E/M Guidelines for the Outpatient Office Visit
Objectives

1. Understand the application of CPT codes to E/M visits.

2. Understand what an RVU is and how it is calculated.

3. Define a component and apply it to an office visit.

4. Define an element and apply it to an office visit.

5. Understand the levels of components.

6. Understand how to use time as a means to apply a CPT code to a visit.

7. Properly code an E/M visit.

8. Use a modifier 25 to properly code a visit.
Origination of the Guidelines

     The Coding guidelines that are in place today for healthcare visits and care have been developed by the Centers for Medicare and Medicaid Services (CMS). These codes include the CPT, ICD-9, HCPCS and DSM-IV guidelines.
     The CPT guidelines are divided into sections based on general areas of medicine. Theses areas include evaluation and management, anesthesiology, surgery, radiology, pathology and laboratory and medicine. The CPT codes are based on physician work. These codes are based on the nature and amount of work, place and type of service, and the patient’s health and age.

Relative Value Unit

     Each CPT code has a relative value unit assigned to it. The value is based on the Resource Based Relative Value Scale(RBRVS). This value allows doctors and insurance payers to conceive reimbursement amounts for services rendered. These values are updated yearly and are published by the CMS in the Federal Record. The RVU is calculated by taking into consideration the amount of physician work, practice expenses, malpractice costs, location of the service provided and geographic area. This value is then multiplied by a conversion factor that is updated yearly to reflect inflation and cost of living increases. This number is the allowable charge that a physician may ask of an insurance payer for a service.

Example: for a 99213= established patient sick visit. The RVU is 1.98. The conversion factor is 37.16.

The charge then would be 1.98x37.16=$73.57.This is the amount that a physician may charge an insurance company for providing this service to its’ members.
     The components of the E/M visit are:
History

Examination

Medical Decision Making

Counseling

Coordination of Care

Time

     All of these components must be documented in the medical record. Accurate documentation of the visit is important for a record of your patient management. It legitimates the charge to the insurance company and also serves as a record for medical legal purposes. Remember proper coding is necessary. Under or over coding is considered insurance fraud.
Pearl: remember to always document who accompanied the patient to the visit. This can be instrumental in medical legal documentation.
The Reimbursement Cycle
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     Payment to a physician for services rendered for members of an insurance plan is determined as follows. An employer decides to contract with an insurance company for its employees’ health insurance. Employees are enrolled and they choose a physician in the network. Physicians also must contract with the insurance company to be network providers. The physician performs a service for the member. The visit is documented and coded. The codes are sent to the insurance company. The physician receives a fee from the insurance company and sometimes the member (co-pay) for the service.
Pearl:  Before signing a contract with an insurance company the physician should understand the contract and the fee schedule.
Services

There are several different types of medical services that physicians provide for their patients. Some are inpatient vs. outpatient. There are medical vs. surgical. For this module we will focus on outpatient medical services. These include the primary care office visit, preventive care, consultations, counseling, prolonged services, telephone management, care oversight and procedures. Consultations have their own set of codes and requirements and will be discussed in another module. We will focus on medical outpatient sick visits and preventive visits. 
New vs. Established Patients

The patient must be assigned a new vs. established status when billing for a visit. A new patient is defined as one that has not received any professional services from the physician, or another member of the same specialty from the same group in the last three years.

Pearl: If a physician is covering for another physician’s group and sees their patient in his office, the patient is considered an established patient.
The Codes

The evaluation and management codes for outpatient visits are divided into preventative care and problem visits. In order to assign a code to either type of visit, you must first establish whether the patient is new or established. Then determine if the visit is a problem visit or a preventative care visit. The preventative care visits are assigned codes according to the age of the patient. This is pretty simple. Make sure to assign the correct code. Insurance companies will deny the claim if you pick the wrong code. The problem visits are assigned a code depending on the component requirements that are fulfilled.

It’s a good idea to develop a feel for the problem visit codes. For established patients the following is a list of examples.
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– 99211- nurse visit

– 99212- easy, brief problems

– 99213- average, usual problems

– 99214- “oh no”

– 99215- post visit “just ran a marathon”

feeling


The Components

The components of the evaluation and management codes for problem visits are history, exam, medical decision making and time. We will discuss each component and the elements that are required to satisfy that component.
History

The history of the visit contains the chief complaint, the history of the present illness, the review of systems and the past family, medical, surgical or social history. These are the elements of the history. 
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(HPI)

Review of Systems

(ROS)

Past, Family, Social History

(PFSH)

Location, quality, severity, duration, 

timing, context, modifying factors, 

associated signs & symptoms

Constitutional; eyes; ears, nose, 

mouth & throat; cardiovascular; 

respiratory; GI: GU; 

musculoskeletal; integumentary

(including breast); neurological; 

psychiatric; endocrine; 

hematologic/lymphatic; & 

allergic/immunologic

Past

-experience with illnesses, 

operations injuries & treatments;eg

allergy hx, medications taken prior to 

the visit

Family

- medical history, including 

diseases that may be hereditary or 

place patient at risk;current illness in 

the family

Social

-age appropriate review of 

patient’s past and current activities 

including marital status, employment, 

drug & alcohol abuse, education and 

sexual history, day care status

Elements of The History


There are four levels of history. They are problem focused, expanded problem focused, detailed, and comprehensive. The level is determined by the number of description of each element. 
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Complete

(2 of 3 or 3 of 3)

Complete

(≥ 10)

Extended

(≥ 4)

Comprehensive*

Pertinent

(1 of 3)

Extended

(2-9)

Extended

(≥ 4)

Detailed

Problem 

Pertinent 

(1)

Brief

(1-3)

Expanded 

Problem Focused

Brief

(1-3)

Problem Focused
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*May state the history is unavailable due to patient’s condition or lack of historian


For instance, if the history of present illness was described as a three year old female presents today with a history of four days of vomiting, diarrhea and fever, there would be four descriptions (four days, vomiting, diarrhea, fever).
     The chief complaint states in the patients words why they sought medical care. I can be documented by ancillary medical staff.

The history of present illness should include a description of symptoms. It must be documented by the physician or reviewed by the physician. This can be brief (1-3 descriptions) or extended (4 or more descriptions). 
Review of systems also has its own levels see below 
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Level of 

History

Chief 

Complaint 

(CC)

History of Present Illness 

(HPI)

Review of Systems 

(ROS)

Past, Family, Social History 

(PFSH)

CPT Medicare CPT Medicare CPT Medicare

Problem 

Focused

99212

Required Brief 1-3 elements Not Required Not Required

Expanded 

Problem 

Focused

99213

Required Brief 1-3 elements Problem-

Pertinent

1 system Not Required

Detailed

99214

Required

Extended 4 + elements 

OR 3+ 

chronic or 

inactive 

conditions

Extended

2-9 

systems

Pertinent 1 element

Comprehensive

99215

Required Extended 4 + elements 

OR 3+ chronic 

or inactive 

conditions

Complete 10 systems Complete 2 or 3 elements


For a complete review of systems you may document all positive and negative responses and then state” all other systems reviewed and negative”.

     Past, family, and social histories also have levels of complexity. 
[image: image6.emf]Past, family and social history 

(PFSH)

• Past history

• Family history

• Social history

• Pertinent

–

At least 1 specific item 

from any area

• Complete

–

At least 1 specific item 

from

•

2 areas for established 

office visit

•

all 3 areas for new 

office visit, hospital 

care & consults

• Not required for 

interval history

 
Pearl:  by documenting a child goes to daycare you have fulfilled one element of social history. This can sometimes increase the level of care and code.
Physical exam

     The physical exam is defined as an examination of body areas and organ systems. This always includes a general description of the patient. The body parts for the physical exam are as follows. 
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exam

• Body areas

–

head/face

–

neck

–

chest

–

abdomen

–

genitalia/groin

–

back

–

each extremity

• Organ systems

–

eyes

–

ears/nose/throat

–

cardiovascular

–

respiratory

–

gastrointestinal

–

genitourinary

–

musculoskeletal

–

skin

–

neurological


     There are two separate rules when defining the type of physical exam. The 1994 rules are the simplest. If you examine 5 or more body systems you have a detailed

exam.


[image: image8.emf]The rule you choose determines 

the physical exam type

≥

2 elements from 

≥

9 BA/OS

≥

8 OS Comprehensive

≥

2 elements from 

≥

6 BA/OS or 

≥

12 

elements from >1 

BA/OS

5-7 BA or OS Detailed

>6 elements from 

≥

1 

BA/OS

2-4 BA or OS

Expanded problem 

focused

1-5 elements from 

≥

1 BA/OS

1 body area (BA) or 

organ system (OS)

Problem focused

’ 97 rules ’ 94 rules Type of exam


Medical Decision Making

This is a component of the CPT E/M code. This encompasses the number of possible diagnoses or management options. It also includes the tests ordered and medical records reviewed by the provider (data). Risk is also taken into consideration. A patient whose diagnosis carries increased risk has a more detailed type of decision making. The elements of decision making are as follows: 
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2 of 3 elements must meet or exceed

Decision Making

Options Data Risk

Straightforward

Minimal

(1)

Min/none

(0-1)

Minimal

Low complexity

Limited

(2)

Limited

(2)

Low

Moderate

complexity

Multiple

(3)

Moderate

(3)

Moderate

High complexity

Extensive

(



4)

Extensive

(



4)

High


The levels of risk are described below.
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

OTC meds



minor surgery 

(sutures)



IVF without 

additives



non-stress 

tests



PFT/PEFR



barium 

enema



ABG



two or more self-limited or 

minor problems



one stable chronic illness



NIDDM



HTN



acute uncomplicated 

illness or injury



simple sprain



cystitis

Low



rest



elastic 

bandage



superficial 

dressing



venipuncture



CXR



UA



ultrasound



wet prep



one self-limited or minor 

problem



URI, 



uninfected insect bite, 



ringworm

Minimal

Management options Diagnostic 

procedures

Presenting problem Level of risk
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

minor surgery with 

identified risk 

factors



elective surgery 

with no identified 

risk factors



prescription drug



IVF with additives



closed treatment of 

fracture or 

dislocation without 

manipulation



stress 

testing



lumbar 

puncture



thoracentesi

s



one or more chronic 

illnesses with mild 

exacerbation



undiagnosed new 

problem of uncertain 

prognosis



acute illness with 

systemic symptoms



pyleonephritis



acute complicated 

injury



CHI with brief LOC

Moderate

Management options Diagnostic 

procedures

Presenting problem Level of risk
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

elective major 

surgery with 

identified risk factors



emergent major 

surgery



parenteral controlled 

substances



drug therapy 

requiring close 

monitoring



cardiac EPS



one or more chronic 

illnesses with severe 

exacerbation



life threatening 

illness or injury



abrupt change in 

neuro stattus

High

Management options Diagnostic 

procedures

Presenting problem Level of risk


     Prescribing medications can change the level of decision making. If you write a prescription for a medication your level of decision making elevates to moderate. 
Time

Time may be a the key or controlling factor to qualify the use of a particular E/M service provided certain conditions have been met. Counseling or coordination of care dominates the patient encounter. It must be more that 50%. Time can be applied to physician services only. The time must be face to face time in the office, hospital or nursing home. The counseling must be documented and there must be documentation of the total visit time and the time spent counseling or coordination of care.

For example: A two year old female comes into the office. The parent wants to discuss behavior modification and time out techniques. You spend 30 minutes with the parent discussing time out and how to apply it to the patient. You document your counseling and total spent in face to face time. If this is an established patient you would code a 99214.
Modifiers

Modifiers are codes that are attached to an E/M visit. These are used to bill for both a preventative visit and a sick visit on the same day. They also can be used for procedures. Only one E/M service can be billed per calendar day. Add on codes are available for prolonged service, hourly critical care and emergency visits to the office. An E/M may be billed on the same day as a procedure if it is a significant, separately identifiable service. This is when a modifier 25 may be used.

Established E/M Sick Visits
We will discuss in more detail the sick visits for established patients in the office. These codes are responsible for the majority of income in general outpatient pediatrics. It is important to understand the necessary elements for these.

99211

This code is used strictly by the nurse. A physician cannot report this code fro their work. Examples of this visit are Bp check, throat culture, and neonatal weight checks. A medically necessary service must be documented.

99212

  Typical presenting problems that fall under this code are diaper rashes, recheck of otitis media, thrush. The history is problem focused with a chief complaint, HPI (1-3 elements). No review of systems or past history is required. The physical is brief with one system examined and the medical decision making is straightforward. Face to face time required is 10 minutes if reverting to time to code.
99213

This code usually covers uncomplicated acute illness. Examples are otitis media, pharyngitis and upper respiratory illnesses. A 99213 requires the following elements. 

[image: image13.emf]99213 - KEY ELEMENTS

HISTORY-EXPANDED

PROBLEM 

FOCUSED-

CC

HPI-1-3 ELEMENTS

ROS-1 SYSTEM

PFSH- NONE!

PHYSICAL EXAM-

PROBLEM FOCUSED

2-4 SYSTEMS (95)

6-11 elements (97

)

MDM- LOW

Time 15 min


99214

This code usually represents complicated acute problems or chronic illness visits. The key elements for this code are as follows: 

[image: image14.emf]99214 - KEY ELEMENTS

HISTORY-DETAILED

CC

HPI-4  ELEMENTS

OR 3 CHRONIC

ROS-2-9 SYSTEM

PFSH- 1/3

PHYSICAL EXAM-

DETAILED

5-7 SYSTEMS (95)

12 elements (97

)

MDM- MOD

Time 25 min


99215

This code deals with complex visits. Typical problems are diabetes, headaches, abdominal pain. These are the type of visits that are lengthy and time consuming. The elements needed are as follows: 

[image: image15.emf]99215- KEY ELEMENTS

HISTORY-

comprehensive

CC

HPI-ext=4+

ROS-Com-10+

PFSH- Com 2/3

PHYSICAL EXAM-

comprehensive

8 or more systems 

(95)

18 elements (97)

MDM-high

Time-40 min


Below are the complete tables for established and new patient E/M visits.

You should make yourself familiar with the requirements for each code.
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time spent counseling the patient

OR GU

99211 99212 99213 99214 99215

History

Level of 

History

No required Problem-Focused Expanded Problem-

Focused

Detailed Comprehensive

CC

Not required

Required Required Required Required

HPI

Not required

1-3 elements

1-3 elements

4 + elements OR 3 + 

chronic or inactive 

conditions

4 + elements OR

3 + chronic or

inactive conditions

ROS

Not Required

Not Required 1 system 2-9 systems 10-14 systems

PFSH

Not Required

Not Required Not Required 1/3 required

2/3 required

Physical Examination

Level of 

Exam

Not Required Problem-Focused Expanded Problem-

Focused

Detailed Comprehensive

1995 Not Required 1 system 2-4 systems 5-7 systems 8 or > systems

1997 Not Required 1-5 elements 6-11 systems 12 or > elements Comp multi-system

Medical Decision Making

Level of MDM Not Required Straightforward Low Moderate High

Face-To-Face Time

Typical Times 5 minutes 

supervision*

10 minutes 15 minutes 25 minutes 40 minutes

Relative value units/ 2006 Medicare payment Conversion Factor= $36.17

Total Rvu/ $

.56/20.25 1.48/53.53 2.33/84.27 3.37/121.89

•physician must be in the office during the E/M service

Office or Other Outpatient Services- Established Patient
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99201 99202 99203 99204 99205

History

Level of 

History

Problem-Focused Expanded

Problem-Focused

Detailed Comprehensive Comprehensive

CC

Required

Required Required Required Required

HPI

1-3 elements

1-3 elements

4 + elements 

OR 3 + 

chronic

or inactive 

conditions

4 + elements OR

3 + chronic or

inactive conditions

4 + elements OR

3 + chronic or

inactive conditions

ROS

Not Required

1 system 2-9 systems 10-14 systems

10-14 systems

PFSH

Not Required

Not Required 1 of 3 elements 3 of 3 elements

3 of 3 elements

Physical Examination

Level of 

Exam

Problem-Focused Expanded 

Problem-Focused

Detailed Comprehensive Comprehensive

1995 1 system 2-4 system 5-7 systems 8 or > systems 8 or > systems

1997 1-5 elements 6-11 elements 12 or > 

systems

Comp multi-

system

Comp multi-

system

Medical Decision Making

Level of 

MDM

Straightforward Straightforward Low Moderate High

Face-To-Face Time

Typical 

Times

10 minutes 20 minutes 30 minutes 45 minutes 60 minutes

Relative value units/ 2006 Medicare payment Conversion Factor=$36.17

Total Rvu/ $

1.83/66.19 2.73/98.74 3.85/139.25 4.88/176.51

Office or Other Outpatient Services- New Patient

Document either 

all 3 key components

(history, exam & medical decision making) OR

time spent counseling the patient


Preventative Medicine Visits

     These codes include visits for comprehensive history and exam, counseling and anticipatory guidance. There is a distinction between new and established patients. Time is not a key factor. The codes are determined by the age of the patient. 


[image: image18.emf]Preventive medicine services

99395 99385

Young Adult 

(18-39 Years)

99394 99384

Adolescent 

(12-17 years)

99393 99383

Late childhood 

(5-11 years)

99392 99382

Early childhood

(1-4 years)

99391 99381

Infant 

(<1 year)

Established New Patient age


If a patient is seen for their preventative visit and also is ill, a modifier 25 may be used to bill for the sick visit also. All criteria must be met to bill for the appropriate code. Some insurance companies will not pay for both.

Examples of E/M Visits

Example  1

[image: image19.emf]Example

• A 16 mo. Old returns to your office for 

an ear check. She finished all of the 

antibiotics and is doing well. Temp is 

98.8 she is well appearing. Tm’s are 

clear bilaterally. No effussions. Dx. s/p

otitis media. Parent is given instructions 

to observe for signs of reoccurrence.
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• Chief complaint

• HPI  2 elements

• No ROS or PFSH

• Exam is problem focused:one system

• Medical Decision Making:

straightforward


Example  2

[image: image21.emf]Example

• 36 month old female presents to your office 

with a cough.3 day hx of cough, congestion 

and fever to 102°f. She also has decreased 

appetite. 

• Temp 101.5 RR30, pulse 110. NAD

• HEENT: tm clear, pharynx clear, nares clear 

rhinorrhea, Heart:RRR no murmurs 

S

1

S

2.

Lungs: crackles left base,no wheeze, 

retractions, good air movement.

• Dx : pneumonia

• Txt: Amox, fluids, tylenol, return in one week
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• Chief complaint

• HPI:3 elements

• ROS 1 element

• PFSH: 0 elements

• Exam:2-4 systems

• Decision making: moderate


Example  3

[image: image23.emf]Example

• 18 month old male returns to your office with 

eye discharge. He has had eye discharge from 

both eyes and congeston for 2 days. 

Decreased po intake. No vomiting or diarrhea. 

He attends daycare.

• Temp 100.8°f RR 26 pulse 118 NAD

• HEENT: tm with erythema and bilateral 

effussions. Pharynx with erythema.Nares

yellow rhinorrhea. Eye discharge from both 

eyes with sclera injected. Cardiac:RRR no 

murmursS

1

S

2

. Lungs clear
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• Dx: Conjunctivitis

Bilateral otitis media with effussions

• Txt: Amox, Erythromycin opth., follow 

up visit in 2 weeks.
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• Chief complaint

• HPI: 4+ elements

• ROS: 2+ systems

• PFSH:1 element

• Exam: 4 systems

• Decision making: Moderate


Example  4

[image: image26.emf]Example

• HPI:Cold symptoms and intermittent ear 

pain for 3 days. Has felt hot. OTC cold 

meds not helping.

• ROS: Appetite OK, clear rhinorrhea, 

mild cough, no wheeze. All other 

systems are reviewed and are negative

• PFSH:IMM UTD, attend kindergarten, 

no smokers at home.



[image: image27.emf]• PE: NAD, TM’s injected , serous fluid 

bilaterally, clear rhinorrhea.

• Eyes/resp/cv/gi/skin/lymph/neuro

normal

• Most of the 45 min visit spent reviewing 

this and previous illnesses with parent, 

discuss need for myringotomy tubes.

• New antibiotics given

• Consult ENT
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• May revert to time: 40 minutes

• Meets criteria


Summary
     Understanding the basics of coding is essential for all physicians. Coding correctly is mandated by law and it also is necessary for proper reimbursement. Improper coding is considered insurance fraud which is a federal offense. Physicians must also remain up to date on new codes that are developed yearly.
