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Sheep are thought of as nervous animals, a good 
target for predators. You do not want to be a 
sheep. Unfortunately, many electronic health 

record (EHR) programs make you a target for audits 
and requests for the return of payments for a variety 
of reasons. Although you likely are aware of the uses 
of modifier -25, it is the abuses—either intentional 
or accidental—that can bring an audit your way. The 
use of modifier -25 was previously reviewed in Cutis.1 

Despite the availability of this excellent review,  
I have found that there is still great confusion about 
both the use of modifier -25 and the selection of the 
correct evaluation and management (E&M) code 
when used. 

When to Bill for E&M
Based on recent discussions with colleagues in 
the New York area who have been audited, an 
easy way to bring on a request for medical records 
is to report an E&M 100% of the time with 
a procedure. In these instances, every single  
E&M was performed on the same visit as a der-
matologic procedure, most commonly biopsies 
(Current Procedural Terminology [CPT] code 11100, 

11101) and premalignant destructions (CPT code 
17000, 17003, 17004), which is in contrast with 
typical practitioners who perform an E&M approxi-
mately 70% of the time (RUC rationale; American 
Medical Association RBRVS Data Manager;  
May 12, 2016). One circumstance involved the 
reporting of E&M services 100% of the time when 
performed during the same visit as Mohs micro-
graphic surgery (CPT code 17311–17315), a surpris-
ing frequency considering that the typical same day 
use of a code for this procedure with an E&M in the 
Medicare population is less than 25%.

According to the National Correct Coding Initiative 
Policy Manual for Medicare Services, procedures with 
a global period of 90 days are defined as major surgi-
cal procedures,2 which only include adjacent tissue 
transfers and grafts for dermatology. If an E&M is 
performed on the same date of service as one of 
these procedures to decide whether to perform the 
procedure, the E&M can be reported separately 
using modifier -57. Other preoperative E&M services  
provided on the same date of service as a major surgi-
cal procedure are included in the global payment for 
the procedure and are not reported separately.2

All other procedures dermatologists perform gen-
erally are considered minor, which are defined as 
having a global period of 0 or 10 days. Because the 
decision to perform a minor procedure is included in 
the payment for the procedure, E&M services should 
not be reported separately from the minor procedure.  
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PRACTICE POINTS
•	 �Know when to bill for evaluation and management (E&M) services performed on the same visit as a  

dermatologic procedure.
•	 �Consult documentation guidelines from the Centers for Medicare & Medicaid Services when making  

coding decisions about E&M services.
•	 Watch that your electronic health record program is not overcoding.
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However, “a significant and separately identifiable 
E&M service unrelated to the decision to perform the 
minor surgical procedure is separately reportable with 
modifier 25. The E&M service and minor surgical 
procedure do not require different diagnoses. If a minor 
surgical procedure is performed on a new patient, the 
same rules for reporting E&M services apply.”2

Documentation Guidelines
These guidelines seem straightforward, but as with 
so much else where the government is involved, 
the devil is in the details. When making cod-
ing decisions, you may consult the documenta-
tion guidelines from either 19953 or 1997,4 which 
are available for download on the Centers for 
Medicare & Medicaid Services (CMS) website  
(https://www.cms.gov/outreach-and-education 
/ m e d i c a r e - l e a r n i n g - n e t w o r k - M L N 
/MLNedwebguide/emdoc.html). The 1995 guide-
lines are less empiric and offer more flexibility, while 
the 1997 guidelines rely on number of “bullets” as 
examination elements.

1995 Guidelines—According to the 1995 docu-
mentation guidelines, the levels of E&M services 
are based on 4 types of examination that are defined 
as follows: (1) problem focused, a limited examina-
tion of the affected body area or organ system;  
(2) expanded problem focused, a limited examina-
tion of the affected body area or organ system 
and other symptomatic or related organ system(s);  
(3) detailed, an extended examination of the affected 
body area(s) and other symptomatic or related organ 
system(s); and (4) comprehensive, a general multi-
system examination or complete examination of a single 
organ system.3 Detailed history is the fuzziest part of 
the coding universe. Some insurers take an approach 
that you need to examine 2 to 7 organ systems and  
4 distinct lesions in 4 body areas, which is discussed 
in audit tools available from some Medicare interme-
diaries (Advancing the Business of Healthcare forum; 
April 10, 2014). As a result, the 12-bullet examina-
tion from the 1997 documentation guidelines may 
be more suitable for a new level 3 or established  
level 4 visit. For a comprehensive examination, the 
1995 criteria allow for a complete examination of a 
single organ system such as the full-body skin exami-
nation with the patient completely undressed, which 
is medically necessary in our melanoma patients. 

For purposes of examination, 9 body areas are 
recognized in the 1995 guidelines,3 along with more 
than a dozen organ systems of which the skin is of 
most interest to dermatologists. 

According to the 1995 guidelines,3 the extent of 
examinations performed and documented is depen-
dent upon clinical judgment and the nature of the 

presenting problem(s) and range from focused exam-
inations of single body areas to general multisys-
tem or complete single organ system examinations. 
Specific abnormal and relevant negative findings 
of the examination of the affected or symptomatic 
body area(s) or organ system(s) should be docu-
mented. Although a notation of normal is sufficient, 
abnormal without elaboration is insufficient, and 
abnormal or unexpected findings of the examination 
of the unaffected or asymptomatic body area(s) or 
organ system(s) should be described. The medical 
record for a general multisystem examination should 
include findings involving approximately 8 or more 
of the 12 organ systems. 

An expanded problem focused examination under 
the 1995 guidelines could be as simple as “Scar on 
cancer excision site on left cheek soft and supple. 
No cervical adenopathy.” There is some confusion 
regarding detailed examinations, and one consul-
tant went as far as calling the guidelines “vague,”5 
while others such as a Medicare intermediary make 
a quantum leap that if a comprehensive general sys-
tem examination includes 8 to 12 organ systems, one 
step below should include 2 to 7 organ systems.6 In 
essence, the payer makes the rules here. 

1997 Guidelines—According to the 1997 docu-
mentation guidelines, count bullets that are exami-
nation elements, which can be either general or 
single organ system.4 (A table showing the bullets 
for the examination elements is available from the 
CMS.4) For each type of examination, apply the 
following: problem focused examination requires  
1 to 5 elements identified by a bullet, expanded prob-
lem focused examination needs at least 6, detailed 
examination requires at least 12, and comprehensive 
examination requires all elements identified by a  
bullet with documentation of every element in each 
box with a shaded border and at least 1 element in 
each box with an unshaded border.4 Although you 
may do more writing when using the 1997 guidelines, 
you can easily count up bullets and these guidelines 
are amenable to template examinations on paper and 
obviously easily coded into EHR software that will 
do the bullet counting for you. 

Unfortunately, this is where a ewe becomes a 
sheep, ripe for hunting for a number of reasons. First, 
just because you documented an E&M service does 
not mean it is medically necessary. Do you really need 
vital signs for every visit? If you are a meaningful EHR 
user working on penalty avoidance, you may capture 
examination data for meaningful use that is not 
medically necessary but cannot be parsed out by the 
autocoder in your EHR. As a result, simply do a quick 
manual audit of your notes to see if you are overcod-
ing, which becomes second nature if you do it often.
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The second trap, which brings us back to  
modifier -25, is when you perform a procedure the 
same day as your E&M or vice versa. Every pro-
cedure we do within the Resource-Based Relative 
Value Scale contains preservice time, which includes 
review of materials relevant to the procedure, exami-
nation of the area, and all preparation (eg, marking, 
time out, anesthesia, scrub and drape) before the 
surgery begins. The detailed vignettes are avail-
able to those involved in the Relative Value Scale 
Update Committee process and to the rest of the 
world in a subscription product called the RBRVS 
DataManager Online, which is produced by the 
American Medical Association. Unfortunately, 
the American Medical Association is not accept-
ing new subscriptions to this product, as it has 
decided to outsource most of its coding resources to  
Optum360, one of the many arms of UnitedHealth 
Group, and will not have a replacement product 
until after June 30, 2016.7 

In essence, if you (and your EHR) are counting 
bullets and then treating the body area in question, 
you are double-dipping, as the examination of the 
area is included in the procedure. So if you are head-
ing toward a CPT 99213-25 with 6 bullets, one of 
which is on the left arm, and you perform a 0- or 
10-day global procedure on that arm, you are down 
to 5 bullets, which drops your level of examination 
to problem focused. Remember, you need only 2 of 
3—history, examination, and decision making—to 
be at or above that need for that particular level 
of reporting. If only one of your history or decision 
making is at or above the needed level for a 99213, 
the loss of a single bullet drops you down to a 99212! 
An audit where a handful of medical records are 
pulled and a request for money back on the universe 
of payments the insurer has paid is always unpleasant 
and you should, if you get a request for same, follow 
all the rules and timelines outlined by the payer. If 
you knowingly behaved in a risky fashion, consult a 
good attorney. 

Of course, you may argue that the effort needed 
for the E&M work for the procedure was above and 
beyond what is typical for the service, which can 
be a hard standard to meet. Although the CMS 
requires a “significant and separately identifiable 

E&M service” as noted above and a separate diagno-
sis is not needed, the onus is on you to prove it. It is 
much easier to have a separate diagnosis that stands 
on its own, which will probably make an audit less 
common (unless you do it too often). 

Final Thoughts	
In summary, document what you do, do what  
you document, and report what is medically neces-
sary. Keep watch over your EHR to be sure it is not 
overcoding for you. You do not want to be a ewe!
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