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A PRIMER

OBJECTIVES FOR THIS MODULE

1. Understand the process of the development of a code.

2. Define a CPT code.

3. Understand the definition of a relative value unit.

4. Understand the components of a CPT code.

5. Understand the elements of a component of a CPT code.

6. Define and understand the use of a 25 modifier.

The Development of Coding Guidelines

     Coding guidelines are essential for physicians to be paid by insurance companies. The reimbursement cycle of the medical field is based on the use of these guidelines. Basically the Centers for Medicare and Medicaid Services are a government entity that formulates guidelines and codes for physicians and insurance companies to use for reimbursement. The process is based on the work that physicians perform when examining and diagnosing patients.  

     The guidelines are broken down into four subsets that are used by physicians depending on the quantity and type of work performed. The first is the CPT (Current Procedural Terminology) codes.  These codes have been used as a standard Medicare code since the 1990’s.They are based on physician work, place and type of service and the patient’s health and age. The second is the ICD-9(International Classification of Diseases). This is a collection of medical diagnoses. The third is the HCPCS (Health Care Financing Administration’s Procedural Coding System). This system provides codes for procedures, medications and vaccines, and additional services. Finally, there is the DSM-IV-PC 

(Diagnostic and Statistical Manual of Mental Disorders-Primary Care). This is a diagnosis system for mental illness.

The Reimbursement Cycle

     The reimbursement cycle for healthcare is fairly straightforward. The physician provides a service to a patient. The service receives a code from the guidelines. This code has a monetary value assigned to it.  The insurance company adopts the coding system and its value. An employer enrolls their employee into an insurance plan. The pediatrician contracts with the insurance company. The physician gets paid from the insurance company for the service.
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Relative Value Unit
     The monetary value that is assigned to a code is called a relative value unit. This unit is comprised of the physician’s work, the cost of medical malpractice insurance, and the overhead expense of the physician. This value unit is based on the Resource Based Relative Value Scale (RBRVS). These values are updated yearly by the Centers for Medicare and Medicaid Services (CMS).The unit is also based on where the service is provided (Hospital vs. office) and the geographic location.

The RVU is multiplied by a dollar value conversion factor to determine a payer’s allowable charge. In other words it gives physicians the approximate price of reimbursement for a service that they provide. 

Example: For the CPT code 99213(office visit for an established patient) the RVU is 1.5 and the conversion factor for 2006 is 36.17. Multiply the two and the price is $54.25. This is the amount that physicians should be reimbursed. 
Current Procedural Codes

     CPT codes are classified based on general areas of medicine. The areas include-

-Evaluation and Management

-Anesthesiology

-Surgery

-Radiology

-Pathology and Laboratory

-Medicine

In this module we will discuss Evaluation and Management codes for out patient office visits. These are the codes that are used to document sick visits as well as well exams in pediatrics.

These codes are comprised of components. In order to assign a code to the visit the documentation must be present to fulfill criteria for the components. The components are-

-History

-Examination

-Medical Decision Making

-Counseling

-Coordination of care

-Nature of presenting problem

-Time

For most physician visits history, exam, and medical decision making are going to be the main components for documentation. Below is a chart for the documentation guidelines for new and established patients.
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2 or 3 key components

(history, examination, & medical decision making) OR

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


New vs. Old Patients

Before choosing a code, it must be determined whether a patient is new or old. The definition of a new patient is one that has not received any professional services for the physician, or another member of the same specialty form the same group in the last 3 years. On call physicians from another group are treated the same. New patient visits are paid on a different scale than established patients.

Components: History

     The history is a major component of the code. The chief complaint, history of present illness, review of systems and past medical, family and social histories make up the entire history of a visit. These are called elements. These elements must be present in the correct amounts for the code to be satisfied at a certain level. The types of history are problem focused, expanded problem focused, detailed and comprehensive. The documentation of the visit must contain a certain number of elements to satisfy the type of history. (See table)
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history

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

PFSH ROS HPI Type of History

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


Components: Physical Exam

     The physical exam is the second major component of the code. It includes examination of body areas and organ systems. It always must include a general description of the patient. Again the type of exam depends on the number of elements performed. The types of exam include problem focused, expanded problem focused, detailed and comprehensive.

     The guidelines for the exam have been changed in the recent past. However, both sets of guidelines are acceptable. The guidelines are differentiated by the year they were developed. There are the 1994 vs. 1997 rules. You may choose either one but the number of elements must be fulfilled. See table.

     The body parts for exam are defined as below:
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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


Components: Medical Decision Making

     Medical decision making entails several elements. The first is the number of possible diagnoses. The second is the amount or complexity of the medical records, diagnostic tests, or other information that must be analyzed. The third is the risk of significant complications. In other words, the more diagnoses in the differential and the more tests that need to be ordered or reviewed the more comprehensive the code. (See Table)
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medical decision making

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


Components: Time

     Time may be a key or controlling factor to qualify the use of a particular E/M service provided that certain conditions have been met. Counseling or coordination of care dominates (more than 50%) the patient encounter. This applies to physician services only. This must be face to face time in the office. Documentation supports the counseling. Documentation must include the total visit time and the amount of time counseling or coordinating care. Time may always be used to determine a code.

E/M Codes

     The E/M codes are as follows for sick established patients:
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THE “FEEL”(NATURE OF PRESENTING 

PROBLEM) Established Patients

– 99211- nurse visit

– 99212- easy, brief problems

– 99213- average, usual problems

– 99214- “oh no”

– 99215- post visit “just ran a marathon”

feeling


Preventative visits

     The codes for preventative visits are very straight forward. They are also based on the established versus the new patient. Age also determines the code.
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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


Modifier 25

     There can only be one E/M visit per day per patient. If a preventative visit is performed on the same day as a sick visit, a modifier 25 is used. Modifier 25 is attached to the E/M visit. Some payers will recognize this and pay for both visits. Documentation must be present to legitimate both codes. For example if a two year old was seen in your office for their well visit but also had an ear infection and you prescribed antibiotics, you may code for both visits using a modifier 25.

      If a patient comes to your office for a sick visit and returns the same day for the same problem, you may increase the code to a more comprehensive visit using time. For example if a four month old came in for vomiting and you examined them and gave the parent instructions, but their condition worsened and they returned later in the day for another evaluation, the code could be upgraded.

     Proper coding takes expertise and practice. It is essential for correct billing and reimbursement to occur. It is a felony to code fraudulently in healthcare. Take the time to review these tables and familiarize yourself with the different components and elements so that you can accurately code the work you will do as a physician. 
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