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The Center for Medicare and 
Medicaid Services (CMS, for-
merly called HCFA) created 

guidelines for physician evaluation 
and management (E/M) services in 
1995 and 1998.1 They were created 
to address accusations of widespread 
fraud and abuse of physician billing 
practices and introduced concepts 
such as counting bullet points of data 
for reviews of systems and physical  
exams.

In 2002, an Advisory Commit-
tee on Regulatory Reform of the US 
Health and Human Services Depart-
ment reviewed these guidelines and 
voted 20-1 to eliminate the payment 
rules.2 An advisor for Secretary Tom-
my Thompson concluded, “Documen-
tation guidelines are the poster child 
for regulatory burden.”3 In spite of 
these findings, no new guidelines 
have been created. In 2008, the chair 
of the Medicare Payment Advisory 
Commission also criticized the cur-
rent fee structure.4 Complaints about 
the existing E/M documentation, cod-
ing, and payment rules by several 
stakeholders have led to calls for re-
form,5 and new payment approaches 

From the Family Medicine Residency Program, 
John Peter Smith, Fort Worth, TX (Dr Young); 
and the Department of Family and Community 
Medicine, University of Texas Health Science 
Center at San Antonio (Dr Bayles, Mr Hill, Dr 
Kumar, and Dr Burge). All authors represent 
the Residency Research Network of Texas

Family Physicians’ Opinions on the  
Primary Care Documentation, Coding,  
and Billing System:
A Qualitative Study From the Residency Research Network  
of Texas
Richard A. Young, MD; Bryan Bayles, PhD, MPH; Jason H. Hill; Kaparaboyna A. Kumar, MD;  
Sandra Burge, PhD

BACKGROUND AND OBJECTIVES: The study’s aim was to deep-
en our understanding of family physicians’ perceptions of the 
strengths and weaknesses of the widely used US documentation, 
coding, and billing rules for primary care evaluation and manage-
ment (E/M) services. 

METHODS: This study used in-depth, qualitative interviews of 32 
family physicians in urban and rural, academic, and private prac-
tices. Interviews were initiated with a series of grand tour ques-
tions asking participants to give examples and personal narratives 
demonstrating cost efficiencies and cost inefficiencies relating to 
the E/M rules in their own practices. Investigators independently 
used an immersion-crystallization approach to analyze transcripts 
to search for unifying themes and subthemes until consensus 
among investigators was achieved. 

RESULTS: The majority of participants reported that the documen-
tation rules, coding rules, and common fees for procedures and 
preventive services were reasonable. The E/M documentation rules 
for all other visit types, however, were perceived by the participants 
as unnecessarily complicated and unclear. The existing codes did 
not describe the actual work for common clinic visits, which led to 
documenting and coding by heuristics and patterns. Participants 
reported inadequate payment for complex patients, multiple pa-
tient concerns in a single office visit, services requiring extra time 
beyond a standard office visit, non-face-to-face time, and others. 
The E/M rules created unintended negative consequences such as 
family physicians not accepting Medicare or Medicaid patients, in-
accurate documentation, poor-quality care, and system inefficien-
cies such as unnecessary tests and referrals.

CONCLUSIONS: Family physicians expressed many problems and 
frustrations with the existing E/M documentation, coding, and bill-
ing rules and felt the system undervalued and unappreciated them 
for the complex and comprehensive care they provide. Findings of 
this study could inform improved guidelines for primary care docu-
mentation, coding, and billing. 

(Fam Med 2014;46(5):378-84.)
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are being tested in several demon-
stration projects.6,7

Even though these rules have 
been in place almost 20 years, there 
has been little research on the per-
formance of these E/M rules in prac-
tice. The purpose of our study was to 
seek family physicians’ opinions of 
the existing CMS E/M documenta-
tion, coding, and billing rules.

Methods
Participants were a purposive, con-
venience sample of family physicians 
at or near residencies affiliated with 
the Residency Research Network of 
Texas (RRNeT), which is a collabo-
ration of 10 family medicine residen-
cy programs in nine cities in Texas 
that includes more than 100 practic-
ing family physician faculty and 300 
family medicine residents. Several 
RRNeT faculty volunteered for in-
terviews and also identified suitable 
study subjects in private practice in 
each residency region. The investiga-
tive team for this study consisted of 
two family physicians (RY and KK) 
and three social scientists (SB, JH, 
and BB).

We sought narrative stories to il-
lustrate strengths and weaknesses of 
the existing CMS E/M rules. While 
investigators expected family phy-
sicians would report problems with 
the existing system, we also sought 
contradictory cases—for example, ex-
plicit instances where the existing 
system might pay fairly for a ser-
vice or procedure or even overpay for 
such a service. Investigators followed 
the Spradley method of ethnographic 
interviewing and developed a series 
of  “grand tour” questions and suc-
cessive follow-up probes designed to 
elicit discussion of the strengths and 
weaknesses of the E/M rules.8 These 
questions were vetted with further 
discussion between the investigators 
that produced the final grand tour 
(Table 1) and probe questions.

Procedure
After participating in a 2-day train-
ing session in San Antonio, eight 
medical students went to eight of the 
10 affiliated residencies to conduct 

the interviews. Training included 
basics of research design, ethics, re-
porting, and qualitative methods and 
study-specific background on the ex-
isting CMS E/M rules. RRNeT fac-
ulty representatives at each site 
contacted local family physicians to 
participate. Following principles of 
ethnographic sampling,9 investiga-
tors sought physicians who repre-
sented variation in practice location, 
experience, and job responsibilities. 
Physicians were chosen from rural, 
urban, and suburban practices, both 
private practice and academic physi-
cians. Almost all the academic phy-
sicians cared for a panel of personal 
patients, and many had private prac-
tice experience prior to joining their 
faculty groups. 

Students interviewed two to five 
physicians each and kept detailed 
field notes to record thoughts and 
impressions as they emerged from 
interviews. They collected basic de-
mographic information from each 
participant. Interviewees were not 
paid to participate. The interviews 
were audiorecorded, de-identified, 
and transcribed. 

Data Analysis and Interpretation
Investigators independently used an 
immersion-crystallization approach 
to the narratives with the inten-
tion of reducing and reassembling 
the information, regularly paus-
ing during data analysis to reflect 
on process and emergent themes.10 
Step 1 of the analysis involved read-
ing the transcripts and notes and 
identifying the most salient and 

commonly occurring phrases relat-
ing to the study aim. In Step 2, in-
vestigators independently identified 
major themes emerging from identi-
fied passages and notes. These pro-
cesses started a few weeks into the 
study to look for emerging themes, 
make necessary modifications in the 
interview questions, and assure the 
medical students were performing 
adequately. 

An interim analysis led the inves-
tigators to conclude that some of the 
pertinent issues were not probed in 
sufficient detail by the students and 
that saturation of themes had not 
been achieved. For example, the stu-
dents did not further probe vague 
comments on the E/M documenta-
tion and coding rules and participant 
Current Procedural Terminology 
(CPT) code selection. Some original 
participants were further queried 
about under-explored themes, and 
seven more study participants were 
enrolled and interviewed by the in-
vestigators. These additional partici-
pants were purposive and convenient 
to two of the investigators and repre-
sented established family physicians 
in private practice. A subsequent 
analysis concluded that the investi-
gators had a better understanding of 
the participants’ responses and that 
theme saturation had been reached.

For Step 3, three investigators 
took the collected themes and orga-
nized them into broad categories. All 
investigators re-read the transcripts 
and labeled text sections according to 
this coding framework. A final rubric 
of themes and subthemes was vetted 

Table 1: Grand Tour Questions

1. In your experience, what part of your work is fairly captured, coded, and billed under the 
existing E/M system?

2. What services do you provide to your patients that are not fairly captured, 
coded, and billed under the existing E/M system?

3. If you were allowed to blow up the existing E/M system and start all over, 
what would that system look like for primary care billing and coding?

4. What should be preserved in the current E/M system?

5. What services do you provide that are overpaid under the current system?

E/M—evaluation and management
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by a consensus approach, with tex-
tual examples identified and agreed 
upon for the major findings. Multiple 
rounds of emails, telephone conver-
sations, and manuscript drafts were 
required to achieve final consensus.

The project was approved by the 
Institutional Review Board (IRB) at 
UTHSCSA, and each of the partici-
pating residencies.

Results
Thirty-two interviews were complet-
ed. Characteristics of the interviewed 
physicians are shown in Table 2.

Documentation and Coding
Unnecessarily Complicated With 
Unclear Rules. A few participants 
said the current system documen-
tation rules were appropriate and 
needed no changes, but most char-
acterized the rules as too tedious, ir-
rational or inconsistent, and not in 
the patients’ nor the physicians’ best 
interests.

When you’re writing a progress 
note and you’re thinking more 
about how you’re going to get reim-
bursed based on what you’ve writ-
ten rather than how your note is 
going to help the next doctor take 
care of a patient, you know some-
thing’s wrong. 

The rules concerning the CMS 
E/M approach of counting review of 
systems covered and physical exami-
nation bullet points were singled out 
as being particularly onerous and 
burdensome.

You have to have at least four items 
in the HPI, four from this column 
and three from here, and you have 
to document at least two out of 
three categories here . . . [T]here’s 
literally three-page trifold charts to 
help you determine what code to 
use for your medical decision mak-
ing. 

Most family physicians reported 
that the current E/M system was too 
complicated, took years to learn, and 
created unnecessary administrative 

overhead as a result of the need to 
hire certified billing/coding profes-
sionals to fully capture revenue. In 
addition to the complexity of the ex-
isting rules, the lack of clarity and 
consistent interpretation of how to 
apply them, even among so-called ex-
perts, was a particular frustration.

Actual Coding Choices Driv-
en by Cheat Sheets, Heuristic, 
and Patterns. Family physicians 
rarely demonstrated knowledge of 
the CMS E/M rules in great detail.  
Some respondents described using 
cheat sheets to remind them of the 
number of documentation elements 
needed to justify a certain CPT code. 
Others applied CPT codes by heu-
ristics and patterns in many cases, 
driven by previous negative feedback 
from an E/M billing consultant who 
stated the physician overbilled.

You pull [the proper code] out of the 
air. If I deal with something that’s a 
new problem and I gave ‘em medi-
cine for it, I typically say that’s a 
four, or if they have five chronic 
medical problems and we’ve dealt 
with those, I usually do a four and 
if I do more than three or four in 
review of systems and it’s not a cold 
or something, I might do a four.  … 
[I]t’s like Greek. It’s crazy. It just 
seems so complicated.

Undercoding Driven by a Fear 
of Audits. As a further response 
to their belief that the E/M rules 
were too confusing and complicat-
ed, many participants mentioned a 
fear of CMS or insurance company 

audits that resulted in purposeful 
under-coding of patient encounters.

I usually try to stick to a level three 
because we’re scared of an audit, 
not really knowing how to defend 
yourself, back up what you’re doing.  

Inadequate Codes. Physicians also 
reported that some visits in primary 
care do not have codes that allow the 
physician to express their work in a 
reimbursable fashion.

You have a child who comes in for 
a sports physical, … [W]ith Medic-
aid, you’re only allowed one physi-
cal examination a year, so it’s an 
ambiguous code really.

Some Services Fairly Document-
ed, Coded, and Paid 
Many participants stated that some 
services under the existing payment 
rules are fairly documented, coded, 
and billed: procedures and well per-
son or preventive care. About an 
equal number said no services were 
fairly paid. Often when participants 
mentioned procedures being over-
paid, they referred to procedures 
performed by specialists. 

I think we’re generous on our pay-
ment for ingrown toenails and stuff 
like that, but I don’t think we’re 
necessarily getting overpaid for it.

As for being overpaid, procedures 
were the only services that were 
mentioned by a minority of partici-
pants. However, this type of state-
ment was commonly associated with 

Table 2: Participant Demographics

Characteristic Mean (SD, Range)

Age 48 years (11.5, 24–83)

Male 69%

Years in practice 18 (10.4, 3–39)

Practice environment

Private practice 47%

Residency program 34%

Community health center 19%
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a complaint about a lack of payment 
for cognitive work.

[F]or a thrombosed hemorrhoid, 
all I had to do was take a scalpel, 
pull it open, and push out the clot, 
and it took me all of 5 minutes, I 
can charge $700 for that, under the 
billing and coding systems. But if I 
treated that same person for dia-
betes, hypertension, counseled him 
on diet and exercise, talked about 
medications and side effects I could 
get a hundred and something dol-
lars for that.  

Work Poorly Paid
Addressing Multiple Issues in a 
Single Visit. Family physicians be-
lieved that the existing E/M rules 
do not pay them when they address 
more than one or two issues in a sin-
gle office visit.

When I look at a patient with mul-
tiple problems, after the first or sec-
ond problem, whenever I address 
something extra, it’s not being cap-
tured, and I’m not being paid for 
that  . . .

Physicians were discouraged from 
adding E/M services to preventive or 
wellness visits. The limitations re-
sulted not so much from the CMS 
E/M rules but from insurance com-
panies that did not pay for some cod-
able services. The resultant conflict 
with the patient was listed as a frus-
tration.

United Healthcare decided that an 
annual exam will only be paid for 
at that visit. No “by the ways,” so 
you can’t bill for a bad knee, skin 
issues, etc. It’s tough to explain to 
a patient to come back next week. 

On the other hand, altruism and 
professionalism led physicians to 
spend more unpaid time with pa-
tients who needed the attention.

I’ve had many times where my 
hand is on the door, of course, 
they’re like, ‘Oh, and I’m not sleep-
ing.’ And I’m not just going to say, 

‘Well, we’ll deal with that next 
time.’ I turn around, sit down, and 
we talk about that issue, which is 
usually another 10-minute talk.

Care of Complex Patients. Par-
ticipants believed they were not 
adequately paid for taking care of 
patients with complex needs, which 
could arise from factors including 
multiple chronic diseases, difficult 
patients, family/social factors, lan-
guage/cultural barriers, and financial 
barriers. They also felt the existing 
codes did not allow them to express 
the kind of work they performed in 
these cases. For example, there were 
no usable codes to document and bill 
for time spent beyond routine care.

[A patient] was having neck pain 
and some arthritis, and she had 
some shoulder issues; but some of 
the explanation she got from the 
specialist didn’t go well. He gave 
her very brief descriptions of things, 
and she had a lot of concerns, and 
there was a lot of anxiety. I spent 
a lot of my time just going through 
what the other people should have 
done already, and then I spent a 
lot of time trying to calm the anxi-
ety and just the worries that she 
had about some of the diagnoses. 
You are not getting paid for any of 
that, and that is not something you 
can code. …[O]n paper, it just looks 
like a follow up on neck pain and 
arthritis.

Mental Health Care. Some par-
ticipants explicitly stated that the 
payers in their area do not pay for 
mental health diagnoses.

I see a patient purely for psychi-
atric diagnosis, depression, bipolar, 
ADHD, and [if] that’s … the only 
code I use, [I] won’t get reimbursed 
at all for seeing that patient.  

Non-Face-to-Face Time. Partici-
pants believed they provided a lot 
of work outside the traditional office 
visit that was critical for excellent 
patient care but that the time to pro-
vide this work was uncompensated. 

This work was described as medica-
tion review, care coordination, tele-
phone consultation, and paperwork.

. . . I spent 20 to 30 minutes just 
reviewing [one patient’s] medica-
tion lists outside of the office visit. 
The patient had been in the hospi-
tal, he’s on about 20 different med-
ications from about five different 
physicians, and the medication list 
from the hospital did not correlate 
with my medication list. 

Inadequate Payment to Care for 
Hospitalized Patients. Partici-
pants also mentioned poor payment 
related to hospitalized patients, both 
the opportunity cost of travel time to 
the hospital and poor payment for 
the actual hospital work, in spite of 
system savings resulting from the 
contributions of the family physician.

I know that unless I have four 
or five patients in the hospital at 
one time, I’m probably not break-
ing even compared to the office . . .  
When  I go see my patient in the 
hospital, I don’t let silliness happen.  
I don’t let unnecessary procedures 
happen.

Other examples of poorly paid 
work in facilities away from the clin-
ic included the telephone calls and 
paperwork associated with nurs-
ing home care and a complete lack 
of payment in shared call arrange-
ments where not all practices accept-
ed the same insurance plans.

Unintended Negative  
Consequences of the E/M Rules
Current System Disincentives. 
The lack of payment for complex pa-
tients was listed as a reason many 
family physicians did not accept 
Medicare or Medicaid patients (who 
are paid by CMS).

None of us want to take care of old 
people, or we can only afford to take 
care of a few so that leads to a com-
munity like here, people calling all 
day looking for a doctor who’ll take 
‘em.  
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Current System Encourages 
Documentation Shortcuts and 
Poor Quality Care. Participants 
gave examples of approaches they 
used to overcome onerous documen-
tation rules or poor payment, such 
as using pre-written disease-specific 
templates in their EMR notes. They 
confessed they sometimes did not 
ask all the questions or perform all 
of the physical examination elements 
documented in a note.

In an attempt to code for insurance, 
electronic health records have be-
come extremely artificial and ac-
tually encourage physicians to be 
untruthful with what they docu-
ment. They will document things 
that obviously they did not perform 
in the physical examination. 
 	
Participants also gave examples of 

how they deviated from ideal care—
ie, cut corners—because of the time 
burden of existing documentation 
rules and limitations of payment 
models.

You don’t have time to spend 20 
minutes and then document for 20 
minutes.

Current System Encourages Sys-
temic Inefficiencies. Participants 
stated that the existing E/M rules 
contributed to family physicians of-
fering fewer services than they were 
qualified to provide. This resulted in 
inconvenience and possible harm to 
patients and increased costs to the 
health care system.  The current sys-
tem incentivized the physicians to 
request unnecessary referrals, tests, 
and trips to the ER.

. . . [I]f you pay me less, I don’t have 
time to fix everything.  …I’m go-
ing to send [the patient] to the spe-
cialist.

Participants’ frustration with the 
lack of payment for these services 
was heightened by a feeling that this 
poorly compensated or uncompen-
sated work saved money in other as-
pects of the health care system.

I can … talk someone out of having 
atrial fibrillation ablation, saving 
the system $300,000 and then get 
paid $45 for that hour, or I can take 
off a melanoma and get paid $600. 
 
Participants’ knowledge of men-

tal illness and behavioral concerns 
were suggested as a common mecha-
nism by which systemic savings are 
realized.

Someone comes in and they’re hav-
ing anxiety attacks. . . . You may 
or may not even do an EKG.  You 
don’t do labs. You sort of spend a lot 
of time in depth getting the history 
and what’s provoking it, as opposed 
to if you take sort of a non-cogni-
tive approach: EKG, chest x-ray, ad-
mit to the hospital, rule out MRI. 
The difference in payment would 
be probably quintuple to put some-
one in the hospital . . . .

Current E/M Complexities Were 
Confused With Electronic Medi-
cal Record Functions. Some par-
ticipants could not disentangle CMS 
E/M rules from electronic medical re-
cord (EMR) functions. When probed 
to comment on rules such as physi-
cal examination bullet counting or 
whether a CPT code required that 
the past medical, social, family his-
tories be reviewed, some participants 
attributed these concepts as features 
of the EMR rather than recognizing 
the EMR was constructed to conform 
to the CMS E/M rules. 

Discussion
This study identified a multitude 
of problems with the existing CMS 
E/M documentation, coding, and bill-
ing system. While some participants 
stated that a few existing E/M rules 
and related payments for services 
were reasonable—preventive and 
procedural codes and fees—they felt 
that existing codes did not describe 
their actual work for common clin-
ic visits, which led to documenting 
and coding by heuristics and pat-
terns. Participants reported inade-
quate payment for complex patients, 
multiple patient concerns in a single 

office visit, services requiring extra 
time beyond a standard office vis-
it, non-face-to-face time, and others. 
The E/M rules created unintended 
negative consequences such as inac-
curate documentation, poor-quality 
care, and system inefficiencies such 
as unnecessary tests and referrals.
An overarching emerging theme 
that connected many of the specif-
ic themes was a feeling among the 
family physicians that their work 
was undervalued and unappreciated 
on many levels: the inability to ex-
press on a billing form the number of 
issues substantively addressed in a 
clinic visit, the lack of respect for the 
complexity of family medicine, the 
non-face-to-face work that patients 
and regulators expected the physi-
cians to provide for no payment, a 
bias toward paying more for proce-
dures than cognitive work, and a 
perception that specialists were paid 
more for similar or even easier work. 

I wish I were a specialist. …It’s 
the same thing over and over. 
They have it easy, and they get 
paid more.

After they were published, the ex-
isting CMS E/M rules were criticized 
in leading medical journals as (1) 
adding unnecessary documentation 
elements to the clinical encounter, 
(2) enhancing a trend in which the 
scope and format of documentation 
in medical records are determined 
by billing and insurance consider-
ations, (3) creating a fear of fraud 
allegations that actually spawned 
undercoding for E/M services, and 
(4) predicting that the guidelines 
would actually have no impact on 
fraud and abuse.11 Our study found 
very similar opinions. The primary 
intent of the original HCFA rules—
to decrease fraud and abuse—was 
not identified as a positive feature 
of the CMS E/M rules by our partic-
ipants. In fact, one of the ironies of 
our findings is that participants re-
ported taking documentation short-
cuts, such as using physical exam 
templates that included exam ele-
ments that were not performed, that 
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could be construed as fraudulent 
billing under CMS’s rules. The com-
plexity of the existing E/M rules also 
emerged through comments the par-
ticipants did not make. We were left 
with the impression that very few 
participants knew the E/M rules in 
great detail. For example, no partic-
ipant suggested changing the Table 
of Risk (page 20 of the current CMS 
E/M Services Guide)12 to allow a pa-
tient with exacerbations of multiple 
chronic diseases to be classified as 
a higher-risk patient than a patient 
with one chronic disease exacerba-
tion. 	

Our findings are consistent with 
the literature documenting how of-
ten professional coders disagree on 
appropriate codes for specific patient 
encounters, which can range from 
57% agreement to as low as 15%.13,14 
Coding disagreements have been as-
sociated with physician undercod-
ing, which is often the result of not 
documenting all the of the issues ad-
dressed and final diagnoses in the 
medical record.15,16 Several authors 
have concluded that the CPT coding 
guidelines are too complex and sub-
jective to be applied consistently by 
coding specialists or physicians,13,17 
which was echoed in our findings.

Our findings should particularly 
trouble payers, because the highest-
cost patients are those with multiple 
chronic diseases,18 yet our partici-
pants reported making unnecessary 
referrals, ordering unnecessary tests, 
and abandoning hospital practice for 
these patients. The lack of payment 
for a family physician addressing 
multiple issues in one clinic visit is 
especially troubling given previous 
research showing that a family phy-
sician addresses 2.5 to 3.1 issues in 
the average clinic visit,19-21 3.9 to 6 
for elderly patients, and 4.6 for pa-
tients with diabetes.20,22 This lack 
of payment helps explain observa-
tions that primary care physicians 
only spend 1 minute each on oth-
er patient concerns after the chief 
complaint is addressed22 and that 
chronic disease care quality was re-
duced when other acute patient con-
cerns were addressed.23

Limitations
Our interviews were limited to fam-
ily physicians in Texas, which may 
limit its generalizability to other re-
gions. Interviews with family physi-
cians in other parts of the country 
might reveal regional differences in 
perceived difficulties with the E/M 
system, though the national footprint 
of the CMS E/M rules would tend to 
minimize regional biases. Study va-
lidity was enhanced by interviewing 
urban, suburban, and rural family 
physicians and physicians with aca-
demic and private practice careers. 
These findings may be strengthened 
by also obtaining the perspectives 
of payers or others concerned with 
quality, safety, and fraud.

Implications and Future  
Research
Though many primary care enhance-
ment demonstration projects have 
begun in the United States over the 
last 5 years,24-28 our study provides 
further insight on problems with 
the existing E/M rules and payment 
system that could inform future pri-
mary care’s payment reform efforts. 
We hope that our findings will con-
tribute to primary care payment re-
form that will support and grow the 
primary care workforce the United 
States so desperately needs. 
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