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Auditing & Monitoring 
 
An effective compliance program requires both auditing and monitoring: 
 

Auditing refers to formal reviews of coding and billing accuracy, which are 
usually performed by specially trained personnel or outside consultants. 
 
Monitoring refers to ongoing, often informal activities performed by the 
organization’s regular staff for early detection of problems.  For example, the 
practice should monitor its E/M level distribution and denial rates and watch for 
changes over time.  Significant shifts require investigation to identify any changes 
in documentation practices, coding and billing processes, or payor policies. 

 
Audit Plan 
According to the OIG “Compliance Program for Individual and Small Group Physician 
Practices,” the organization should begin by performing a baseline audit to examine the 
entire billing process.  In an organization with electronic health records, the audit may 
need to include review of EHR macros and/or templates.  Based on the findings of the 
baseline audit, staff education and/or procedure changes will usually be required.  Once 
this process is complete, regular auditing and monitoring should begin. 
 
Audits should be scheduled frequently enough to catch problems but not so frequently 
that they become disruptive.  Some large groups perform small-scale audits on a 
monthly basis, but quarterly audits are sufficient for most groups.  Less frequent audits 
will not allow timely detection of billing errors.  In addition to scheduled audits, there 
should be provisions for ad hoc audits when a new billing error is suspected or 
discovered. 
 
If audit error rates do not decrease over time, the organization should attempt to 
determine the cause of the continuing errors.  It may be necessary to institute additional 
education, software changes, or other corrective action.  The audit plan may also need 
to be revised. 
 
Selecting an Auditor 
Audits can be performed internally by practice personnel or externally by an outside 
consultant.  An internal audit has the advantage of being convenient and inexpensive.  It 
may be a good choice in a large organization that has an employee with strong coding 
and communication skills.  The disadvantages of an internal audit are that it may 
perpetuate errors, such as when the same person both trains the coding staff and 
performs the audits.  Additionally, the internal auditor’s findings may lack credibility with 
the physicians. 
 
An external audit has the advantage of potentially bringing a higher level of knowledge 
and expertise to the project.  Additionally, an external auditor’s findings may carry more 
credibility with group members.  The major disadvantage of an external audit is the 
expense.  Some organizations find that a good compromise is to conduct one external 
audit per year with interim audits conducted internally. 
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Past, Family, and/or Social History (PFSH) 
 
The past, family, and social history (PFSH) 
includes information pertinent to the patient’s 
past medical and surgical history, family history, 
and social history. 
 
The past history is a review of the patient’s past 
experiences with illnesses, injuries and 
treatments that includes significant information 
about: 
 

 Prior major illnesses and injuries 
 Prior operations 
 Prior hospitalizations 
 Current medications 
 Allergies to food, drugs, etc. 
 Age appropriate immunization status 
 Age appropriate feeding/dietary 

status 
 
Family history is a review of medical events in 
the patient’s family that includes significant 
information about: 
 
• The health or cause of death of parents, siblings, and children 
• Specific diseases related to problems identified in the CC, HPI, or ROS 
• Diseases of family members which may be hereditary or place the patient at risk 

 
Social history includes an age appropriate review of past and current activities that 
includes significant information about: 
 

 Marital status and/or living arrangements 
 Current employment 
 Occupational history 
 Military history 
 Use of drugs, alcohol, and tobacco 
 Sexual history 
 Other relevant social factors 
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Nonphysician Practitioners 
 
Many medical practices use nonphysician 
practitioners (NPPs) to enhance the group’s 
productivity by performing tasks that do not 
necessarily have to be done by a physician.  
This can be a good strategy to meet patient 
demands.  However, use of NPPs carries 
compliance risks, particularly for groups that do 
not understand and comply with Medicare 
policies. 
 
What is a Nonphysician Practitioner? 
CMS defines a nonphysician practitioner as 
someone who holds one of several different 
credentials.  Depending upon their training, 
education, and licensure, nurse practitioners 
(NPs), physician assistants (PAs), clinical nurse 
specialists, certified nurse midwives, and 
certified registered nurse anesthetists (CRNAs) 
can all be considered nonphysician practitioners. 
 
The CPT® code set refers to two different categories of professionals, defined in the 
boxes below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Payor policy, state law, and facility policy will determine which types of professionals fall 
into which category.  But for Medicare billing purposes, a nonphysician practitioner is 
considered an “other qualified health care professional,” since the NPP can 
“independently report” his or her services.  That is, claims for the NPP’s services can be 
submitted under the NPP’s provider number.  Clinical staff, on the other hand, will 
include office nurses who are not NPPs, as well as technologists, medical assistants, 
etc. 
 
The CPT® manual states that for purposes of distinguishing between new and 
established patients, an NPP who is working with a physician is “considered as working 
in the exact same specialty and exact same subspecialties as the physician.” 

Physician or Other Qualified Health Care Professional 
“An individual who is qualified by education, training, licensure/regulation (when applicable), and 
facility privileging (when applicable) who performs a professional service within his/her scope of 
practice and independently reports that professional service.” 
 

Clinical Staff Member 
“A person who works under the supervision of a physician or other qualified health care 
professional and who is allowed by law, regulation, and facility policy to perform or assist in the 
performance of a specified professional service, but who does not individually report that 
professional service.” 
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Transitional Care Management 
  
Transitional care management (TCM) is the 
work of managing a patient’s transition from a 
facility setting, such as inpatient hospital or 
skilled nursing facility, to a community setting, 
such as home or an assisted living facility. 
 
Medicare pays for TCM, subject to certain 
restrictions.  The CMS Fact Sheet for TCM (ICN 
908628) states that TCM can be furnished by a 
physician of any specialty, as well as by a 
certified nurse midwife, clinical nurse specialist, 
nurse practitioner, or physician assistant.  The 
Fact Sheet can be found on the CMS website at: 
http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/MLN-Publications-
Items/ICN908628.html 
 
The TCM provider is responsible for providing or 
overseeing the management and/or coordination 
of services for all of the patient’s conditions, psychosocial needs, and activities of daily 
living.  The TCM service begins on the day of discharge and continues for the 
subsequent 29 days. 
 
The TCM codes are starred in the CPT® manual, meaning that the service is typically 
performed face-to-face with the patient but may be performed via an interactive 
telecommunications system, in which case it should be reported with modifier 95 
(Synchronous telemedicine service rendered via a real-time interactive audio and video 
telecommunications system).  Payor guidelines may differ; always verify coverage with 
the payor before providing telemedicine services. 
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 Inpatient acute care or 
psychiatric hospital 
Inpatient rehabilitation 
facility 
Long term acute care 
hospital 
Partial hospitalization 
(hospital or community 
mental health center) 
Hospital observation status 
Skilled nursing facility 
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Domiciliary care 
Rest home 
Assisted living facility 
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