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Immerse Yourself  
in EMR Decisions

Janette Grant, CPC



Our easy-to-use, Web-based software modernizes coding. Let our technology code your umpteenth screening 
mammogram so you can focus on more complex cases.

Your management team will love our automated front-end integrity checks, including CCI and LCD/NCD. We 
resolve issues before your codes hit the billing system and keep denials to a minimum.

Sophisticated technology. Superior compliance. Successful clients.

Drowning in paper and coding manuals? 

CodeRyte can help.

No more paper.
No more sorting by hand. 

No more headaches.

www.coderyte.com   u   301-951-5300
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When it comes to implementation of an electronic medi-
cal record (EMR) in your practice or facility, an old adage 
proves true for medical coders: If you aren't part of the 
solution, you're part of the problem. While it may not be 
immediately obvious that coders and compliance personnel 
should be part of a practice's EMR selection team, once the 
issue is analyzed, it's clear a good decision can't be made 
without them.

A report released by the National Center for Health Sta-
tistics (NCHS) in fourth quarter 2007 showed that the 
adoption rate of EMRs by office-based physicians was 28.2 
percent in 2006, representing a 22 percent increase over 
2005, and a 60 percent increase since 2001Ðthe first year 
of the survey. Medical practices reported a 25.9 percent 
adoption rateÐa 42 percent increase over 2005. 

NCHS began monitoring EMR adoption as part of a 
national goal toward universal electronic health records. 
The current administration has set goals for conversion 
of the country's health care to EMRs by 2015, and the 
number of systems being submitted for credentialing 

through the Certification Commission for Health Informa-
tion Technology (CCHIT) shows a renewed momentum in 
the health care marketplace.

With an average price tag of $32,000 per full-time physi-
cian for an EMR in a physician practice, it's crucial for 
practices to make the right choice when choosing an EMR. 
The benefits of the EMR can be significant:

P4P. Automated preventative care service scheduling 
ensures patients benefit from best practices and provid-
ers are eligible for Physician Quality Reporting Initiative 
(PQRI) and private pay-for-performance benefits;

Flag errors. Automated edits flag drug interactions, aller-
gies or duplicate prescriptions; All records for encounters, 
X-rays, lab tests and medication schedules are stored in 
one place for instant access or reproduction, with back-up 
records stored offsite;

Insurance eligibility. For services, supplies or drugs, the 
patient's insurance eligibility can be displayed;

Efficiency. The automated management of data reduces 
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administrative costs for chart pulls, new patient chart 
generation, missing chart searches, transcription, lab result 
handling, referral letters and medical chart supplies.

So who makes the EMR decision? 
Certainly, the information technology staff plays a part 
in making decisions, but most practices see physicians 
as the decision-makers for EMRs due to the clinical 
nature of most EMRs' features and functionalities. The 
business staff may be granted a seat on the decision-
making committee, since many of the features of 
EMRs focus on scheduling, managing consents and 
authorizations, managing patient demographics, and 
generating inter-provider communication.

But most EMRs not only organize and house the 
patient's medical record, they also provide pick-lists for 
ICD-9-CM, CPT! , and HCPCS Level II codes; and 
many are programmed to select an evaluation and man-
agement (E/M) service code based on the medical record.

ªGiven the number of years that the American Medi-
cal Association (AMA) and Centers for Medicare 
and Medicaid Services (CMS) have been wrestling 
with documentation guidelines for E/M, an auto-
mated system for code selection is a challenge,º says 
Georgette Gustin, CPC, CCS-P, CHC, Pricewater-
houseCoopers. ªBecause of the complexities of coding, 
compliance and coding professionals within an orga-
nization should fully understand an EMR's calcula-
tion mechanisms for E/M before a purchase decision 
is made.º

Among key coding considerations in EMR selection 
are the following:
Cloning. Cloning refers to the automated cut-and-
paste of information from a previous patient encounter 
into the current patient encounter. For example, this 
can be done within the patient's medical history. Clon-
ing can also refer to template technology that imports 
entire sentences or phrases into the medical record at 
the touch of a button, due to the use of note templates. 
Both types of cloning are present in many EMRs. 

ªCloned documentation does not meet medical neces-
sity requirements for coverage of services rendered 
due to the lack of specific, individual information,º 
Gustin says. ªIt is imperative that processes be estab-
lished within an organization's auditing and monitor-
ing program to address cloning.º

Pick lists. Most EMRs provide pick lists of diag-
nostic codes from which the clinicians may select 
appropriate codes. The pick list is derived from loga-
rithms that analyze the patient encounter or, more 
simply, from a list of most common diagnoses for 
that specialty. In many cases, to keep the lists short 
enough to fit onto the screen, only ªother specified,º 
ªunspecifiedº or common diagnoses are included, so 
the best coding choices cannot be made. Pick lists do 
not contain the notes and inclusion information found 
in the ICD-9-CM code book, so physicians may not 
know what is excluded or included within a certain 
code. Finally, medical necessity edits are an important 
part of reimbursement, and often are omitted from 
standard EMRs.

Evolving rules. How are the EMR's coding rules 
updated, and how frequently? How does the vendor 
handle a conflict between CMS and AMA coding 
rules or guidelines? Can the rules be adjusted accord-
ing to payer?

CACs. Computer assisted coding systems or CACs are 
appended to EMRs, and provide automated coding 
of CPT!  procedures, HCPCS Level II supplies and 
services, and ICD-9-CM codes. If the system your 
practice is reviewing includes a CAC, the stakes are 
much higher for compliance risk. Claims that EMRs 
and CACs will eliminate the need for coders are 
greatly exaggerated: The current medical reimburse-
ment environment is a complex network of coding 
and documentation rules difficult to totally automate. 
A good CAC will increase coder productivity and 
reduce jobs, but many of those jobs are shifting into 
information technology, EMR vendor and auditor 
professions.

Remember that vendors and payers do not indemnify 
providers against noncompliant coding from EMRs 
or CACs; the responsibility for correct coding is ulti-
mately the practice's responsibility.

ªCoders and compliance personnel working proac-
tively within the vendor selection and implementation 
processes can assist in identifying potential coding 
and compliance concerns early on,º Gustin says. 
ªWork with the vendor to configure the system limi-
tations, features and functionalities you need to be 
compliant with billing requirements.º 
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If your organization is considering computer-assisted coding, don't panic! Technol-
ogy is changing how people work in virtually every industry and medical coding is 
no different. Keeping up with the technology means you will continue to succeed. 

Consider your job to be part of an evolutionÐcomputer-assisted coding enhances 
the role of a coder, making you more productive and giving you more time to 
spend on challenging reports that need your expertise. Rather than code your 300th 
screening mammogram of the day, you'll be able let the technology handle it. The 
system will give you the chance to focus on more advanced coding work, audit-
ing and quality control. And remember: While computers excel at quickly moving 
through well understood and repetitive aspects of coding, they can be quickly 
derailed when new concepts are introduced. The continual flow of new language 
and challenging reports will always preserve the role of the coder.

Instead of fearing the unknown, take the initiative to get involved with your orga-
nization's decision-making process. Learn all you can about computer-assisted 
coding and know the right questions your organization should ask of any vendor.

What differentiates ªcomputerized codingº from  
ªcomputer-assisted coding?º
Sophisticated computer-assisted coding systems are built by software engineers 
and codersÐcontinuously weaving coders' expertise and experience into the tech-
nology. Computerized coding, on the other hand, cuts human coders out of the 
loopÐrisking their experience, as well as compliance and accuracy.

How does the system tackle code generation?
Several systems are available and branded as computer-assisted coding, but their 
approach to coding leads to widely varied results and risky compliance issues. Be 
wary of ªword suggestionº systems that propose codes based on what's entered in 
a medical report. Likewise, ontology-based systems attempt to assign codes based 
on language specific to a particular practice of medicine.

Systems using rules-based natural language processing, or computerized language 
analysis, are programmed to detect phrases such as ªconsistent with pneumoniaº 
to code for pneumonia, but may not always catch later findings that would change 
a diagnosis.

The most sophisticated systems use a combination of natural language process-
ing, statistical analysis and human coder decision making. With natural language 
processing at its core, these systems take into account the codes assigned, as well 
as the documentation for the codes, and the decisions people would make if they 
reviewed the same report.

Can the vendor's system handle challenging concepts?
Vendors should be able to prove how their computer-assisted coding systems 
handle difficult concepts such as negation. Can they differentiate between ªno 
evidence of pneumonia,º ªconsistent with pneumoniaº and simply ªpneumonia?º 
Another test would be to examine how a system works within the context of 
the report. For example, can it decipher that ªbroken neck of femurº means a 
broken leg should be coded, rather than a broken neck? Finally, determine if the 
vendor can maneuver through time references in medical reports, distinguishing 
chronological references to appropriately code historical X-rays vs. new ones or 
comparative studies.

By learning the intricacies of the myriad systems on the market, you can help your 
organization make an effective choice not only for the company as a whole, but for 
you and your fellow coders.
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