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Podcast Discussion Questions & Answers 

🎧 Q1.  What exactly is Medical Decision Making (MDM)?
🎙️ A1. MDM is the story of your clinical thinking. It is built from three components:
1. Problems addressed
2. Data reviewed or ordered
3. Risk of management
You don’t need to declare “moderate complexity” in the note — your documentation naturally communicates the level when you describe what happened and why. Showing your reasoning, especially around decisions and risk, allows coders and auditors to clearly see the complexity you managed.
🎧 Q2. When should I choose MDM instead of Time?
🎙️ A2. Choose MDM when clinical complexity drives the visit. Examples include:
· Multiple chronic conditions with medication changes
· Significant data review that influences decisions
· High-acuity scenarios (e.g., sepsis workups)
· Managing uncertainty or risk
If your “clinical brain” is working harder than your stopwatch, MDM typically gives the most accurate code.

🎧 Q3. When is time a better option?
🎙️ A3. Time is the better choice when most of the visit is conversation, counseling, coordination, or reviewing records, such as:
· Delivering a new cancer diagnosis
· Long education or counseling sessions
· Extensive care coordination
· Reviewing multiple outside records before or after the encounter
For time-based billing, you must include a single, clear total time statement — for example:
“On the day of the visit I personally spent xx minutes. This time does not include any time spent performing procedures or assessments that are separately billable.”

🎧 Q4. Can I ever bill using both MDM and time for the same visit?
🎙️ A4. No. MDM and time cannot be combined. Even when both are high (“double high”), you must choose the one that best reflects what defined the visit. The correct method isn’t the one that gives the higher code — it’s the one that gives the truer code.

🎧 Q5. What should I document for time-based visits?
🎙️ A5. Time-based documentation requires a few things:	Comment by Lucia, Chela: It really also requires that the clinician is reporting time personally spent and time not counted in other billable services. I would include those two additional points briefly in this list.
1. A single total time statement for work personally performed by the clinician for the entire date of service
2. A believable description of what was done during that time (e.g., counseling, reviewing imaging, coordinating referrals)
3. Clear documentation that indicates the time counted did not overlap with any separately billable procedures or services
If the rest of the note reads like a 10-minute visit but you claim 45 minutes, auditors will view it as a mismatch. Align your note content to your time statement.

🎧 Q6. What do auditors look for when reviewing MDM?
🎙️ A6. Auditors examine only three things:
· Problems addressed
· Data reviewed or ordered
· Risk of management
If these elements aren’t clearly visible, the visit looks simpler than it was — even if you did complex work. Documentation doesn’t need to be long, but it must be clear.

🎧 Q7. What do auditors look for in time-based visits?
🎙️ A7. Auditors view time as black and white. They require:
· A clear total time statement
· Documentation proving the work happened on the date of service
· Supporting detail that the time was used appropriately
· A note that matches the level billed
The key is alignment — your time must make sense in context.

🎧 Q8. What are the biggest audit red flags?
🎙️ A8. The most common triggers include:	Comment by Lucia, Chela: Modifier -25 is a huge trigger; maybe add something about documentation should support time or MDM that is not included in other reported services.
· High-level codes with thin documentation
· Time-based visits missing a total time statement
· Copy-forward text that doesn’t reflect the current visit
· Billing an E/M visit based on time alongside separately billable procedures or services
· Frequent high-level time visits where the math doesn’t add up
These issues aren’t about bad intent — they simply raise questions of clarity or accuracy.

🎧 Q9. What habits protect me best in an audit?
🎙️ A9. Three habits make the biggest difference:
1. Document decisions, not just diagnoses — show your thought process
2. Be specific about your reasoning and risk
3. Use time confidently when appropriate, with total minutes and supporting detail
If someone else can easily follow your thinking or retrace your work, your documentation is defensible.

[bookmark: _Hlk221545155]🎧 Q10. Should I worry about audits?
🎙️ A10. If you document honestly and clearly, there’s no reason to fear audits. They’re not designed to punish clinicians; they exist to ensure alignment between the care delivered and the code chosen. Most clinicians who document thoughtfully and transparently have nothing to worry about.

🎧 Q11. What is the most important takeaway from this episode?
🎙️ A11. Document your thinking or your time — clearly and honestly — and your coding will defend itself.
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