CODING

Based on the 1995 Guidelines
1. NEW vs. ESTABLISHED PATIENTS

They are new if:

1. it is their first visit

2. have not been seen in 3 years

3.
all emergency room patients
2.
A CHIEF COMPLAINT MUST BE LISTED.

3.
THERE ARE THREE KEY COMPONENTS IN DETERMINING

THE APPROPRIATE CODE.


1.
history of present illness,



review of symptoms,



patient's history, past family and social history


2.
the examination


3.
medical decision making


NEW PATIENTS:  ALL THREE AREAS MUST BE CONSIDERED


ESTABLISHED PATIENTS:  TWO OF THREE ARE REQUIRED

HISTORY AND EXAMINATION

	New
	99201**
	99202
	99203
	99204
	99205

	Established
	992011
	99212
	99213
	99214
	99215

	
	
	Problem Focused
	Expanded problem Focused
	Detailed
	Comprehensive

	HPI
	0
	1
	1
	4
	4*

	ROS
	0
	0
	1
	2
	10

	PFSH
	0
	0
	0
	1
	2

	EXAM
	0
	1
	4
	5
	8


     * or status of at least 3 chronic or inactive conditions


Special Notes:

The code 99211 is used for non-provider care (nursing)

The numbers on the chart represent minimum requirements

** The coding requirements for a new patient 99201 are really the same for a new patient 99202.  For new patients it is not a nursing visit.

MEDICAL DECISION MAKING
Use the following chart.  If 2 or 3 are in the same level, choose that level.  If only 1 is selected in each level, choose the middle level.

	New
	99201**
	99202
	99203
	99204
	99205

	Established
	99211
	99212
	99213
	99214
	99215

	
	Minimal
	Problem Focused
	Expanded Problem Focused
	Detailed
	Comprehensive

	
	
	Straight Forward
	Low Complexity
	Moderate Complexity
	High Complexity

	Diagnoses or Management Problems
	
	-One Self-limited or minor problem
	-Two or more self-limited or minor problems

-One stable chronic condition

-Acute uncomplicated illness (e.g., allergic rhinitis, simple sprain
	-One or more chronic illnesses with complications

-Two or more stable chronic illnesses

-Undiagnosed new problem w/ uncertain prognoses

-Acute illness with systemic symptoms

-Acute complicated injury
	-One or more chronic illness with severe complications 
-Acute or chronic illness or injury that is life or limb threatening

-Abrupt change in neurologic status

	Diagnostic Procedures
	
	Lab

X-ray

EKG

UA

Ultrasound, etc

Venipuncture

KOH.
	-Physiologic tests not under stress

-Pulmonary Function

-Barium enema

-Arterial puncture

-Skin biopsies
	-Physiologic tests under stress - cardiac stress test

-Diagnostic endoscopies with no risk factors

-Deep needle or incisional biopsy

Obtained fluid from body

-Cardiovascular imaging with contrast
	-Cardiovascular imaging with contrast

-Invasive diagnostic tests

-Cardiac electrophysiological tests

-Diagnostic endoscopies w/ identified risk factors

-Discography

	Treatment of Management Options
	
	-Rest

-Gargles

-Elastic bandages

-Dressings
	-OTCs

-Minor surgery w/ no identified risk factors

-PT

-OT

-IVs without additives
	-Minor surgery with risk factors

-Elective major surgery - no risk factors

-Prescription drug management

-IV fluids with additives

-Closed fracture or dislocation treatment w/o manipulation

-Therapeutic nuclear medicine
	-Elective surgery w/ identified risk factors

-Emergency major surgery

-Parenteral controlled substances

-Drug treatment requiring intensive monitoring

-Decisions not to resuscitate or de-escalate care because of poor prognosis


** For a new patient 99201, use the requirements for a new patient 99202

4.
COUNSELING/EDUCATION DURING AN E/M VISIT

If more than 50% of the appointment time for an E/M visit is spent in counseling (instructing the patient or family), the time spent can be the controlling factor for determining the code.

New patients

	99201
	99202
	99203
	99204
	99205

	10 min.
	20 min.
	30 min.
	45 min.
	60 min.


Established Patients

	99211
	99212
	99213
	99214
	99215

	5 min.
	10 min.
	15 min
	25 min
	40 min.


In order to justify coding in this manner, it is necessary to keep tract of the time one spends face-to-face with the patient (the total time of the encounter and the amount of time spent counseling).  It must be documented in the note.

The record must contain the counseling and/or activities o coordinate care.  Components of counseling include diagnostic results, prognosis, risks and benefits of treatment options, impressions, instructions for management, importance of compliance with chosen treatment options, risk reduction factors, and patient education.

5.
PREVENTIVE CARE VISITS/WELL CHILD CHECK-UPS

All visits must include a comprehensive history and examination, as well as appropriate counseling/anticipatory guidance/risk factor reduction, interventions, and the ordering of age-appropriate laboratory/diagnostic procedures.

	Age
	New
	Established

	< 1
	99381
	99391

	1-4
	99382
	99392

	5-11
	99383
	99393

	12-17
	99384
	99394

	18-39
	99385
	99395

	40-64
	99386
	99396

	65+
	99387
	99397


The preventive medicine services are not synonymous with a "comprehensive" examination.

6.
Counseling Services Codes
To be used when counseling is provided that is not in the context of an Evaluation/Management visit.  The V codes are commonly used for these codes.

Individual

	99401
	15 min.

	99402
	30 min.

	99403
	45 min

	99404
	60 min


Group

	99411
	30 min.

	99412
	60 min


7.
CASE MANAGEMENT SERVICES


TEAM CONFERENCES

To be used for conferences between the provider and interdisciplinary team of health professionals or representatives of community agencies when the patient is not present.

	99361
	30 minutes (approx.)

	99362
	60 minutes (approx.)


TELEPHONE CALLS
Telephone calls from the provider to the patient or for consultation or medical management or for the coordination of medical management with other health care professionals.

	99371
	Brief

	99372
	Intermediate

	99373
	Complex/Lengthy


8.
PROLONGED SERVICE CODES

To be used when direct face-to-face patient contact on a given date extends beyond the usual service.  The code is reported in addition to the E/M service code.  The time need not be continuous.  [Time less than 30 minutes is not reported separately.]  The codes listed below are for out-patient/office setting only.

	99354
	first hour

	99355
	each additional 30 minutes



9.
Other Preventive Medicine Services

99420  Administration and interpretation of health

       risk assessment instrument (eg, health

       hazard appraisal)

10.
LISTS


HPI Elements
1.  LOCATION:

body part or organ system

2.  QUALITY:

sharp, dull, dry, wet, hot, cold, clammy, burning

3.  SEVERITY:

mild, moderate, severe, excruciating, worsening

4.  DURATION:

seconds, minutes, hours, days, weeks, months, years

5.  TIMING:

steady, intermittent, periodic, progressive, daily, weekly

6.  CONTEXT:

circumstances, attendant condition, when patient laughs, when rising, etc.

7.  MODIFYING FACTORS:

OTCs, temperature, dust, smoke, pain with deep breath

8.  ASSOCIATED SIGNS AND SYMPTOMS:

headache, nausea, perspiration, sob, palpitations, sneezing, etc.

Review of Symptoms

[To be done every year, but one can refer to prior notes to meet requirement.]

 1.  Constitutional (BP, Pulse, Wt, Ht, Etc.)

 2.  Eyes

 3.  Ears, Nose, Throat, Mouth

 4.  Cardiovascular

 5.  Respiratory

 6.  Gastrointestinal

 7.  Genitourinary

 8.  Musculoskeletal

 9.  Integumentary (and/or Breasts)

10.  Neurological

11.  Psychiatric

12.  Endocrine

13.  Hematologic/Lymphatic

14.  Allergic/Immunologic

Patient, Family and Social History

[To be done every year, but one can refer to prior notes to meet requirement.]

By asking the patient the following questions, each one is eligible for one point – if age appropriate. 
· Do you smoke?

· Does anyone smoke in the home?

· Have you had any surgeries?

· Are you taking any current medications?

Examination

Organ Systems:

 1.  Constitutional

any three vital signs

general appearance of patient

 2.
Eyes

conjunctivae & lids

pupils & irises

optic discs

 3.
Ears, Nose, Mouth, Throat

external ears & nose 

ears and TMs

hearing

nasal mucosa, septum & turbinates

lips, teeth, & gums

oropharynx

 4.
Cardiovascular

palpation of heart

auscultation

carotids

abdominal aorta

femoral

pedal pulses

extremities for edema &/or varicosities

 5.
Respiratory

respiratory effort

percussion

palpation

auscultation

 6.
Gastrointestinal

masses, tenderness

liver & spleen

hernia

anus, perineum & rectum

occult test

 7.
Genitourinary

male:

scrotal contents

penis

prostate gland

female:

external genitalia

urethra

bladder

cervix

uterus

adnexa/parametri

 8.
Musculoskeletal

gait & station

digit & nails

joints, bones, muscles of at least 1 area

extremities:

left upper

right upper

left lower

right lower

head, neck 

spine, ribs, pelvis

[exam should include inspection/palpation, rom, stability, strength & tone] 

 9.  Skin

inspection

palpation

10.  Neurologic

cranial nerves

reflexes

sensation

11.  Psychiatric

judgement & insight

orientation of time, place & person

memory

mood & effect

12.  Hematologic/Lymphatic/Immunologic

lymph nodes in two or more areas

neck 

axillae

groin

other 

Body Parts:

 1.  Head

 2.  Neck

 3.  Chest (including Breasts, Axillae)

 4.  Abdomen
 5.  Genitalia (Groin & Buttocks)

 6.  Back & Spine

 7.  Each Extremity

The purpose of this outline is not to replace your official reference sources, the ICD-9-CM and CPT publications, as well as the CMS 1995/1997 Guidelines

The CMS (Centers for Medicare and Medicaid Services) - (formerly HCFA) Guidelines can be found at the following location:

http://cms.hhs.gov/medlearn/emdoc.asp
PLEASE NOTE:  WHILE THIS OUTLINE REPRESENTS MY BEST EFFORT TO PROVIDE ACCURATE INFORMATION AND USEFUL ADVICE.  BECAUSE CPT AND ICD-9 CODES CHANGE ANNUALLY, YOU SHOULD REFER TO THE CURRENT CPT AND ICD-9 MANUALS AND THE "DOCUMENTATION GUIDELINES FOR EVALUATION AND MANGEMENT SERVICES" FOR THE MOST DETAILED AND UP-TO-DATE INFORMATION.

Dianne Demers, CLU, PA-C

dkdemers@medscape.com
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