
Coding and Documentation Frequent Gotchas 
 

 
Below are some examples of OP User real experiences from audits that demonstrate best 
practices and proactive documentation.  
 
History Information reviewed but not medically pertinent: 
 
Remember that if you update information, it will be counted on the coding calculator but it must 
be pertinent to the reason for the visit. For example, a child comes in for eczema, and the mom 
reminds you, “Oh by the way, Johnny had his strabismus surgery last Friday.” Eye surgery has 
nothing to do with eczema.  
 
You update the past medical history, but since this is not pertinent to the reason for the visit, you 
want to make sure that you do not check the box for Past Medical in the “pertinent history 
reviewed” nor check the “pertinent box” to the right of the strabismus box as demonstrated in 
the screenshot below: 
(Note: prior versions of OP sometimes “auto-checked” this information if you were documenting 
new information.) 

 
 
If you were to check the pertinent box, the information would be include in the summary 
encounter (and audit note):  



 
 
And counted in the coding calculator: 

 
 
However, an auditor could challenge this coding since the medical history checked is not 
medically “pertinent” to the reason for the visit.  
 
History reviewed and pertinent but insufficient information: 
 
Some auditors/reviewers specifically want documentation of what portions of the history were 
reviewed and specific information about pertinent/relevant medical information. If your staff or 
provider simply check history boxes as reviewed, the summary note/audit note will not 



specifically give information about what material was pertinent, and this may be insufficient to 
meet their coding and documentation standards: 

 
 

 
 
To document pertinent information, it is necessary to choose a pertinent item and check the 
box: 

 
 



 
 
OR document it somewhere else in the note as free text and hand check the pertinent reviewed 
history section: 

 
 
Your encounter note and audit note will then contain sufficient information to justify the medical 
relevance of the information to the reason for the visit: 



 
 
 
New patient visits coding level based on 2/3 sections of the note when it needs to be 3/3: 
 
Many versions of OP’s coding calculator do not insist that for new patients all 3/3 sections must 
be accounted for. This is a key coding basic that all providers should be aware of. 

 
 
 
 
Inadequate documentation of Medical Decision Making (MDM) complexity: 
 
Best practices are always that provider “think out loud” in the note to justify medical decision 
making including diagnoses, differential diagnoses, information reviewed, and potential 
complications. Many users document the MDM complexity in the Assessment/Plan section of 
the visit.  
 



 
 

 
 
The OP coding calculator always defaults to the minimal level for Complexity of MDM, for the 
reasons outlined in coding calculator documentation. This section does not by default show up 
on the audit note. If the user does not edit the MDM on the coding calculator, and leaves it at 
the minimal levels, this information will just be omitted from the note/audit note so as not to 
cause conflicting information. 

 
 
If the user does want the details of this information to display in the audit note, regardless of 
level documented, the user must check the “Coding count override” box.  



 
 
 
If higher levels are chosen by the user, it is important to note that the thought process must be 
supported in the body of the note whenever MDM factors into the decision to choose a coding 
level.  
 
To review, If the user choses to document a higher level of MDM in the coding calculator and 
the coding override box is checked, then that information is revealed in the audit note: 
 

 



 
 
Relying strictly on the Coding Calculator to document HPI elements: 
 
Counting of elements for HPI is complex and can be confusing. There are multiple areas that 
can quality as elements of an HPI and not all of them are available nor pertinent to every visit. It 
is important that the user understand what constitutes countable HPI elements according to this 
rubric and use OP’s coding calculator as a guide. If the user documents additional information in 
the text section they should manually choose the most appropriate radio button. 
 

 



Fever, while important and common in pediatrics, is not its own element. Fever can be an 
“associated sign and symptom” but then you can’t count any additional associated signs and 
symptoms you have entered in the text field (all associated signs and symptoms count as one 
element, including fever if chosen from the pulldown). 
 
In addition, CMS has clear language that HPI can only be entered by the provider seeing the 
patient.  

 
To date we have not had auditors request the OP audit log, but they could choose to do that. 
Best practices suggest users follow the above guidelines and the billing clinician should enter 
this information and thoughtfully choose whether this is a brief (1-3 elements) or extended (4 or 
more elements) HPI.  
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