submit first-person ac-
counts of experiences with mentalillness and treatment for
the Personal Accounts column of Psychiatric Services.
Maximum length is 1,600 words. The column appears
every two months.

Material to be considered for publication should be sent
to the column editor, Jeffrey L. Geller, M.D., M.P.H., at
the Department of Psychiatry, University of Massachusetts
Medical School, 55 Lake Avenue North, Worcester, Mass-
achusetts 01655. Authors may publish under a pseudonym
if they wish.


