Evaluation and Management Coding for Primary Care        
A. Components of E/M Service
	
	1. Three Key Components:
		History
			Chief Complaint (CC)
			History of Present Illness (HPI)
			Review of Systems (ROS)
			Personal, Family, Social History (PFSH)

		Exam 
			1995 Exam Guidelines
			1997 Exam Guidelines 
		
Medical Decision-Making
			Number of Diagnosis/Management Options
			Amount/Complexity of Data
			Table of Risk

	2. Four Minor or Contributory Components:
		Counseling*			
		Coordination of Care*		
		Nature of the Presenting Problem-described in Chief Complaint
		Time-Time Coding discussed below* (see section D)

B. Definition of 3 Key Components

1. History (4 parts):

a. Chief Complaint (CC): Medical Necessity Statement: A clear, concise statement stating the reason for TODAY’s visit; usually stated in the patient’s own words. Absolutely essential for payment.

b. History of Present Illness (HPI): Chronological description of patient’s present illness:
	1. Location (body area/organ: arm, thigh, eye)			
	2. Severity (1-10 scale/controlled or uncontrolled/worsening/extremely/better/worse)		3. Timing (when does it occur? Daily/intermittently/twice this month/at night)	
	4. Modifying Factors (what makes it better or worse? Meds/exercise/sleep)
	5. Quality (usually an adjective: sharp, stabbing, dull, throbbing)
	6. Duration (how long? Since XXX happened/ a long time/ 6 months) 
	7. Context (this happens when… can refer to event or situation)
	8. Associated Signs and Symptoms (manifestations of illness: pain, ache, limp)

c. ROS (Review of Systems)-Series of questions designed to elicit a response (negatives count):
	1. Constitutional (sleep/appetite/energy)	  
	2. Eyes	(watery/itchy/blurry vision)			  	
	3. Ear, Nose, Mouth and Throat (Sinus problems/toothache/trouble swallowing)	
	4. Cardiovascular (tachycardia/chest pain)		
	5. Respiratory	(cough/breathing difficulties)		
	6. Gastrointestinal (stomach ache/constipation/diarrhea)				
	7. Genitourinary (urinary pain/discharge)			
	8. Musculoskeletal (cramps/muscle, joint pain or swelling)
	9. Integumentary (rash/disturbance of skin sensation/hair or nail changes)
	10. Neurological (tics/weakness/numbness/dizziness/loss of balance)
	11. Psychiatric (anxious, irritable/depressed or paranoid when not a diagnosis)
	12. Endocrine (hot, cold intolerance/metabolism changes/excessive thirst, urination)
	13. Hematologic/Lymphatic (easy bruising or bleeding/swollen glands) 
	14. Allergic/Immunologic (allergies/reactions to meds or other substances)
d. PFSH (Personal, Family, Social History):
	1. Personal: Past treatments, illnesses, operations or meds
	2. Family:  Pertinent medical/hereditary conditions affecting biological family
	3. Social: Social interactions (school, work, relationships, jail, drug/alcohol use)
				
2. Exam (Pick either 1995 or 1997 guidelines-whichever advantageous to prescriber):
	a. 1995 Exam Guidelines: Body Areas and/or Organ Systems counted:
	Problem-Focused Exam: Exam of 1 Body Area or Organ System
	Extended Problem-Focused Exam: Limited exam of 2-7 Body Areas and/or Organ Systems
	Detailed Exam: Extended exam of 2-7 Body Areas and/or Organ Systems (one BA/OS in ‘Detail’)
	Comprehensive Exam: Exam of 8 Organ Systems only

		10 Body Areas (per CPT)			11 Organ Systems (per CPT)	
Head, including the face			Eyes
Neck						Ears, nose, mouth and throat
Chest, including breast and axilla		Cardiovascular
Abdomen					Respiratory
Genitalia, groin, buttocks			Gastrointestinal
Back						Genitourinary
Each Extremity				Musculoskeletal		
							Skin (Integumentary)
							Neurological
							Psychiatric
							Hematologic/lymphatic/immunologic
	b. 1997 Exam Guidelines: 
	General Multi-system Exam (see attached):
	Problem-Focused Exam: 1-5 ‘bullets’
	Expanded Problem-Focused Exam: at least 6 ‘bullets’
	Detailed Exam: 12 ‘bullets’:  2 from 6 areas –or– 12 total in 2 or more areas
Comprehensive exam: 18 ‘bullets’: all ‘bullets’ in at least 9 areas with at least 2 in each 9 areas
	
3. Medical Decision-Making or MDM (Also known as ‘Assessment & Plan’) (3 parts):

a. Number of Diagnosis and/or Management Options: (add points)

1. ‘Problems’ are not considered Diagnoses due to being self-limiting or transitory and involve no ‘Plan of Care’ with a maximum of two problems counted for coding purposes = 1 pt each and 2 pts maximum 
	
	2. Established stable or improved Dx to provider = 1 pt each (no maximum)
	
	3. Established worsening or unstable Dx to provider = 2 pts each (no maximum)

4. ‘New Dx’ to provider = 3 pts and allows for a Level 4 service with med management with either a Detailed History or Exam; see chart below for documentation requirements 

	5. Additional workup (additional tests/labs ordered only applies to new Dx = 4 pts
	
b. Amount and/or Complexity of Data (add points)

1. No matter how many labs or tests from radiology or medicine sections of CPT are ordered and/or reviewed: only 1 point is awarded for each section

2. Document what test was discussed with performing physician and why = 1 pt

3. Document your decision to obtain old records and source = 1 pt

4. When Reviewing/Summarizing, obtaining old records, or discussing case with another health care provider document what you reviewed, what was discussed and who you spoke to. To show the medical necessity of this additional work, document why, even if it is parent/caregiver present at encounter. Perfunctory work does not count for coding purposes = 2 pts 

5. Independent visualization of EEG’s/other tests must be documented as such with your interpretation, not just a review = 2 pts (If separately billed cannot count pts)

c. Table of Risk (3 categories-calculated by physician). The risk of significant complications, morbidity, and/or mortality as well as comorbidities associated with:
	
	1. Patient’s Presenting Problem(s)
	
	2. Diagnostic Procedures/Tests Ordered/Performed
		
	3. Management Options Selected 

Pick highest value in any of 3 categories for Highest Risk –USE TABLE OF RISK (see below):
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C. Calculating E/M Codes Using the 3 Key Components
	a. Place of Service: Inpatient, Outpatient: We are outpatient
b. Type of Service: Established or New: Established patients require only two key components (History, Exam, MDM) to code encounter; new patients require all three 
	c. Level of Service: Established Patient 99211-99215 New Patient 99201-99205 
	Established patient: 2 of 3 components with MDM and either History or Exam
	

	  E/M     Code             
	History
	Exam
	MDM 
	

	99212
	1-3 HPI elements or the status of 1-2 chronic conditions
(Problem-Focused)
	Problem-Focused
1995 guidelines: 1 body area or organ system
1997 guidelines: 1-5 elements identified by a bullet
	1 established stable illness or 1 self-limiting or minor problem 
with minimal risk only or maximum of 
1 point for data.
(Straightforward)
	

	99213
	1-3 HPI elements or the status of 1-2 chronic conditions and 1 ROS element
(Extended Problem-Focused)
	Extended Problem-Focused
1995 guidelines: 2-7 body areas or organ systems
1997 guidelines: 6 or more elements identified by a bullet
	2 established stable illnesses or 1 worsening illness with at least low   risk or 2 pts for data.
(Low)
	

	99214
	4 HPI elements or the status of 3 chronic conditions and 2-9 ROS elements and 1 PFSH element
 (Detailed)
	Detailed
1995 guidelines: 2-7 body areas or organ systems, one in detail
1997 guidelines:
12 or more elements identified by a bullet from each of 6 areas/systems-or-
At least 12 elements identified by a bullet in two or more areas/systems
	3 established stable illnesses or 2 established stable illnesses with one worsening or 1 new problem with at least moderate risk or 3 pts for data. 
(Moderate)	
	

	99215
	4 HPI elements or the status of 3 chronic conditions and 10 ROS elements and 2 PFSH elements
(Comprehensive)
	Comprehensive
1995 guidelines: 8 organ systems
1997 guidelines: Perform all elements identified by a bullet in at least 9  organ systems or body areas and document at least 2 elements identified by a bullet from each of nine areas/systems 
	3 established stable illnesses with one worsening or 2 established worsening illnesses or 1 new problem with additional work-up with high risk or 4 pts for data.
(High)
	


Circle each level of History, Exam and MDM achieved. Then draw line thru (3 of 3) or (2 of 3) or (middle circle) to find level

	New patient: All three components required

	  E/M     Code             
	History
	Exam
	MDM 

	99201
	1-3 HPI elements or the status of 1-2 chronic conditions
 (Problem-Focused)
	Problem-Focused
1995 guidelines: 1 body area or organ system
1997 guidelines: 1-5 elements identified by a bullet
	1 established stable illness or 1 self-limiting or minor problem with minimal risk only or maximum of 1 point for data.
(Straightforward)

	99202
	1-3 HPI elements or the status of 1-2 chronic conditions and 1 ROS element
(Extended Problem-Focused)
	Extended Problem-Focused
1995 guidelines: 2-7 body areas or organ systems
1997 guidelines: 6 or more elements identified by a bullet
	1 established stable illness or 1 self-limiting or minor problem with minimal risk only or maximum of 1 point for data.
(Straightforward)

	99203
	4 HPI elements or the status of 3 chronic conditions and 2-9 ROS elements and 1 PFSH element
(Detailed)
	Detailed
1995 guidelines: 2-7 body areas or organ systems, one in detail
1997 guidelines: 12 or more elements identified by a bullet from each of 6 areas/systems -or- at least 12 elements identified by a bullet in two or more areas/systems
	2 established stable illnesses or 1 worsening illness with at least low risk or 2 pts for data.
(Low)

	99204
	4 HPI elements or the status of 3 chronic conditions and 10 ROS elements and 2 PFSH elements
(Comprehensive)
	Comprehensive
1995 guidelines: 8 organ systems
1997 guidelines: Perform all elements identified by a bullet in at least 9  organ systems or body areas and document at least 2 elements identified by a bullet from each of nine areas/systems
	3 established stable illnesses or 2 established stable illnesses with one worsening or 1 new problem with at least moderate risk or 3 pts for data. 
(Moderate)	

	99205
	4 HPI elements or the status of 3 chronic conditions and 10 ROS elements and 3 PFSH elements
(Comprehensive)
	Comprehensive
1995 guidelines: 8 organ systems
1997 guidelines: Perform all elements identified by a bullet in at least 9  organ systems or body areas and document at least 2 elements identified by a bullet from each of nine areas/systems
	3 established stable illnesses with one worsening or 2 established worsening illnesses or 1 new problem with additional work-up with high risk or 4 pts for data. (High)




Circle each level of History, Exam and MDM achieved. Then draw line thru LOWEST CIRCLE to find level

D. Calculating E/M Codes by Time

To be used when counseling and/or coordination of care by prescribing provider dominates the encounter; teaching physicians cannot bill by time for resident services. When coding by time no other E/M guidelines apply other than you must have a valid chief complaint.  Documentation requires 3 distinct parts to code by time:

· Total Time of Encounter (face-to face time only)
· Time Spent Counseling/Coordinating Care: must be >50% of Total Time (see chart below)
· Discussion in body of note describing the counseling and/or activities to coordinate care
NOTE: this is not psychotherapy; there is a distinct difference

The E/M level is calculated using the face-to-face time rounded down to the closest average time for the E/M service noted in CPT book. (ex: your face-to-face time was 30 minutes of which 20 minutes was spent counseling and/or coordinating care for patient. You documented discussion of coping mechanisms for PTSD and providing resources for follow-up. Average time for 99214 is 25 min and average time for 99215 is 40 min. Your 30 minutes rounds down to closest average time of 25 minutes and you bill for a 99214) 


	E/M Level
	Average Time in CPT (min)
	Minimum Counseling Coordinating time (min)

	99201
	10
	>5 

	99202
	20
	>10

	99203
	30
	>15

	99204
	45
	>22

	99205
	60
	>30

	99212
	10
	>5

	99213
	15
	>7

	99214
	25
	>12

	99215
	40
	>20



Two important issues:
· If documentation allows for both ‘leveling’ and ‘time coding’ an encounter, whichever gives the higher code is what is billed
· I would discourage coding new patients by time unless the documentation absolutely supports it.
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1997 General Multi-System Exam

		

Problem Focused

		

Exp. Problem Focused

		

Detailed

		

Comprehensive



		1-5

Elements

		6-11

Elements

		>2 Elements from each of 6

area/system or >12 Element in

>2 areas/systems

		All Elements in >9 systems/areas and

Document >2 from each of the 9

areas/systems



		System/ Area

		Elements of Examination



		Constitutional

		•	Measurement of any three of the following seven vital signs:

1) BP: sitting or standing   5) Temperature

2) BP: supine	6) Height

3) Pulse	7) Weight

4) Respiration

•	General appearance (e.g., development, nutrition, body habitus, deformities, attention to grooming)



		Eyes

		•	Inspection: Conjunctivae and lids

•	Exam: Pupils and irises

•	Ophthalmoscopic exam: Optic discs  and posterior segments



		Ears, Nose,

Mouth, and

Throat

		•	Inspection of external ears and nose

•	Otoscopic exam: external auditory canals and tympanic membranes

•	Assessment of hearing (any method)

•	Inspection of nasal mucosa, septum, and turbinates

●	Inspection of lips, teeth, and gums

•	Exam: Oropharynx



		Neck

		•	Exam: Neck

•	Exam: Thyroid



		Respiratory

		•	Respiratory effort

•	Percussion of chest

•	Palpation of chest

•	Auscultation of lungs



		Cardiovascular

		•	Palpation of heart

•	Auscultation of heart

Exam:    ● Carotid arteries	● Abdominal aorta

● Femoral arteries	● Pedal pulses

● Extremities for edema/varicosities



		Chest (breasts)

		•	Inspection of breasts

•	Palpation of breasts and axillae



		Gastrointestinal

(abdomen)

		•	Exam: Abdomen

•	Exam: Liver and spleen

•	Exam: Hernia

•	Exam: Anus, perineum and rectum

●	Stool for FOB



		Genitourinary –

Male:

		•	Exam: Scrotal contents

•	Exam: Penis

•	Exam: Prostate



		Genitourinary –

Female:

		Pelvic examination (with or without specimen collection for smears and cultures), including exam of:

•	External genitalia and vagina

•	Urethra

•	Bladder

•	Cervix

•	Uterus

•	Adnexa



		Lymphatic

		Palpation of lymph nodes in two or more areas:	●Neck	● axillae	● groin	● other



		Musculoskeletal

		•	Examination of gait and station

•	Inspection and/or palpation of digits and nail

Examination of any of the six areas: 1) head and neck; 2) spine, ribs, and pelvis; 3) right upper extremity;

4) left upper extremity; 5) right lower extremity; and 6) left lower extremity.

•	Inspection and/or palpation (misalignment, asymmetry, masses, tenderness, effusions)

•	Assessment of range of motion

•	Assessment of stability

•	Assessment of muscle strength and tone



		Skin

		•	Inspection: Skin and SQ tissue

•	Palpation: skin and SQ tissue



		Neurologic

		•	Cranial nerves

•	Exam: deep tendon reflexes

•	Exam: sensation



		Psychiatric

		•	Description of patient’s judgment and insight

Brief assessment of mental status including:

•	Orientation to time, place, and person	●  Memory: recent and remote

•	Mood and affect
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Table

Table of Risk

Level of | Presenting Diagnostic Procedure(s) | Management Options
Risk Problem(s) Ordered Selected
Mirimal One selflimited or minor | Laboratory tests requiring Rest
problem (e.g., cok, insect | veripuncture Gargles
bite, tinea corporis) Elastic bandages
>EKG/EEG Superfical dressings
> Urinalysis
> Utrasound (e, echocardiography)
> Potassium hydroxide prep
Low >Two o more selfimited | > Physiologic tests not under stress | > Overthe-counter drugs
or minor problems (e.g. pulmonary function tests) | > Minor surgery with no idertiied
> One stable chronic | > Noncardiosasouar imaging stucies | isk factors
flness (e, wel-controled | with contrast (e.g., barium enema) | > Physica therapy
hypetension or noninsuiin{ > Superfcial needle biopsies > Occupational therapy
dependent diabetes, > Clinical laboratory tests fequiing | > IV flids without additives
cataract, benign prostastio| arterial puncture
hyperplasia) > Skin biopsies
> Acute uncompliated
finess o injury (2.9,
cystis, allrgi hinis,
simple sprain)
Moderate | >One or more chronic. | > Physiologi tests under stress | > Minor surgery with dentfied
finesses with mid (e.g., cardiac stress test, fetal risk factors
exacerbation, progression | contraction stress test) > Elective mejor surgery
or side eflects oftreatment | > Diagnostic endoscopies with no | (open percutaneous or endoscopic)
>Two or more stable | idertified isk factors with o idertiied risk factors
chronic ilnesses > Deep needle or incisional biopsy | > Prescription drug management
> Undiagnosed new > Cardiovasculr imaging studies | > Therapeutic nuclear medicine:
problem with uncertain | with contrast and o identified > IV fuids with additives
prognosis (e.g. lump | risk factors (e.g, ateriograrm, > Closed treatment or fracture
in breast) cardiac catheterization) or diskocation without manipuiation
> Actte ilness with > Obtain fuid from body cavity
systemic symptoms (e, | (e, lumbar puncture, thoracentesis)
pyelonephiis,
pneumontis, cole)
> Acute complicated injury
(e.g. head injury with brief
loss of consciousness)
High > One or more chronic. | > Cardiovascular imaging studies | > Elective major surgery (open,

iinesses with severe
exacerbation, progression,
or side effects of treatment|
>Aaite or chronic:
flnesses o njuries

that pose a threat to e or|
bodily functon (e.g.,
multple trauma, acute MI,
pulmonary embolus,
Severe respiratory distress,|
progressive severe
theumatoid arthits,
pychiatric ilness with
potentil threat to seff or
others, pertonit, acute
renal failre

> An abrupt change in
neurologic status (&.g.,
seizure, TIA, weakness,

or sensory loss)

with contrast with dentfied risk
factors

> Cardiac electrophysiological
tests

> Diagnostic endoscopies with
identified ris factors

> Discography

percutaneous, or endoscopi) with
identified rik factors

> Emergency mejor surgery (open,
percutaneas, or endoscopic)

> Parenteral controlled substances
> Drug therapy requiring intensive
monitoring for tocity

> Decision not to resusciate or
de-escalate care because of

poor prognosis
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19 9 7   G e n e r a l   M ul t i - S y s t e m   Exam  

  P ro b l e m Fo c u s e d    E x p.  P r ob l e m Fo c u se d    Deta il ed    C o m pr e h e n s i v e  

1 - 5   E l e m e n t s  6 - 11   E l e m e n t s  > 2   E l e m e n t s   f r o m   e a c h   o f  6   area /s ys t e m   o r  > 1 2   E l e m en t in   > 2   area s / s ys t e ms  A ll   E l e m e n t s in   > 9   s y st e m s / area s   a nd   D o c u m e nt   > 2   f r o m   e a c h   o f  t h e   9   a r eas / s y ste m s  

Sys t em/  Ar ea  E l e m e n ts   o f   E x a m i na t i on  

Con s titutio n a l  •   M ea s ure m en t  o f  a n y   t hr e e   of  t he   f o ll o w i ng   seve n   v i t a l   s i g n s :   1 )   B P :  s i tt i n g   o r   st and i n g     5 ) T e m pera t ur e   2 )   B P :  s up i n e   6 )  He i ght   3 )   P u l s e   7 )   W e i g h t   4 )  R e s p i ra t i on   •   G enera l   appearan c e   (e . g. ,   deve l o p m e n t ,  nu t r i t i on ,   bod y  hab i t us ,   d e for m i t i e s ,  a tt e n t i o n   t o   gro o m i ng)  

E y e s  •   I n s p e ct i o n :   Con j unc t i va e   an d   l i ds   •   E x a m :  P up i l s   an d   i r i s es   •   O ph t ha l m o sc op i c   e x a m:   O p t i c   d i s c s    an d   po st er i o r   s e g m e n t s  

E a r s ,   No se,   M outh,   a nd   Thro a t  •   I n s p e ct i o n   o f   e x t erna l   ear s   an d   n o s e   •   O t os c op i c   e x a m :  e x t erna l   aud i t or y  c ana l s   an d   t y m pan i c m e m branes   •   A s s ess m e n t   o f   hear i n g   (an y   m e t h od )   •   I n s p e ct i o n   o f   n a s a l   m u c o s a ,  s ep t u m,   an d   t urb i na t e s   ●   I n s pec t i o n   o f   li p s ,  t e e t h ,  an d   gu ms   •   E x a m : O rophary n x  

N eck  •   E x a m :  Neck   •   E x a m : T hyro id  

R es pir a to r y  •   Re s p i ra t o ry  e ff o r t   •   P er c us s i o n   o f  c h e s t   •   P a l pa t i o n  o f  c h e s t   •   A us c u l t a t i o n   o f   l un g s  

C a rdio v asc ul ar  •   P a l pa t i o n  o f   hear t   •   A us c u l t a t i o n   o f   hear t   E x a m :      ●   Caro t id   ar t er i e s   ●  Abd o mi na l   aor t a   ●   F e m ora l   ar t er i e s   ●  P eda l   pu l ses   ●   E x t re m i t i e s  f o r  ed e m a/var i c o s i t i es  

Ch es t (br e a s t s)  •   I n s p e ct i o n   o f   bre a s t s   •   P a l pa t i o n  o f   bre a s t s   an d   a x ill ae  

G as troint es t i n al   ( a bdo m e n)  •   E x a m :  A bd o m en   •   E x a m :  L i ve r  an d   s p l ee n   •   E x a m :  Hern ia   •   E x a m : A n u s ,  per i ne u m   an d   r e ct u m   ●   S t oo l   f o r F O B  

G e nitourin a r y   –   Ma l e:  •   E x a m :  S c ro t a l   c on t e n t s   •   E x a m :  P en i s   •   E x a m :  P ros t a t e  

G e nitourin a r y   –   F ema l e:  P e l v ic  e x a m i na t i o n   ( w i t h   o r  w i t hou t   s p e c i m e n   c o l l ec t i o n   f o r  s m ear s  a n d   c u l t ure s ) , i nc l ud i n g   e x a m   o f :   •   E x t erna l   gen i t a lia   an d   vag i na   •   Ure t hr a   •   B l adder   •   Cerv i x   •   U t erus   •   A dne x a  

L y m ph a tic  P a l pa t i o n  o f l y m p h   node s in   t wo   o r   m ore  areas :   ●Ne c k   ●  a x il l a e   ●  gro in   ●   o t her  

M u sc u lo s k e l e t a l  •   E x a m i na t i o n   o f   ga i t   an d   s t a t i on   •   I n s p e ct i o n   and / o r  pa l pat i o n  o f  d i g i t s   an d  na i l   E x a m i na t i o n   o f   an y  o f  t h e  s i x   area s :  1 )  hea d   an d   n e c k ;   2 )   s p i n e ,   r i b s ,  an d   pe l v i s ;   3 )  r i g h t   uppe r  e x t re mi ty ;   4 ) l e f t  uppe r  e x t re m i t y ;   5 )  r i g h t   l o w e r  e x t re m i t y ;  an d   6 ) l e f t l o w e r  e x t re mi t y .   •   I n s p e ct i o n   and / o r  pa l pat i o n   ( m i s a l i gn m e n t ,  a s y mm e t ry ,   m a ss e s ,  t enderne s s ,   ef f u s i on s )   •   A s s ess m e n t   o f   rang e   o f  m o t i on   •   A s s ess m e n t   o f  st ab i li t y   •   A s s ess m e n t   o f m us c le   s t reng t h   a n d  t one  

S k in  •   I n s p e ct i o n :  Sk in   an d   S Q   t i ss ue   •   P a l pa t i on :   sk in   an d   S Q   t i ss u e  

N e urologic  •   Cran i a l   nerves   •   E x a m :   dee p   t endo n   ref l e x es   •   E x a m :   s e n s a t i on  

P s y c hi a tric  •   De sc r i pt i o n  o f  pa t i e n t ’ s   j ud g m e n t   a n d i n s i g h t   B r i e f   a s s ess m e n t   o f  m e n t a l   s t a t u s   i n c l ud i ng:   •   O r i en t a t i o n   t o   t i m e ,   p l a c e ,  an d   pe r s o n   ●    M e m ory :  re c en t  a n d   r e m o t e   •   M oo d   an d   a ff ec t  

 


