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Who’s Off Base? Physician Scorecards 
Help the Audit and Compliance Game
By Andrei M. Costantino, MHA, CHC, CPC, CPC-H

Introduction

We are living in an era of healthcare 
regulatory enforcement that has never 
been witnessed before, and there is 
no slowdown in sight. If anything, it 
will continue to increase. A bevy of 
new private audit contractors has been 
unleashed to detect fraud, waste and 
abuse in federal healthcare programs 
including Recovery Audit Contractors 
(RACs), Medicaid Integrity Contractors 
(MICs), and Zone Program Integrity 
Contractors (ZPICs). These contractors 
are using sophisticated, proprietary data 
mining programs that analyze claim data 
to identify improper payments made 
to providers. In addition, similar data 
mining, audits and investigations are 
being conducted by the Department of 
Health and Human Services Offi ce of 
Inspector General (OIG), the Department 
of Justice (DOJ), Medicare Administrative 
Contractors (MACs, former Fiscal 
Intermediaries and Carriers), and 
commercial payers. These audit activities 
have generally focused on fee-for-service 

revenue. While hospitals, home care, and 
skilled nursing providers have received 
the most attention to-date, professional 
services rendered by employed physicians 
and non-physician practitioners (NPPs) 
are also being subjected to audit by 
federal contractors and agencies.

Provider Benchmarking

In most primary care practices, Evaluation 
and Management (E/M) services can 
represent 65%–80% of practice revenue. 
Thus, E/M services will likely represent 
a key focus area for audits by contractors 
and third-party payers. Knowing that 
federal contractors and third-party payers 
are using data mining to identify “outlier” 
providers and activity, we were looking 
for a way to perform our own internal 
benchmarking of E/M services against 
peer data for Trinity Health employed 
physicians and NPPs.  

The best source of information we found 
is the Centers for Medicare and Medicaid 
Services (CMS) national comparative data. 

This data provides a 100% summary of all 
Part B Carrier claims processed through 
the Common Working File and stored in 
the National Claims History Repository. 
While the data available is one year old 
and represents only Medicare claims 
history, it is the most comprehensive 
data available to the public that we’ve 
found for benchmarking. The data fi le is 
arrayed by carrier, pricing locality, CPT 
code, modifi er, provider specialty, type of 
service and place of service. This data can 
be manipulated in a spreadsheet program; 
however, we have found the best method 
is to use a database program. The cost to 
obtain the CMS data is $250 and can be 
requested at the following website: 

http://www.cms.gov/
NonIdentifi ableDataFiles/06_
PhysicianSupplierProcedureSummary
MasterFile.asp

Using the CMS data and internal data 
obtained from each of our physician 
networks, we develop normal “bell 
curve” distribution graphs comparing 
each practice and individual provider’s 
E/M usage to the CMS data. The CMS 
data and internal physician data are 
converted to percentages by E/M code 
for the distribution graphs. CMS provides 
coding data on a National, Regional, 
and Carrier basis. While there are minor 
variances between these three data points, 
we believe it is best to use the Carrier 
data for comparison purposes as it best 
refl ects physician coding practices in the 
local geographical area and the use of all 
three data points can create a busy and 
confusing bell curve distribution.  

Benchmarking information is helpful in 
performing risk assessments, developing 
an internal monitoring and auditing plan, 
and creating a physician scorecard. Exhibit 
I shows an example of a bell curve analysis 
comparing a physician practice and an 
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individual physician to Carrier data. In 
this example, the E/M codes used for 
the data analysis are the established visit 
codes 99211 through 99215. For primary 
care practices, established patient E/M 
codes 99211 through 99215 generally 
approximate 60%–80% of the E/M 
revenue. In this example, Physician A’s use 
of E/M code 99214 is considerably higher 
than the peer group. Since E/M code 99214 
is a higher paying service, this is an area of 
potential audit focus by the Carrier, federal 

audit contractors and commercial payers. 
A proactive response would be to conduct 
an internal audit of this physician’s E/M 
documentation and coding to ensure 
the underlying clinical documentation 
supports the higher usage of E/M code 
99214. In the same graph, Physician B’s 
E/M code distribution is substantially 
consistent with the peer group based on 
the Carrier data. This physician would not 
appear to be at high-risk for audit based on 
the data analysis alone.   

Chart Auditing 

It is important to note that no conclusions 
can be made regarding the accuracy of 
coding and billing, nor compliance with 
government and third-party payer rules 
and regulations from the data analysis 
or benchmarking alone. Further review 
of the physician’s underlying medical 
records documentation and coding is 
always required. 

With the help of the benchmarking 
data, an internal auditor can focus 
on potentially higher-risk providers 
and services when selecting an audit 
sample. If audit resources are limited, 
a benchmarking analysis can assist the 
auditor in focusing their sampling and 
audit procedures on those practices and 
providers with the highest-risks for third-
party review. In the example provided 
in Exhibit I, while periodic auditing of 
Physician B’s chart documentation and 
coding would still be recommended, 
priority might be given to auditing 
Physician A initially, if the internal auditor 
is limited in available time or resources.

Sampling

An audit sample selected based on a 
percentage of billed charges or a random 
or judgmental sample of ten (10) records 
per provider may result in too large 
of a sample and may limit how many 
providers can be audited in a given time 
period. The audit/sampling approach 
we use is based on risk while limiting 
the sample size. Exhibit II provides 
information on a primary care practice 
comprised of four physicians. Total 
charges for the practice are obtained 

Exhibit I

Exhibit II
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for the relevant sampling period (e.g. 
six-months, one year), segregated by 
physician. The practice/provider data 
is analyzed to determine which services 
account for a majority of practice revenue. 
In most cases, a relatively few CPT codes 
will account for a significant portion 
of the practice’s revenue. Our goal is 
to include in our sample population 
sufficient services to comprise 60%–80% 
of practice/provider’s revenue.  

The next step is to choose which E/M 
CPT codes to include in the audit sample. 
Consideration should be given to not 
only the results of the benchmarking 
analysis, but also to current OIG annual 
Work Plan focus areas1, new or emerging 
risks identified by CMS or federal audit 
contractors, previous audit findings, etc. 
The bottom line is that it is important for 
the auditor to use judgment in choosing 
a sample, to ensure appropriate focus is 
given to the areas of highest-risk.

In selecting the sample, we recommend 
the use of small, judgmental samples 
commonly referred to as “probe” samples. 
Since the audit is focusing on areas of 
higher-risk, a limited sample size of three 
to five records per provider is usually 
sufficient to gain an understanding of the 
physician’s documentation and coding 
practices. Additional records can be 
selected during the course of the audit, if 
necessary. The sample size in Exhibit II is 
twenty-three records selected among four 
physicians in this practice.  

Note that use of random sampling 
methods, even for small sample sizes, 
is sometimes interpreted by federal 
regulators as indicating the audit was 
statistical in nature and the results of the 
audit should be applied or extrapolated 
over the entire population. For this 
reason, we recommend not using random 
or statistical sampling methods. This 
assumes the audit is being performed as 
part of routine auditing and monitoring 
activities in support of the organization’s 
compliance program. If the audit is 
being performed in connection with an 
anticipated voluntary disclosure to a 
federal agency or contractor, or to quantify 
a potential overpayment in response 
to a regulatory investigation, use of an 
approved statistical sampling method (e.g. 
OIG RAT-STATS software2) is advised 
and consultation with your organization’s 
compliance officer and legal counsel 
should take place before proceeding.  

One final step in sampling is deciding 
whether to review prospective (pre-billed) 
or retrospective (post-billed) claims 
and medical records. The argument for 
performing prospective claim audits is 
that any errors identified can be corrected 
prior to release of the claims for billing. 
One of the major difficulties of performing 
a prospective medical record review, 
however, is selecting the sample itself, 
ensuring the provider’s documentation is 
complete prior to review, and the need for 
the practice to hold the claims from billing 
for the audit. Our experience has found 
that retrospective audits are generally 

preferable. However, the sample should 
be selected from a population of recent 
claims (e.g. within the past 3-6 months) 
to allow for submission of corrected/
adjusted claims, if required, within the 
payer’s timely filing period.  

Provider Scorecard

The purpose of the provider scorecard 
is to provide a balanced picture of the 
provider’s Evaluation and Management 
(E/M) coding and documentation 
practices resulting from both: 1) the chart 
audit and 2) the coding benchmarking 

1 The OIG Work Plan can be reviewed at http://oig.hhs.gov/publications/workplan.asp
2 The OIG Office of Audit Services RAT-STATS program can be downloaded at http://oig.hhs.gov/organization/oas/ratstats.asp

Exhibit III
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analysis. Our provider scorecard is 
comprised of three sections:

• Category I: Net Reimbursement 
Results 

• Category II: E/M Bell Curve 
Analysis 

• Category III: Overall Chart 
Documentation Quality 

Category I: Net Reimbursement Results

The Net Reimbursement Results 
provides a summary of the issues from 
the chart audit affecting the provider’s 
net reimbursement. The actual 
reimbursement amounts for the services 
billed are compared to the reimbursement 
amounts derived from the audit sample. 
This approach takes into account services 
that were:

• over-coded 

• under-coded,

• unbilled

• not billable, and 

• billed in the wrong E/M category

This approach provides a true 
representation of the overall 
reimbursement error rate. In Exhibit III, 
there were eight records in the audit 
sample, and errors of some type impacted 
reimbursement in four of the sampled 
records. Reporting a 50% accuracy rate 
based on the number of claims with an 
error is one approach commonly used. 
However, such an approach does not 
accurately describe the aggregate impact 
of the errors on the net reimbursement 
amount received from the payer. In this 
example, three claims were over-coded 
(99214 to 99213) and one claim was 
under-coded (99213 to 99214), resulting 
in a net reimbursement accuracy rate of 
90%. Reporting the results in this manner 
presents a much different picture than a 
50% claim accuracy rate and is consistent 
with the approach government regulators 
use when calculating an error rate for 
overpayment purposes,

In our provider scorecard, points are 
assigned for net reimbursement accuracy 
as follows:

• 6 points = 90% or greater accuracy 

• 4 points = 80% or greater accuracy

• 2 points = 70% or greater accuracy

• 0 points = less than 69% accuracy

Of the three categories that make 
up our provider scorecard, the Net 
Reimbursement Analysis is considered 
most important because the results of 
this chart audit demonstrate whether 
the services rendered and billed by the 
physician are complete and accurate 
and supported by the medical record 
documentation. For this reason, this 
category accounts is assigned a weight of 
50% of the total provider score.  

Category II: E/M Bell Curve Analysis

The E/M Bell Curve Analysis category 
provides a comparison of each provider’s 
historical E/M coding practices to 
their peer group using the CMS data 
previously described. Points are assigned 
based on whether a provider’s historical 
coding practices deviate, on a percentage 
basis, from their peer group.

As stated before, the established patient 
E/M visit codes (99211–99215) typically 
account for 60%–80% of the revenue for 
a primary care physician. As indicated in 
Exhibit I, Physician A’s use of E/M code 
99214 is 55% compared to the Carrier bell 
curve average of 37%. The percentage 
deviation calculation begins by calculating 
the difference between the Carrier 
percentage for E/M visit code 99213 (53%) 
and Physician A’s percentage for E/M visit 
code 99213 (39%). The difference of 14% 
is then divided by the Carrier percentage 
E/M visit code 99213 (53%). This 
calculation indicates an approximate 26% 
deviation for Physician A from the Carrier 
averages for E/M code 99214. 

We assign points based on the following 
percentage deviations:

• 3 points = less than a 15% deviation

• 2 points = between 16%–25% 
deviation

• 1 point = between 26%–44% 
deviation

• 0 points = greater than 45% deviation

The E/M Bell Curve analysis accounts 
for 25% of the total provider score in our 
Provider Scorecard. As noted previously, 
no conclusions can be made regarding 
the accuracy of coding and billing, nor 
compliance with government and third-
party payer rules and regulations, by 
the benchmarking of data alone. This 
component of the Provider Scorecard 
must be considered in relationship to the 
chart audit results in Category I.   

Exhibit V
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This category can be modified to measure 
other areas of interest (other range of CPT 
codes) when reviewing internal physician 
data.  

Category III: Overall Chart 
Documentation Quality

This category provides an evaluation 
of the overall quality of each provider’s 
medical records documentation based on 
criteria such as correct dates of service, 
legibility, and correct diagnosis coding. 
This category considers the following 
areas and point values:

• Correct date-of- service (1 point)

• Legibility (1 point)

• Correct diagnosis(es) reported 
on encounter form, based on 
documentation in medical record (1 
point)

• Proper use of student and/or scribe 
documentation (2 points)

• Documentation present for a consult3, 
as applicable (2 points)

• Percentage of time spent documented 

for time-based code or counseling 
visit (2 points)

• Documentation authenticated by 
signature or electronically (2 points)

• Documentation present for ordered 
diagnostics or ancillaries (2 points)

There are a total of eight categories and 
a possible 13 points in our provider 
scorecard. If a category does not apply to 
a provider, then it will be listed as “N/A” 
and not counted in the scoring. Per 
the example at Exhibit IV, there are ten 
records in the sample with a potential of 
130 points. In this example, the provider 
did not use students and/or scribes, and 
did not bill for consults or time-based 
services. Therefore, the total maximum 
possible points were 78. Based on the 
audit, 63 points were awarded for an 
accuracy percentage of 81%. We assign 
the following points based on accuracy 
percentages in this category:

• 3 points = 90% or greater accuracy

• 2 points = 80%–89% accuracy

• 1 point = 70%–79% accuracy

• 0 points = less than 60% accuracy

The overall chart documentation quality 
category accounts for 25% of the total 
provider score in the scorecard.

Scoring Grid

The maximum weighted score that a 
provider or practice can receive in our 
scorecard is 12 points (6 points for Net 
Reimbursement Results, 3 points for 
E/M Bell Curve Analysis and 3 points for 
Overall Chart Documentation Quality). 
The total number of points determines the 
overall score for the provider or practice 
as follows:

• Outstanding (11–12 points) 

• Good (8–10 points)

• Fair (4–7 points)

• Poor (< 4 points)

The provider/practice scorecard results 
can assist the practice and internal audit 
in determining follow-up corrective 
actions, including ongoing monitoring 
and future audits. For example, corrective 
actions may include additional provider 

3 The Medicare program no longer recognizes these codes after January 1, 2010. However, consultation codes are still recognized by other payers. Thus this criterion has 
been retained in our provider scorecard

Exhibit VI-A Exhibit VI-B
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education on E/M documentation 
requirements, focused internal monitoring 
for an extended period of time, or the 
need to place a provider on 100% pre-
bill claim review until a satisfactory 
level of performance is achieved. As 
is the case with all compliance-related 
internal audits, the audit results should 
be reviewed with your organization’s 
compliance officer and management, 
and responsibilities for corrective actions 
clearly identified, including submission 
of corrected claims and/or repayments to 
third-party payers.  

As shown in Exhibit V, we provide a 
summary scorecard that contains all 
providers reviewed in the practice, along 
with a detailed summary scorecard and 
assessment for each individual provider. 
The real value of the provider scorecard 
is the individual assessments that 
provide detail regarding the provider’s 
documentation and coding practices. See 
Exhibit VI for an example.

Example A

Dr. A’s scorecard indicates utilization of 
E/M code 99214 is much higher than the 
peer group. The E/M bell curve analysis 
percentage deviation was approximately 
38%. The result of the chart review 
indicated documentation appropriately 
supported E/M code 99214.  

Example B

Dr. B’s usage of E/M code 99214 is 
much higher than the peer group. 
The chart review results identified 
deficiencies in Dr. B’s documentation 
to support the billing of E/M code 
99214. The overall results were and the 
recommended corrective action was 
a 100% pre-bill audit of use of E/M 
code 99214 until a satisfactory level of 
performance is achieved in the use of 
this code. 

Example C

Based on the benchmarking analysis, 
a majority of Physician C’s services 
are billed using E/M code 99213. The 
chart results noted the provider’s 
documentation supported the higher-
level E/M code 99214 in several patients’ 
cases. It appears this provider may be 
conservatively coding E/M code 99213 
on routine basis resulting in lost revenue 
to the practice. Additional training for 
this physician on proper documentation 
and coding for all levels of E/M services 
would be recommended.

Example D

The bell curve analysis demonstrates 
Physician D has an unusually high 
volume of E/M codes 99214 and 99215. 
The chart audit results demonstrated 

that E/M code 99214 was billed 
appropriately in all cases. However, a 
review of E/M code 99215 determined 
that five claims should have been billed 
using a preventive medicine CPT code 
99397. Recommended corrective actions 
include a 100% pre-bill review of CPT 
code 99215 and consultation with legal 
counsel regarding corrective actions for 
previously billed claims.

Other Compliance Risk Areas in 
Physician Practices

This article focused on physician 
documentation and coding of E/M 
services as a high-risk compliance area 
for internal audit review. However, it is 
important for an internal auditor to also 
consider other potential risk areas when 
planning and performing physician 
practice audits. These may include:

• Use of correct place-of-service on 
claims—e.g. provider based clinic vs. 
freestanding office

• Use of correct provider identifier

• Requirements for use of NPPs 
including  “incident to” billing 
requirements

• Appropriate use of modifiers

The above list is not all-inclusive, but 
is a sampling of other issues that the 

Exhibit VI-C Exhibit VI-D
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internal auditor should be aware of 
when performing compliance audits for 
physician practices.

Conclusion

Federal audit contractors are increasingly 
using sophisticated proprietary data 
mining programs to analyze claim data 
and to identify providers for potential 

audit. Benchmarking of physician 
practice data against CMS comparative 
data is an effective way to focus 
limited internal audit resources toward 
providers who may be of higher risk for 
third-party audits. Physician scorecards 
are a valuable tool for communicating 
the results of internal auditing and 
benchmarking activities. Through the 
use of benchmarking and scorecard 

tools, even small internal audit teams 
can effectively assess risks and conduct 
audits of large employed provider 
networks. NP
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