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I. E&M History Business Rules and Algorithms

Introduction to E&M history guidelines

One of the three key components in determining the proper code for many E&M services is the type of history taken.  The type of history (problem focused, expanded problem focused, detailed, comprehensive) is determined by the extent of the documentation for each of the three history elements [(history of present illness (HPI), review of systems (ROS), past medical, family and social history (PFSH)] as indicated in the table below.  To qualify for a given level of history all three elements in the table must be met, except for certain types of visits that are follow-up visits, where an interval history only is required, if applicable.  

A chief complaint or reason for encounter should be documented for all levels, usually in the patient’s own words. If physician is unable to obtain history due to patient’s condition or other circumstances, the encounter should note why a history was not obtained.

Summary of how history elements determine type of history taken:
	History of Present Illness (HPI)
	Review of Systems (ROS)
	Past Family, and/or Social History (PFSH)
	Type of History

(level)

	HPI=1-Brief
	N/A
	N/A
	HIST1-Problem focused

	HPI=1-Brief
	ROS=1-Problem pertinent
	N/A
	HIST2-Expanded problem focused

	HPI=2-Extended
	ROS=2-Extended
	PFSH=1-Pertinent
	HIST3-Detailed

	HPI=2-Extended
	ROS=3-Complete
	PFSH=2-Complete
	HIST4-Comprehensive


The level for each of the three main history elements (HPI, ROS, PFSH) in the table is determined.  The details for those calculations and the resulting type of history (column 4) is done according to the algorithms which follow. 

Algorithm specifics for History Calculation

History of Present Illness (HPI) – first element of type of history

HPI will include any symptoms with HPI flag set and any diagnoses from past encounters included as a “reason for visit”.

Note: consider additional prefix of “return visit for.”  By using the prefix of “return visit for” we can get a Medcin finding flagged as a “reason for visit” without affecting plan section of narrative.

1. For findings with HPI flag set:

a. count total number of findings.

b. Count  number of qualifier fields  (prefix, modifier, result, status, onset, duration, value) for each finding in (a) in which data is entered.  Do not include note field in this calculation since we have no way of knowing the contents of the note field.

c. Count number of aflags (except for laterality flags of <>-) for each finding entered.  (The aflags indicate attributes embodied in the finding concept itself.  For example, “a headache over the temple” (medcin ID #25) has an aflag set for “L” (a location). This finding would count as two items for HPI, one for the finding itself and one for the additional information embodied by the location aflag.  (Note: If a user enters redundant information by using both the qualifier field and a finding which includes the embodiment of the same information in the aflag, there may be some double counting of elements.)  

d. Add (a), (b) and (c) to get total number of data elements gathered in HPI mode, designate resulting number as HPI_COUNT.

For example, the finding of “ headache over the temple” with the following three qualifiers (“moderate” from the modifier field, “worsening” from status field, and “started 3/15/99” using the onset field) would count as five items (one for the finding of headache, plus three for the number of qualifiers used, plus one for the aflag bit being set for L).

2. Count number of findings (usually diagnoses, although not necessarily) with “return visit for” prefix set, and designate resulting number as RETURN_COUNT.

3. If  HPI_COUNT is less than or equal to three and RETURN_COUNT is less than or equal to two, set HPI=1 (Brief HPI).  If HPI_COUNT is equal or greater than four or if RETURN_COUNT is equal or greater than three, set HPI=2 (Extended HPI).

Review of Systems (ROS) – second element of type of history

HCFA guidelines state that ROS can be updated by incorporating reference to a previous encounter by documenting the date and location of the earlier ROS and noting that there have been no changes.  Additionally, HCFA allows systems with no positives or pertinent negatives to be documented by including a notation that all other systems are negative. Our algorithm, however, will only include items actually included in the current encounter with the ROS flag set.  The approach to the end user will be to make it easy to use a previous encounter as an input list for the current encounter, or to use a user-defined list with that automatic negative function to record specific items.  If findings are entered by ancillary staff, or directly from patient input form, there must a notation that the physician reviewed such information recorded by others.

For purposes of ROS the following body systems are recognized by HCFA:  The items listed in each body system are the Medcin findings (ID#s and descriptions) included in each HCFA body system.  Unless otherwise indicated, all children of any Medcin ID are included in the same body system.

Constitutional symptoms : 1878-systemic sx, 390-recent weight loss, 1722-newborn weight loss, 391-weight gain, 1441-appetite, 1684-frequent weight changes

Eyes: 2901-eye sx

Ear, nose, mouth and throat: 2902-otolaryngeal sx

Cardiovascular: 1881-cardiovascular sx

Respiratory: 1880-pulmonary sx

Gastrointestinal: 1882-gastrointestinal sx, except for 390-recent weight loss, 1722-newborn weight loss, 391-weight gain, 1441-appetite, 1684-frequent weight changes

Genitourinary:  1883-genitourinary sx

Musculoskeletal:1886 musculoskeletal sx, 231-neck pain

Integumentary (skin and/or breast):1884-breast sx, 1888-skin sx

Neurological: 1885 neurological sx, 1879 head related sx, 243-neck stiffness

Psychiatric: 1891-psychological sx

Endocrine: 1887 endocrine sx, 207-excessive thirst, 224-enlargement under adams apple, 244-lump or swelling in neck

Hematologic/lymphatic: 1889-hematologic sx, 241-swollen glands

Allergic/immunologic:3390-medical history allergy, all findings with prefix of “allergy to”.

A separate flag will be needed to indicate HCFA body system code.  This HCFA ROS flag will be used to calculate the number of body systems included in the ROS, as well as to identify which body system directly relates to the problem identified in the HPI via the chief complaint (if a symptom). 

1. For findings with ROS flag set:

-count number of HCFA body systems for which findings have been entered:

-if none, set ROS=0 (ROS n/a),

-if one, set ROS=1 (ROS problem pertinent),

-if two through nine, set ROS=2 (ROS extended),

-if ten or more, set ROS=3 (ROS complete),

Past, Family and/or Social History (PFSH)- third element of type of history

The classification of HCFA history categories for PFSH is similar to the highest level of history (Termtype=history) findings in Medcin: past medical, family, social.  To calculate an accurate count of history items, the following prefixes, and other situations, must be included in each category as follows:

	Past Medical History
	Family History
	Social History

	All children of Medcin finding “past medical history” (ID=5101), except

Medcin ID# 3390 –medical history allergy & its children **
	All children of Medcin finding “family history (reported)” (ID=5098)
	All children of Medcin finding “ (ID=5097)

	Prefix: History of   
	Prefix: Family history of
	

	Prefix: Recurrent history of
	Prefix: Any of ten new family history prefixes which indicate specific person (e.g., uncle, etc.)
	

	Prefix: Uncorroborated history of
	
	

	Prefix: Intolerant to
	
	

	Prefix: Unresponsive to
	
	

	Prefix: Responded to
	
	


** Medcin ID #3390 (medical history allergy) and items with prefix of “allergy to” are included in ROS body system for allergy/immunology.

Note: For certain categories of E&M codes (subsequent hospital care, follow-up inpatient consultations and subsequent nursing facility care), it is not necessary to include a PFSH in the record.  The calculation of history type (ultimate history level considering all three history areas: HPI, ROS, PFSH) for these E&M categories will not be affected by the lack of a PFSH.

1. Determine PFSH level as follows:

a. if visit type is subsequent hospital care (setting=IS), follow-up inpatient consultation (setting=IF), or subsequent nursing facility care (setting=NS), set PFSH=2, since for these visit types, PFSH does not affect level of history.

b. For all other visit types, count the total number of PFSH finding, including all categories (past medical, family, social):

-if there are no PFSH findings, set PFSH=0 (PFSH n/a);

-if there is only one PFSH finding, set PFSH=1 (PFSH pertinent);

-if there are two or more PFSH findings, but all are in the same category (past medical, family, social), set PFSH=1 (PFSH pertinent);

-if there are two of more PFSH findings in two or more different categories (past medical, family,social), go to following calculation:

For certain categories of E&M services, there must be at least one specific item from two of the three history categories.  These services are office or other outpatient services, established patient (setting/service/patient=O/OO/E); emergency department (setting=E); domiciliary care, established patient(setting/service/patient=L/LV/E); and home care, established patient(setting/service/patient=M/MV/E).   For these service categories if there is at least one finding in any two of the three history categories (past medical, family, social), set PFSH=2 (PFSH complete).

For other categories of E&M services, there must be at least one specific item from each of the three history categories (past medical, family, social).  The E&M services for which this is required are: office or other outpatient services, new patient(setting/service/patient=O/OO/N); hospital observation services(service=HD); hospital inpatient services, initial care(setting/service=I/II); consultations(service=OC or IC or IF or AC); comprehensive nursing facility assessments(setting/service=N/NA); domiciliary care, new patient (setting/patient=L/N); and home care, new patient(setting/service/patient=M/MV/N).  For these E&M service categories if there is at least one finding in each of the three history categories set PFSH=2 (PFSH complete).

Final Calculation of Overall History Type

The final calculation of the type of history taken will result in one of the following four overall history levels:

Level 1 – Problem Focused 


Spreadsheet notation is HIST1


Level 2 – Expanded Problem Focused
Spreadsheet notation is HIST2


Level 3 – Detailed



Spreadsheet notation is HIST3


Level 4 – Comprehensive


Spreadsheet notation is HIST4

To qualify for a given type of history, the requirements for all three history categories (HPI, ROS, PFSH) must be met.

For all service types except subsequent hospital care (service=IS), follow-up inpatient consultations(service=IF), and subsequent nursing facility care (service=NS), calculate overall history type as follows:

1. if HPI=2 & (ROS=3) & (PFSH=2)





HIST4

2. if HPI=2 & (ROS>=2) & (PFSH=1)




HIST3

3. if HPI>=1 & (ROS=1) 






HIST2

4. if HPI>=1 & (ROS=0)






HIST1

For service types of subsequent hospital care (service=IS), follow-up inpatient consultations (service=IF), and subsequent nursing facility care (service=NS), the calculation is similar but without using PFSH_LEVEL in the calculations.  Therefore, the algorithm is as follows:

1. if HPI=2 & ROS=3




HIST4

2. if HPI=2 & ROS=2




HIST3

3. if HPI>=1 & ROS=1



HIST2

4. if HPI>=1 & ROS=0



HIST1

Initial notes from first draft:

	Level of Visit
	History of Present Illness (HPI)
	Review of Systems (ROS)
	Past Medical, Family, Social History (PFSH)

	1 – Problem focused
	Brief – 1-3 elements of present illness

(location, quality, severity, duration, timing, context, modifying factors, assoc. signs & symptoms
	N/A
	N/A

	2 – Expanded problem focused
	Brief – (same)
	Problem pertinent – Positive/negative responses for same body system as HPI
	N/A

	3 - Detailed
	Extended – 4+ elements of present illness or 3+ chronic or inactive conditions
	Extended – 2-9 body systems (should include same body system as HPI, plus 8 other 
	Pertinent – 1 item from any of three areas (past medical, family, social)

	4 - Comprehensive
	Extended – (same)
	Complete – 10+ body systems
	Complete- two different sets of requirements:

Office or other O/P, established patient; Emergency dept; Home care est. pat; Domicile care, est pat:

1 item from any 2 history areas

Office or otherO/P, new; Hosp observ; Hosp I/P, initial; Consultations;CNF assessments; Domicile & home care, new patient:

1 item from all 3 history areas




Notes:

1. To qualify for a given level of history, all 3 elements in table must be met.  

2.  Encounter must designate a chief complaint or presenting problem.  There can be multiple complaints and/or problems in the same encounter.

3. Organization of body systems for HCFA review of systems (ROS) is different than Medcin structure.  Mapping of systems needs to be done so that # of HCFA ROS body systems can be calculated using HCFA guidelines.

4. Count of history items must include both HIS type findings and history type prefixes which will include: (H)istory of, (F)amily history of, Uncorroborated history of, Recurrent history of, Allergy to, Unresponsive to, Intolerant of, Responded to, any of the new types of family history which designate actual individual.

5. User interface must allow designation of multiple chief complaints or presenting problems.  These will also factor into the risk component of medical decision making.

6. User interface must prompt user for type of visit (office or other outpatient, hospital, emergency care, consultation, certified nursing facility assessments, domicile care, home care) and for type of patient (new patient or established patient).

7. User interface should prompt user to switch from HPI mode to ROS mode at appropriate time (perhaps when entering symptoms for either the second or third body system, or when symptom for something other than same body system as chief complaint is entered).  This is a difficult issue requiring further discussion.  As a safeguard, the user interface should allow user to change status of previously entered items between HPI and ROS easily, if possible.  Guidelines actually state that CC, ROS & PFSH may be listed as separate elements of history, or they may all be included in HPI.  A question: when algorithm differentiates between HPI & ROS does it do so by considering all symptoms in a different body system than those of the chief complaint, as being part of the ROS?

8. ROS or PFSH obtained during an earlier encounter does not need to be re-recorded if there is evidence that physician reviewed and updated previous information.  This may be done by either describing any new ROS and/or PFSH info or noting there has been no change, as long as date and location of earlier ROS and/or PFSH is noted.  Also, is someone other than physician recorded ROS/PFSH, there must be a notation that physician supplemented or reviewed such info recorded by others.  If physician was unable to obtain history from patient or other source, the patient’s condition or other circumstance which prevented history-taking must be documented.

9. User interface should allow designation of past diagnoses as presenting problem for current encounter, perhaps through offering care plan as a possible starting point.  This could be particularly useful in the management/follow-up for chronic or inactive illnesses (and will also affect risk section of medical decision making).

10. HCFA guidelines state “systems with positive or pertinent negatives must be individually documented.  For the remaining systems, a notation indicating all other systems are negative is permissible.  In the absence of such a notation, at least ten systems must be individually documented.”  Suggest we use auto negatives with  appropriate user-defined list to provide functionality for denoting “all other systems negative.” 

II. E&M Exam Business Rules and Algorithms

Summary Table:

	Level of Exam
	General Multi-System
	Single Organ System

	Problem-focused
	1-5 bullets, any systems
	1-5 bullets, any systems

	Expanded problem-focused
	6+ bullets, any systems
	6+ bullets, any systems

	Detailed
	6+ systems with 2+ bullets each; or

2+ systems with any 12+ bullets
	12+ bullets for all except:

Eye – 9+ bullets, any systems;

Psych – 9+ bullets, any systems 



	Comprehensive
	9+ systems with 2+ bullets each
	All bullets in “shaded” boxes and 1+ bullets in all “unshaded” boxes


Algorithm Specifics for Calculation of Level of Physical Examination

For purposes of determining the level of exam, HCFA has provided its own structure for body system organization, which differs by type of exam.  The 1997 E&M guidelines provide tables with content of the different HCFA-designated body (organ) systems.  These tables have been organized into data elements, referred to in HCFA guidelines as “bullets.”  Medicomp has produced a separate file linking the HCFA bullets to Medcin findings. 

The bullets provided in the HCFA documentation guidelines provide parenthetical examples which have been used for clarification and to provide guidance. Numeric requirements for specific bullets (such as “measurement of any three of the following seven) must be met.  Bullets with multiple components but with no specific requirement (such as “examination of liver and spleen”) require documentation of at least one component.  It is possible for a given examination to be expanded beyond what is defined in the HCFA guidelines.  When that occurs, findings related to the additional systems and/or areas should be documented.

General Multi-System Examination

1. Use this calculation if flag for examination type has been selected by user as general multi-system exam.

2. Using the HCFA body system “bullets”, calculate the total number of individual bullets and the number of HCFA body systems for which bullets have been entered.

3. Determine EXAM level as follows:

a. If number of HCFA body systems is nine or more and at least nine of those HCFA body systems have two or more bullets each, set EXAM=4 (Comprehensive exam).

b. If number of HCFA body systems is between six and eight and each of those HCFA body systems have at least two bullets each; OR if number of HCFA body systems is two or more and total number of bullets is twelve or more, set EXAM=3 (Detailed exam).

c. If number of HCFA body systems is five or less, calculate exam level by counting the total number of bullets:  If total number of bullets is six or more, set EXAM=2 (Expanded problem-focused exam); if total number of bullets is one through five, set EXAM=1 (Problem-focused exam).

Single Organ System Examination

1. Use this calculation if flag for examination type has been selected by user as single organ system exam.

2. Using the HCFA body system “bullets”, calculate the total number of individual bullets and the number of HCFA body systems for which bullets have been entered. For the highest level of exam, comprehensive, a further distinction is made between bullets in “shaded” boxes per the HCFA guidelines and bullets in “unshaded” boxes.   

3. The number of bullets required for eye examinations and psychological examinations is less than for other single organ system examinations (detail provided below).

4. Determine EXAM level as follows:

a. Determine the specific single organ system exam selected by the user from the following list:

i. cardiovascular

ii. ears, nose, mouth and throat

iii. eyes

iv. genitourinary (female)

v. genitourinary (male)

vi. hematologic/lymphatic/immunologic

vii. musculoskeletal

viii. neurological

ix. psychiatric

x. respiratory

xi. skin

b. For the specific single organ system examination selected, if all bullets in shaded boxes have been entered, and at least one bullet in all unshaded boxes have been entered, set EXAM=4 (Comprehensive exam)

c. For eye or psychiatric exams, if nine or more bullets are entered, set EXAM=3; if six to eight bullets are entered, set EXAM=2; if one to five bullets are entered, set EXAM=1.

d. For single organ system examinations, other than eye or psychiatric, if twelve or more bullets are entered, set EXAM=3, if six to eleven bullets are entered, set EXAM=2, if one to five bullets are entered, set EXAM=1.
III. E&M Risk Calculation Business Rules & Algorithms

Summary Table:

	Overall   Risk  of Complications +/or Morbidity/Mortality
	Presenting Problem

(risk associated with diagnoses – based on risk related to disease process anticipated between current encounter and the next encounter) HCFA examples are in italics 
	Diagnostic Procedures Ordered

(risk associated with tests -  based on risk during and immediately following any diagnostic procedures
	Management Options Selected 

(risk associated with possible therapies – based on risk during and immediately following any therapies)

	Minimal
	Risk level 1 – Self limiting or minor problems expected to improve 

HCFA example: 1 self-limiting or minor problem
	Lab tests requiring venipuncture; 

Chest x-rays; EKG/EEG; Urinalysis; Ultrasound;

Echocardiogram.; KOH prep
	Rest; Gargles; Elastic bandages;

Superficial dressings

	Low
	Risk level 2 – chronic illnesses expected to be stable with routine treatment; acute illness normally without complications

HCFA examples: 2+ self limiting or minor problems; 

1 stable chronic illness; 1 acute uncomplicated Illness
	Physiological tests not under stress;

Non-cardio imaging w/ contrast;

Superficial needle biopsies;

Clinical lab tests requiring arterial puncture;

Skin biopsies
	OTC drugs;

Minor surgery w/ no identified risk factors;

Physical therapy; Occup. Therapy;

IV fluids w/o additives

	High
	Risk level 4 - HCFA examples: 

1+ chronic ill w/ severe exacerbation;

acute or chronic illness or injuries that pose threat to life or bodily function; 

abrupt change in neurological status;

(ex- multiple trauma, acute MI, acute renal failure, peritonitis, pulmonary embolus, progressive severe resp distress, rheumatoid arthritis, psychiatric illness with potential threat to self or others; acute renal failure 
	Cardio imaging w/ contrast w/ identified risk factors;

Cardiac electrophysiological tests;

Dx endoscopies w/ idenfied risk factors;

Discography
	Elective major surgery with identified risk factors;

Emergency major surgery;

Parenteral controlled substances;

Drug therapy requiring extensive monitoring for toxicity;  Decision not to resuscitate or to de-escalate due to poor prognosis


The highest level of risk in any one category (presenting problem(s), diagnostic procedure(s) or management option(s) determines the overall risk.

Risk and complexity levels of one to four will be assigned to Medcin diagnoses.  Risk levels only, will be assigned to Medcin test and therapy findings..”

Risk algorithm notes

Presenting problem

1. Include only diagnoses with the following prefixes:

	Prefix
	Description

	
	Blank

	
	Current

	RI
	Risk of

	?
	Probable

	?+
	Possible

	W
	Working diagnosis

	P
	Primary diagnosis

	S
	Secondary diagnosis

	A
	Admission diagnosis

	DS
	Discharge diagnosis

	RO
	Rule out

	RD
	Referral diagnosis

	RF
	Referred elsewhere for

	FU
	Follow-up for

	E
	Evaluation pre-operatively for

	DI
	Discussion of

	IO
	Inter-operative

	PR
	Pre-operative

	PO
	Post-operative

	PE
	Perioperative

	IP
	Intraprocedural

	PP
	Postprocedural

	D
	Cause of death was

	CN
	Considered


2. Use the highest risk of any diagnosis and its parents.

3. Diagnosis status of “resolving” decreases risk 3 to 2, risk 2 to 1, “resolved” decreases risk 3 or 2 to 1, “with severe exacerbation increases risk 2 to 3, risk 3 to 4.

Tests

1. Only tests with following prefixes are included: 

	Prefix
	Description

	
	Blank

	
	Current

	O
	Ordered

	AG
	Authorization given for

	RF
	Referred elsewhere for

	SC
	Scheduled for

	PR
	Pre-operative

	IO
	Intra-operative

	PO
	Post-operative

	PE
	Perioperative

	IP
	Intraprocedural

	PP
	Postprocedural


2. Algorithm may have to get risk from a parent finding.

Therapy

1. Algorithm may have to get risk from a parent finding.

2. Only therapies with following prefixes are included: 

	Prefix
	Description

	
	Blank

	
	Current

	O
	Ordered

	AG
	Authorization given for

	SC
	Scheduled for

	PR
	Pre-operative

	IO
	Intra-operative

	PO
	Post-operative

	PE
	Perioperative

	IP
	Intraprocedural

	PP
	postprocedural


HCFA Risk documentation guidelines

1. Comorbidities/underlying diseases or other factors that increase the complexity of medical decision making by increasing the risk of complications, morbidity, and/or mortality should be documented

2. If a surgical or invasive diagnostic procedure is ordered, planned or scheduled at the time of the E&M encounter, the type of procedure (e.g., laparoscopy) should be documented.

3. If a surgical or invasive diagnostic procedure is performed at the time of the E&M encounter, the specific procedure should be documented.

4. The referral for or decision to perform a surgical or invasive diagnostic procedure on an urgent basis should be documented or implied.

Medcin Data Requirements

1. Classify diagnoses, tests (orders) and therapies as  risk level 1,2,3,4 using preceding table as a guide.

2. Anything that can be an assessment (presenting problem) requires a risk level indicator (e.g., coughing up blood) to handle those cases of uncertain diagnosis with uncertain prognosis (see moderate risk level for presenting problem).  This will be handled by enabling a user to attach a prefix of “working diagnosis” for any Medcin finding.  Medcin symptoms, history and physical examination findings which can reasonably be expected to be designated as an undiagnosed problem with a prefix of “working diagnosis” will be assigned risk and complexity levels.

3. Add new status codes, for use with diagnoses, as follows:
with mild exacerbation; with severe exacerbation; improved; well-controlled; resolving; resolved; inadequately controlled; failing to change as expected.

4. Add new prefix, for use with diagnoses, of “considered” (will followed discussed in prefix list).

5. Add new prefix, for use primarily with tests, of “reviewed” (to enable documentation of a past result).

IV. Medical Decision Making Business Rules and Algorithms

MDM Summary Table:

	Type/level of decision making
	# of diagnoses or management options

(number of possible diagnoses & therapies considered and complexity of establishing a diagnosis  and therapy)
(1st parameter)
	Amount & complexity of data to be reviewed  

complexity of diagnostic tests or procedures ordered, reviewed, discussed)
(2nd parameter)
	Overall Risk of 

Complications +/or Morbidity/

Mortality
(risk of significant complications, morbidity & mortality assoc. w/ presenting problem, diagnostic procedures & therapy

(3rd parameter)

	Straightforward

(MDM1)
	Minimal:

1. (1-5 items by count, all items at level one)
	Minimal or none:

1. This is the default level


	Minimal

(see separate section on risk)

	Low complexity

(MDM2) 
	Limited:

1. (6-9 items by count) 

2. (any level 2 dx) 
	Limited:

1. (1 dx with complexity=2 & #tests=2 & #therapies=2)


	Low

(see separate section on risk)

	Moderate complexity

(MDM3)
	Multiple:

1.(9-11 items by count) 

2. (any level 3 dx) 

3. (2 or more level 2 dx)
	Moderate:

1. (1 dx with complexity 3 & #tests=3 & #therapies=3) 

2. (3 level 2 dx & #tests=6 & #therapies=6) 


	Moderate

(see separate section on risk)

	High complexity

(MDM4)
	Extensive:

1. (12+ items by count) 

2. (any level 4 dx) 

3. (2 or more level 3 dx) 
	Extensive:

1. (1 dx with complexity=4 & #tests=4 & #therapies=4) or

2. 3 level 3 dx & #tests=8 & #therapies=8)
	High

(see separate section on risk)


To qualify for a given level of medical decision making, two of the three elements in the table must be either met or exceeded.

Algorithm Notes for # of Diagnoses and Management Options:

1. Medcin diagnosis termtypes will be  assigned complexity codes of one to four, as follows: 1)minimal complexity; 2) low complexity; 3) moderate complexity; 4) high complexity.

2. The parameters for meeting each of the levels for # of diagnoses and management options are summarized in the corresponding blocks above, using a count of the total number of diagnoses and therapies documented in the encounter, together with the complexity code for each diagnosis.  Diagnoses with the following prefixes will be included: 

	Prefix
	Description

	
	Current

	RI
	Risk of

	?+
	Probable

	?
	Possible

	W
	Working diagnosis

	RO
	Rule out

	P
	Primary diagnosis

	S
	Secondary diagnosis

	A
	Admission diagnosis

	DS
	Discharge diagnosis

	RD
	Referral diagnosis

	RF
	Referred elsewhere for

	FU
	Follow-up for

	E
	Evaluate pre-operatively for

	DI
	Discussion of

	PR
	Pre-operative

	IO
	Intra-operative

	PO
	Post-operative

	PE
	Perioperative

	IP
	Intraprocedural

	PP
	Postprocedural

	D
	Cause of death was


 The following prefixes will not be included for diagnoses: 

	Prefix
	Description

	H
	History of

	HR
	Recurrent history of

	HU
	Uncorroborated history or

	F
	Family history of

	SE
	Discussion of risk of

	FP
	For prevention of

	F0-F9
	Specific family histories


In counting the number of diagnoses, count siblings but not parents.  For determining complexity, use the complexity of the lowest level child.

Medcin findings of termtype symptoms, history and physical examination will only be counted or considered here if both of the following are met: they have a risk code assigned and a prefix of working diagnosis, primary diagnosis, admission diagnosis or discharge diagnosis.  For these items, do not use risk of parent findings.

3.  Therapies will be counted only if they have a risk code. The counting of therapies is intended to include all therapies under consideration at encounter time or in the future. Accordingly, therapies with the following prefixes will be counted: 

	Prefix
	Description

	
	Blank

	
	Current

	O
	Ordered

	AG
	Authorization given for

	RF
	Referred elsewhere for

	SC
	Scheduled for

	FU
	Follow-up for

	DI
	Discussion of

	DR
	Discussion of risk of

	AV
	Avoid

	DC
	Discontinue

	PR
	Pre-operative

	IO
	Intra-operative

	PO
	Post-operative

	PE
	Perioperative

	IP
	Intraprocedural

	PP
	Post-procedural

	D
	Cause of death was

	PF
	Prophylactic

	MD
	Modify dose of

	PS
	Post


4. In considering number and complexity of management options, only current or prospective management options are relevant.  Accordingly, the following prefixes denoting history of therapy will not be counted:

	Prefix
	Description

	H
	History of

	HR
	Recurrent history of

	F
	Family history of

	AL
	Allergy to

	IN
	Intolerant to

	UN
	Unresponsive to

	RE
	Responded to

	F0-F9
	Specific family histories


Algorithm Notes for Amount and Complexity of Data to be Reviewed:

1. To be counted, a test must have either a CPT code or a risk code and must have a prefix from the prefix-T list, as follows:

	Prefix
	Description

	
	Blank

	
	Current

	O
	Ordered

	H
	History of

	RV
	Reviewed PMH for

	AG
	Authorization given for

	RF
	Referred elsewhere for

	SC
	Scheduled for

	FU
	Follow-up for

	AV
	Avoid

	PR
	Pre-operative

	IO
	Intra-operative

	PO
	Post-operative

	PE
	Perioperative

	IP
	Intraprocedural

	PP
	Postprocedural

	PS
	Post


2. When counting tests, with status other than “ordered”, eliminate children and siblings.

HCFA notes on number of diagnoses and management options:

The number of diagnoses and/or management options that must be considered is based on the number and types of problems addressed during the encounter, complexity of establishing a diagnosis and the management decisions made by the physician.

Generally, decision making with respect to a diagnosed problem is easier than that for an identified but undiagnosed problem.   The number and type of diagnostic tests employed may be an indicator of the number of possible diagnoses.  Problems which are improving or resolving are less complex than those which are worsening or failing to change as expected.  The need to seek advice from others is another indicator of complexity of diagnostic or management problems.

HCFA Notes on Amount and/or Complexity of Data to be Reviewed:

The amount and complexity of data to be reviewed is based on the types of diagnostic testing ordered or reviewed.  A decision to obtain and review old medical records and/or obtain history from sources other than the patient increases the amount and complexity of data to be reviewed.

Discussion of contradictory or unexpected test results with the physician who performed or interpreted the test is an indication of the complexity of data being reviewed.  On occasion the physician who ordered a test may personally review the image, tracing or specimen to supplement information from the physician who prepared the test report or interpretation; this is another indication of the complexity of data being reviewed.

V. Calculating Overall Code

Overall Summary Table:

	
	SERVICE SETTING & TYPE
	PATIENT TYPE
	REQ.
	SET
	SVC
	PAT
	MEDCIN#
	CODE
	CODE DETAILS
	TIME

	
	
	
	
	
	
	
	
	
	
	

	**
	OFFICE OR OTHER OUTPATIENT
	NEW
	ALL 3
	O
	OO
	N
	42341
	992
	01-HIST1, EXAM1, MDM1
	10 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	NEW
	ALL 3
	O
	OO
	N
	42342
	992
	02-HIST2, EXAM2, MDM1
	20 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	NEW
	ALL 3
	O
	OO
	N
	42343
	992
	03-HIST3, EXAM3, MDM2
	30 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	NEW
	ALL 3
	O
	OO
	N
	42344
	992
	04-HIST4, EXAM4, MDM3
	45 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	NEW
	ALL 3
	O
	OO
	N
	42345
	992
	05-HIST4, EXAM4, MDM4 
	60 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	OFFICE OR OTHER OUTPATIENT
	ESTAB
	2 OF 3
	O
	OO
	E
	42347
	992
	11-PRES PROB MIN- NON-DOC OK
	5 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	ESTAB
	2 OF 3
	O
	OO
	E
	42349
	992
	12-HIST1, EXAM1, MDM1
	10 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	ESTAB
	2 OF 3
	O
	OO
	E
	42350
	992
	13-HIST2, EXAM2, MDM2
	15 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	ESTAB
	2 OF 3
	O
	OO
	E
	42351
	992
	14-HIST3, EXAM3, MDM3
	25 MIN

	**
	OFFICE OR OTHER OUTPATIENT
	ESTAB
	2 OF 3
	O
	OO
	E
	42352
	992
	15-HIST4, EXAM4, MDM4 
	40 MIN

	
	
	
	
	
	
	
	
	
	
	

	
	HOSPITAL OBSERVATION SVCS
	N/A
	N/A
	H
	HD
	all
	72532
	992
	17-discharge day management
	N/A

	
	
	
	
	
	
	
	
	
	
	

	**
	HOSP OBSERV, INITIAL CARE
	NEW OR ESTAB
	ALL 3
	H
	HI
	all
	42375
	992
	18-HIST3/4, EXAM 3/4, MDM 1/2
	N/A

	**
	HOSP OBSERV, INITIAL CARE
	NEW OR ESTAB
	ALL 3
	H
	HI
	all
	42376
	992
	19-HIST4, EXAM4, MDM3
	N/A

	**
	HOSP OBSERV, INITIAL CARE
	NEW OR ESTAB
	ALL 3
	H
	HI
	all
	44980
	992
	20-HIST4, EXAM4, MDM4
	N/A

	
	
	
	
	
	
	
	
	
	
	

	**
	HOSP INPATIENT, INITIAL CARE
	NEW OR ESTAB
	ALL 3
	I
	II
	all
	42367
	992
	21-HIST3/4, EXAM 3/4, MDM 1/2 
	30 MIN

	**
	HOSP INPATIENT, INITIAL CARE
	NEW OR ESTAB
	ALL 3
	I
	II
	all
	42368
	992
	22-HIST4, EXAM4, MDM3
	50 MIN

	**
	HOSP INPATIENT, INITIAL CARE
	NEW OR ESTAB
	ALL 3
	I
	II
	all
	42369
	992
	23-HIST4, EXAM4, MDM4 
	70 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	HOSP INPATIENT, SUBSEQ CARE
	N/A
	2 OF 3
	I
	IS
	all
	42372
	992
	31-HIST1, EXAM1, MDM1/2 (no PFSH)
	15 MIN

	**
	HOSP INPATIENT, SUBSEQ CARE
	N/A
	2 OF 3
	I
	IS
	all
	42373
	992
	32-HIST2, EXAM2, MDM3   (no PFSH)
	25 MIN

	**
	HOSP INPATIENT, SUBSEQ CARE
	N/A
	2 OF 3
	I
	IS
	all
	42374
	992
	33-HIST3, EXAM3, MDM     (no PFSH)
	35 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	OBSERV OR INPATIENT CARE SVCS
	ADMIN/DISCH SAME DAY
	ALL 3
	I
	IO
	all
	missing
	992
	34-HIST3/4, EXAM3/4, MDM1/2
	N/A

	**
	OBSERV OR INPATIENT CARE SVCS
	ADMIN/DISCH SAME DAY
	ALL 3
	I
	IO
	all
	missing
	992
	35-HIST4, EXAM4, MDM3
	N/A

	**
	OBSERV OR INPATIENT CARE SVCS
	ADMIN/DISCH SAME DAY
	ALL 3
	I
	IO
	all
	missing
	992
	36-HIST4, EXAM4, MDM4
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	HOSPITAL DISCHARGE SERVICES
	FINAL DISCHARGE
	N/A
	I
	ID
	all
	42378
	992
	38-DAY MANAGEMENT
	TO 30MIN

	
	HOSPITAL DISCHARGE SERVICES
	FINAL DISCHARGE
	N/A
	I
	ID
	all
	72533
	992
	39-DAY MANAGEMENT
	>30 MIN

	**
	OFFICE OR OTHER O/P CONSULTATION
	NEW OR ESTAB
	ALL3
	O-E-L-M
	OC
	all
	45762
	992
	41-HIST1, EXAM1, MDM1
	15 MIN

	**
	OFFICE OR OTHER O/P CONSULTATION
	NEW OR ESTAB
	ALL3
	O-E-L-M
	OC
	all
	45763
	992
	42-HIST2, EXAM2, MDM1
	30 MIN

	**
	OFFICE OR OTHER O/P CONSULTATION
	NEW OR ESTAB
	ALL3
	O-E-L-M
	OC
	all
	45764
	992
	43-HIST3, EXAM3, MDM2
	40 MIN

	**
	OFFICE OR OTHER O/P CONSULTATION
	NEW OR ESTAB
	ALL3
	O-E-L-M
	OC
	all
	45765
	992
	44-HIST4, EXAM4, MDM3
	60 MIN

	**
	OFFICE OR OTHER O/P CONSULTATION
	NEW OR ESTAB
	ALL3
	O-E-L-M
	OC
	all
	45766
	992
	45-HIST4, EXAM4, MDM4
	80 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	INITIAL INPATIENT CONSULTATION
	NEW OR ESTAB
	ALL3
	I-H-N
	IC
	all
	42397
	992
	51-HIST1, EXAM1, MDM1
	20 MIN

	**
	INITIAL INPATIENT CONSULTATION
	NEW OR ESTAB
	ALL3
	I-H-N
	IC
	all
	42398
	992
	52-HIST2, EXAM2, MDM1
	40 MIN

	**
	INITIAL INPATIENT CONSULTATION
	NEW OR ESTAB
	ALL3
	I-H-N
	IC
	all
	42399
	992
	53-HIST3, EXAM3, MDM2
	55 MIN

	**
	INITIAL INPATIENT CONSULTATION
	NEW OR ESTAB
	ALL3
	I-H-N
	IC
	all
	42400
	992
	54-HIST4, EXAM4, MDM3
	80 MIN

	**
	INITIAL INPATIENT CONSULTATION
	NEW OR ESTAB
	ALL3
	I-H-N
	IC
	all
	42401
	992
	55-HIST4, EXAM4, MDM4
	110 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	FOLLOW UP INPATIENT CONSULTATION
	ESTAB
	2 OF 3
	I-H-N
	IF
	E
	42404
	992
	61-HIST1, EXAM1, MDM1/2 (no PFSH)
	10 MIN

	**
	FOLLOW UP INPATIENT CONSULTATION
	ESTAB
	2 OF 3
	I-H-N
	IF
	E
	42405
	992
	62-HIST2, EXAM2, MDM3    (no PFSH)
	20 MIN

	**
	FOLLOW UP INPATIENT CONSULTATION
	ESTAB
	2 OF 3
	I-H-N
	IF
	E
	42406
	992
	63-HIST3, EXAM3, MDM4    (no PFSH)
	30 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	CONFIRMATORY CONSULT - ANYWHERE
	NEW OR ESTAB
	ALL 3
	all
	AC
	all
	42408
	992
	71-HIST1, EXAM1, MDM1
	N/A

	**
	CONFIRMATORY CONSULT - ANYWHERE
	NEW OR ESTAB
	ALL 3
	all
	AC
	all
	42409
	992
	72-HIST2, EXAM2, MDM1
	N/A

	**
	CONFIRMATORY CONSULT - ANYWHERE
	NEW OR ESTAB
	ALL 3
	all
	AC
	all
	42410
	992
	73-HIST3, EXAM3, MDM2
	N/A

	**
	CONFIRMATORY CONSULT - ANYWHERE
	NEW OR ESTAB
	ALL 3
	all
	AC
	all
	42411
	992
	74-HIST4, EXAM4, MDM3
	N/A

	**
	CONFIRMATORY CONSULT - ANYWHERE
	NEW OR ESTAB
	ALL 3
	all
	AC
	all
	42412
	992
	75-HIST4, EXAM4, MDM4
	N/A

	
	
	
	
	
	
	
	
	
	
	

	**
	EMERGENCY DEPARTMENT SVCS
	NEW OR ESTAB
	ALL 3
	E
	EP
	all
	42382
	992
	81-HIST1, EXAM1, MDM1
	N/A

	**
	EMERGENCY DEPARTMENT SVCS
	NEW OR ESTAB
	ALL 3
	E
	EP
	all
	42383
	992
	82-HIST2, EXAM2, MDM2
	N/A

	**
	EMERGENCY DEPARTMENT SVCS
	NEW OR ESTAB
	ALL 3
	E
	EP
	all
	42384
	992
	83-HIST2, EXAM2, MDM3
	N/A

	**
	EMERGENCY DEPARTMENT SVCS
	NEW OR ESTAB
	ALL 3
	E
	EP
	all
	42385
	992
	84-HIST3, EXAM3, MDM3
	N/A

	**
	EMERGENCY DEPARTMENT SVCS
	NEW OR ESTAB
	ALL 3
	E
	EP
	all
	42386
	992
	85-HIST4, EXAM4, MDM4
	

	
	
	
	
	
	
	
	
	
	
	

	
	OTHER EMERGENCY SERVICES
	ALL PATIENTS
	N/A
	E
	ED
	all
	42394
	992
	88-PHYSICIAN DIRECTION OF EMS
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	CRITICAL CARE SERVICES
	N/A
	N/A
	all
	AR
	all
	various
	992
	99291-94, plus 99232-33
	N/A

	
	CRITICAL CARE SERVICES
	N/A
	N/A
	all
	AR
	all
	various
	992
	91-use 99232-33 for 1st 30 min, then this
	31-74min

	
	CRITICAL CARE SERVICES
	N/A
	N/A
	all
	AR
	all
	various
	992
	92-use for each addit 30 min above 74 min
	addl 30 min

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	NEONATAL INTENSIVE CARE
	N/A
	N/A
	all
	AN
	all
	various
	992
	95-98, with specific clinical guidelines
	N/A

	
	
	
	
	
	
	
	
	
	
	

	**
	COMPREHEN. NURSING FACILITY ASSESSMENTS
	NEW OR ESTAB
	ALL 3
	N
	NA
	all
	42415
	993
	01-HIST3, EXAM4, MDM1/2
	30 MIN

	**
	COMPREHEN. NURSING FACILITY ASSESSMENTS
	NEW OR ESTAB
	ALL 3
	N
	NA
	all
	42416
	993
	02-HIST3, EXAM4, MDM3/4
	40 MIN

	**
	COMPREHEN. NURSING FACILITY ASSESSMENTS
	NEW OR ESTAB
	ALL 3
	N
	NA
	all
	42417
	993
	03-HIST4, EXAM4, MDM3/4
	50 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	SUBSEQUENT NURSING FACILITY CARE
	NEW OR ESTAB
	2 OF 3
	N
	NS
	all
	42419
	993
	11-HIST1, EXAM1, MDM1/2 (no PFSH)
	15 MIN

	**
	SUBSEQUENT NURSING FACILITY CARE
	NEW OR ESTAB
	2 OF 3
	N
	NS
	all
	42420
	993
	12-HIST2, EXAM2, MDM3    (no PFSH)
	25 MIN

	**
	SUBSEQUENT NURSING FACILITY CARE
	NEW OR ESTAB
	2 OF 3
	N
	NS
	all
	42421
	993
	13-HIST3, EXAM3, MDM3/4  (no PFSH)
	35 MIN

	
	
	
	
	
	
	
	
	
	
	

	
	NURSING FACILITY DISCHARGE SERVICES
	N/A
	N/A
	N
	ND
	all
	missing
	993
	15-DAY MANAGEMENT, USE TIME
	TO 30MIN

	
	NURSING FACILITY DISCHARGE SERVICES
	N/A
	N/A
	N
	ND
	all
	missing
	993
	16-DAY MANAGEMENT, USE TIME
	>30 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	DOMICILIARY, REST HOME OR CUSTODIAL CARE
	NEW
	ALL 3
	L
	LV
	N
	42425
	993
	21-HIST1, EXAM1, MDM1/2
	N/A

	**
	DOMICILIARY, REST HOME OR CUSTODIAL CARE
	NEW
	ALL 3
	L
	LV
	N
	42426
	993
	22-HIST2, EXAM2, MDM3
	N/A

	**
	DOMICILIARY, REST HOME OR CUSTODIAL CARE
	NEW
	ALL 3
	L
	LV
	N
	42427
	993
	23-HIST3, EXAM3, MDM4
	N/A

	
	
	
	
	
	
	
	
	
	
	

	**
	DOMICILIARY, REST HOME OR CUSTODIAL CARE
	ESTAB
	2 OF 3
	L
	LV
	E
	42430
	993
	31-HIST1, EXAM1, MDM1/2
	N/A

	**
	DOMICILIARY, REST HOME OR CUSTODIAL CARE
	ESTAB
	2 OF 3
	L
	LV
	E
	42431
	993
	32-HIST2, EXAM2, MDM3
	N/A

	**
	DOMICILIARY, REST HOME OR CUSTODIAL CARE
	ESTAB
	2 OF 3
	L
	LV
	E
	42432
	993
	33-HIST3, EXAM3, MDM4
	N/A

	
	
	
	
	
	
	
	
	
	
	

	**
	HOME SERVICES
	NEW
	ALL 3
	M
	MV
	N
	42355
	993
	41-HIST1, EXAM1, MDM1
	20 MIN

	**
	HOME SERVICES
	NEW
	ALL 3
	M
	MV
	N
	42356
	993
	42-HIST2, EXAM2, MDM2
	30 MIN

	**
	HOME SERVICES
	NEW
	ALL 3
	M
	MV
	N
	42357
	993
	43-HIST3, EXAM3, MDM3
	45 MIN

	**
	HOME SERVICES
	NEW
	ALL 3
	M
	MV
	N
	missing
	993
	44-HIST4, EXAM4, MDM3
	60 MIN

	**
	HOME SERVICES
	NEW
	ALL 3
	M
	MV
	N
	missing
	993
	45-HIST4, EXAM4, MDM4
	75 MIN

	
	
	
	
	
	
	
	
	
	
	

	**
	HOME SERVICES
	ESTAB
	2 OF 3
	M
	MV
	E
	42360
	993
	47-HIST1, EXAM1, MDM1
	15 MIN

	**
	HOME SERVICES
	ESTAB
	2 OF 3
	M
	MV
	E
	42361
	993
	48-HIST2, EXAM2, MDM2
	25 MIN

	**
	HOME SERVICES
	ESTAB
	2 OF 3
	M
	MV
	E
	42362
	993
	49-HIST3, EXAM3, MDM3
	40 MIN

	**
	HOME SERVICES
	ESTAB
	2 OF 3
	M
	MV
	E
	missing
	993
	50-HIST4, EXAM4, MDM3/4
	60 MIN

	
	PROLONGED PHYSICIAN SERVICES
	with direct patient contact
	N/A
	all
	AD
	all
	42748-50
	993
	54-57- reported by total duration
	varies

	
	PROLONGED PHYSICIAN SERVICES
	without direct patient contact
	N/A
	all
	AH
	all
	72539-40
	993
	58-59 - reported by total duration
	varies

	
	PHYSICIAN STANDBY SERVICES
	without direct patient contact
	N/A
	all
	AS
	all
	72541
	993
	60- reported by total duration
	varies

	
	
	
	
	
	
	
	
	
	
	

	
	CASE MANAGEMENT TEAM CONFERENCES
	N/A
	N/A
	all
	AF
	all
	42514
	993
	61- by duration, approx 30 minutes
	30 MIN

	
	CASE MANAGEMENT TEAM CONFERENCES
	N/A
	N/A
	all
	AF
	all
	42515
	993
	62- by duration, approx 60 minutes
	60 MIN

	
	
	
	
	
	
	
	
	
	
	

	
	TELEPHONE CALLS
	N/A
	N/A
	all
	AT
	all
	42517
	993
	71-simple or brief
	N/A

	
	TELEPHONE CALLS
	N/A
	N/A
	all
	AT
	all
	42518
	993
	72-intermediate
	N/A

	
	TELEPHONE CALLS
	N/A
	N/A
	all
	AT
	all
	42519
	993
	73-complex or lengthy
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	CARE PLAN OVERSIGHT SERVICES
	supv of home health patient
	N/A
	all
	AP
	all
	missing
	993
	74-15 to 29 minutes
	15-29 MIN

	
	CARE PLAN OVERSIGHT SERVICES
	supv of home health patient
	N/A
	all
	AP
	all
	72545
	993
	75- 30 minutes or more
	30 MIN+

	
	CARE PLAN OVERSIGHT SERVICES
	supv of hospice patient
	N/A
	all
	AP
	all
	missing
	993
	77-15 to 29 minutes
	15-29 MIN

	
	CARE PLAN OVERSIGHT SERVICES
	supv of hospice patient
	N/A
	all
	AP
	all
	missing
	993
	78- 30 minutes or more
	30 MIN+

	
	CARE PLAN OVERSIGHT SERVICES
	supv of nursing facility patient
	N/A
	all
	AP
	all
	missing
	993
	79- 15 to 29 minutes
	15-29 MIN

	
	CARE PLAN OVERSIGHT SERVICES
	supv of nursing facility patient
	N/A
	all
	AP
	all
	missing
	993
	80- 30 minutes or more
	30 MIN+

	
	
	
	
	
	
	
	
	
	
	

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42443
	993
	81-initial care, age < 1 year
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42442
	993
	82-initial care, age 1-4 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42441
	993
	83-initial care, age 5-11 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42440
	993
	84-initial care, age 12-17 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42439
	993
	85-initial care, age 18-39 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42438
	993
	86-initial care, age 40-64 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	NEW
	N/A
	all
	AE
	N
	42437
	993
	87-initial care, 65+ years
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	42445
	993
	91-period prev care, age < 1year
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	42446
	993
	92-period prev care, age 1-4 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	42447
	993
	93-period prev care, age 5-11 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	42448
	993
	94-period prev care, age 12-17 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	42449
	993
	95-period prev care, age 18-39 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	44977
	993
	96-period prev care, age 40-64 years
	N/A

	
	PREVENTIVE MEDICINE SERVICES
	ESTAB
	N/A
	all
	AE
	E
	44978
	993
	97-period prev care, age 65+ years
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	PREV MEDICINE, INDIVIDUAL COUNSELING
	NEW OR ESTAB
	N/A
	all
	AI
	all
	45768
	994
	01-individual counseling, appox 15 min
	15 MIN

	
	PREV MEDICINE, INDIVIDUAL COUNSELING
	NEW OR ESTAB
	N/A
	all
	AI
	all
	45769
	994
	02-individual counseling, approx 30 min
	30 MIN

	
	PREV MEDICINE, INDIVIDUAL COUNSELING
	NEW OR ESTAB
	N/A
	all
	AI
	all
	45770
	994
	03-individual counseling, approx 45 min
	45 MIN

	
	PREV MEDICINE, INDIVIDUAL COUNSELING
	NEW OR ESTAB
	N/A
	all
	AI
	all
	45771
	994
	04-individual counseling, approx 60 min
	60 MIN

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	PREV MEDICINE, GROUP COUNSELING
	NEW OR ESTAB
	N/A
	all
	AG
	all
	45772
	994
	11-group counseling, approx 30 min
	30 MIN

	
	PREV MEDICINE, GROUP COUNSELING
	NEW OR ESTAB
	N/A
	all
	AG
	all
	45773
	994
	12-group counseling, approx 60 min
	60 MIN

	
	
	
	
	
	
	
	
	
	
	

	
	OTHER PREV MEDICINE SERVICES
	NEW OR ESTAB
	N/A
	all
	AA
	all
	45774
	994
	20-admin/assess health risk
	N/A

	
	OTHER PREV MEDICINE SERVICES
	NEW OR ESTAB
	N/A
	all
	AO
	all
	42435
	994
	29-unlisted preventive medicine service
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	NEWBORN CARE
	N/A
	N/A
	I
	BH
	all
	42370
	994
	31-hist & exam of normal newborn
	N/A

	
	NEWBORN CARE
	N/A
	N/A
	notI
	BN
	all
	44982
	994
	32-normal newborn care, non-hospital
	N/A

	
	NEWBORN CARE
	N/A
	N/A
	I
	BS
	all
	42377
	994
	33-subseq hosp care, normal newborn
	N/A

	
	NEWBORN CARE
	N/A
	N/A
	I
	BD
	all
	72550
	994
	35-hist/exam normal newborn, dischg.
	N/A

	
	NEWBORN CARE
	N/A
	N/A
	all
	BA
	all
	missing
	994
	36-attendance at delivery
	N/A

	
	NEWBORN CARE
	N/A
	N/A
	all
	BR
	all
	42112
	994
	40-newborn resuscitation
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	BASIC LIFE/DISABILITY EVALUATION SVCS
	N/A
	N/A
	all
	AL
	all
	49917
	994
	50-basic life or disability exam
	N/A

	
	BASIC LIFE/DISABILITY EVALUATION SVCS
	N/A
	N/A
	all
	AM
	all
	49918
	994
	55-work related exam by treating doc
	N/A

	
	BASIC LIFE/DISABILITY EVALUATION SVCS
	N/A
	N/A
	all
	AY
	all
	49919
	994
	56-work related exam, non-treating doc
	N/A

	
	
	
	
	
	
	
	
	
	
	

	
	UNLISTED E&M SERVICES
	N/A
	N/A
	all
	AU
	all
	72604
	994
	99-other services not listed 
	N/A


VI. Programming Guidelines for Calculation of Evaluation & Management Code

CalculateEM() is used to calculate an E&M code using the Medcin findings in the current encounter and additional data captured as part of your user interface. The method of calculation is based on the “Health Care Financing Administration (HCFA) 1997 Documentation Guidelines for Evaluation and Management Services”; the document is available from HCFA’s web site (http:\\ www.hcfa.gov). The idea is to suggest to the user the calculated E&M code that’s based on the patient’s encounter data (what’s documented), and to allow the user to override this code by adjusting the level of any of the 12 components computed from the patient’s encounter data.

The 12 components are documented in the 1997 HCFA E&M guidelines, and are identical to what’s described in the CodeDetails argument below.  

The patient’s encounter data that gets evaluated is the same as that passed via AddNarrate() and friends which is used to generate a narrative of the encounter.

CalculateEM 

CalculateEM(Setting As String, Service As String, PatientStatus As String, ExamType As String, FaceTime As Long, OverHalf As Long, CodeDetails As String ) As String

codestring = Medcin.CalculateEM(sSetting, sService, sPatientStatus, sExamType, lFaceTime, lOverHalf, sCodeDetails)

· CodeString
The returned string encodes three parts which are delineated with a semicolon.  

1. Medcinid of the calculated E&M code.

2. Medcinid of E&M code with user override (if any).

3. Computation results of the 15 components from which the two calculated E&M codes are based on. This is structured like the CodeDetails argument described below. 

An example of a codestring returned is “42351;42351;232433423213433”

To get the E&M code for the returned Medcinids use the Cpt() property of the returned medcinid (see General data access functions).

· Setting
One of the codes in the set of records from the qualifier table having the codename “SETTINGS”.

	codename
	code
	description

	SETTINGS
	E
	Emergency Dept

	SETTINGS
	M
	Home

	SETTINGS
	L
	Long Term Facility

	SETTINGS
	I
	Hospital inpatient

	SETTINGS
	H
	Hospital observation

	SETTINGS
	N
	Nursing facility

	SETTINGS
	O
	Outpatient


· Service
 One of the codes in the set of records from the qualifier table having the codename “SERVICE”. Note that only specific services are valid for a given setting. These are easily determined as follows: Services valid for a setting include those where the first character of the service code matches the setting code, or where the service code begins with “A” or “B”. It is recommended that a user interface validate a services presentation list when the setting selection is performed. 

	codename
	code
	description

	SERVICES
	AA
	Prev Med - Admin / Assess

	SERVICES
	AC
	Consult, confirmatory

	SERVICES
	AD
	Ext Dr. svc w/ Patient

	SERVICES
	AE
	Prev Med Eval / Mgt

	SERVICES
	AF
	Case Mgt Conf

	SERVICES
	AG
	Prev Med - Group Couns

	SERVICES
	AH
	Ext Dr. - No Pat contact

	SERVICES
	AI
	Prev Med - Indiv Couns

	SERVICES
	AL
	Life / Disab Eval Basic

	SERVICES
	AM
	Work / Med Disab - Dr.

	SERVICES
	AN
	Neonatal IC

	SERVICES
	AO
	Prev Med - Other

	SERVICES
	AP
	Care Plan Coord

	SERVICES
	AR
	Critical care

	SERVICES
	AS
	Dr. standby

	SERVICES
	AT
	Case Mgt Phone

	SERVICES
	AU
	Other Unlisted E&M

	SERVICES
	AY
	Work / Med Disab - Other

	SERVICES
	ED
	Directed care

	SERVICES
	BH
	Newborn H&P

	SERVICES
	BN
	Newborn, non-hospital

	SERVICES
	BS
	Newborn, sub hosp care

	SERVICES
	BD
	Newborn, H&P w/ dischg

	SERVICES
	BA
	Newborn. attend deliv

	SERVICES
	BR
	Newborn resuscitation

	SERVICES
	EP
	Physician care

	SERVICES
	HD
	Observation discharge

	SERVICES
	HI
	Initial observation

	SERVICES
	IC
	Consult, initial inpatient

	SERVICES
	ID
	Final discharge

	SERVICES
	IF
	Consult, follow-up inpatient

	SERVICES
	II
	Initial hospital care

	SERVICES
	IO
	Inpatient observ same day

	SERVICES
	IS
	Subsequent hospital care

	SERVICES
	LV
	Long term facility visit

	SERVICES
	MV
	Home visit

	SERVICES
	NA
	Nursing assessment

	SERVICES
	ND
	Nursing discharge

	SERVICES
	NC
	Consult, initial patient

	SERVICES
	NF
	Consult, follow-up inpatient

	SERVICES
	NS
	Nursing subsequent care

	SERVICES
	OC
	Outpatient Consult

	SERVICES
	OO
	Outpatient Visit


· PatientStatus
Either “N” for a new patient, or “E” for an existing patient.

· ExamType
 One of the codes in the set of records from the qualifier table having the codename “EXAMTYPE”.

	codename
	code
	description

	EXAMTYPE
	A
	General Multi-System

	EXAMTYPE
	C
	Cardiovascular

	EXAMTYPE
	E
	Ear, nose, mouth, and throat

	EXAMTYPE
	Y
	Eyes

	EXAMTYPE
	G
	Genitourinary

	EXAMTYPE
	H
	Hematologic/lymphatic/immunologic

	EXAMTYPE
	M
	Musculoskeletal

	EXAMTYPE
	N
	Neurological

	EXAMTYPE
	P
	Psychiatric

	EXAMTYPE
	R
	Respiratory

	EXAMTYPE
	S
	Skin


· FaceTime
The time in minutes spent total face to face with the patient.  Note: Per current HCFA guidelines this time is defined: “For coding purposes, face to face time for these services is defined as only that time that the physician spends face to face with the patient and/or family.  This includes the time in which the physician performs such tasks as obtaining a history, performing an examination, and counseling the patient.”  This time entry is important for those E&M codings that rely specifically on time (e.g. Hospital discharge services – Final discharge).

· OverHalf
1 if more than 50% of the total face to face time was spent counseling; 0 otherwise.  In the case where counseling and/or coordination of care dominates (more than 50%) of the physician/patient and/or family encounter (face to face time in the office or other outpatient settings, floor/unit time in the hospital or nursing facility), time is considered the key or controlling factor to qualify for a particular level E/M services.

· CodeDetails
This string is used to calculate the user-override E&M code.  This is a string containing twelve ASCII characters, each a 0-4 indicating the level for the following 12 components.  If the level is 0, the level will be computed based on the encounter data (the computed levels are returned from CalculateEM()).  Levels 1-4 are user-overrides.  The meanings for levels 1- 4 vary according to the sections below. 

	Character position
	Component
	ASCII value

	1st 
	HPI  
	1=Brief, 2=Extended

	2nd
	ROS 
	1=Problem pertinent, 2=Extended, 3=Complete

	3rd  
	PFSH 
	1=Perinent, 2=Complete

	4th 
	Overall History 
	1=Problem focused, 2=Expanded problem focused, 3=Detailed, 4=Comprehensize

Calculated from HPI, ROS, PFSH and cannot be directly overridden.

	5th 
	EXAM 
	1=problem focused, 2=Expanded Problem Focused, 3=Detailed, 4 = Comprehensive

	6th 
	Overall MDM 
	1=straightforward 2=low complexity 3=moderate complexity 4=high complexity

Calculated from Dx/Mgt Options, Complexity of data and cannot be directly overridden.

	7th 
	Dx/Mgt Options 
	1=Minimal, 2=Limited, 3=Multiple, 4=extensive

	8th 
	Complexity of Data 
	1=Minimal, 2=Limited, 3=Moderate, 4=Extensive

	9th 
	Overall Risk 
	1=Minimal, 2=Low, 3=Moderate, 4=High

Calculated from Presenting problem, Diagnostic Procedures Ordered, Management Options Selected and cannot be directly overridden.

	10th 
	Presenting Problem 
	1=Risk level 1, 2=Risk level 2, 3=Risk level 3, 4=risk level 4

	11th 
	Diagnostic Procedures Ordered 
	1=Risk level 1, 2=Risk level 2, 3=Risk level 3, 4=risk level 4

	12th
	Management Options Selected
	1=Risk level 1, 2=Risk level 2, 3=Risk level 3, 4=risk level 4



	13th
	Overall History calculated from user override

In returned codestring only
	1=Problem focused, 2=Expanded problem focused, 3=Detailed, 4=Comprehensize

Calculated from user override of HPI, ROS, and PFSH.

	14th
	Overall MDM calculated from user override 

In returned codestring only
	1=straightforward 2=low complexity 3=moderate complexity 4=high complexity

Calculated from user override of Dx/Mgt Options, and Complexity of data

	15th
	Overall Risk calculated from user override 

In returned codestring only
	1=Minimal, 2=Low, 3=Moderate, 4=High

Calculated from user override of  Presenting problem, Diagnostic Procedures Ordered, and Management Options Selected.


It is recommended that an application provide a means of preserving user preferences for setting, service, and exam type.

ActivateEM

ActivateEM(lCodeDetail As Long, sParam As String, wParam As Long) As Integer

count = Medcin.ActivateEM(lCodeDetail, sParam, wParam)

This function produces lists (based on the last call to CalculateEM()) showing items from the encounter that are relevant to calculating one of the requested 12 components. The resulting list is passed to the caller though the BuildList event. The BuildList parameters vary based on the lcodeDetail argument and are documented below.  In some cases the data passed via Buildlist() is a heading or just a description.  This is indicated when the Medcinid Argument is a -1.

· Count
This returned integer is the number of items in the list returned in BuildList events.

· CodeDetail
The HCFA component number (1-12) for which supporting encounter data is desired. The components are enumerated as follows:

· HPI
Produces a list of findings (itemids) and the item’s attribute count for all findings in the encounter that are a part of the HPI component.  Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid 

	Prefix
	N/A

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	Count of item’s attributes

	Flags
	Flags

	Subs
	N/A

	CalculatedDx
	N/A


· ROS
Produces a list of findings (itemids) and the HCFA body system code for all findings in the encounter that are a part of the ROS component.. Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   Note: if this field is –1 then the only valid argument is Description which contains the body system description which may be used as a heading.  Headings are followed by their respective itemids.

	Prefix
	ROS body system code (see table below)

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	Flags

	Subs
	N/A

	CalculatedDx
	N/A

	codename
	code
	description

	HCFAROS
	A
	Constitutional Symptoms

	HCFAROS
	B
	Eyes

	HCFAROS
	C
	Ears, Nose, Mouth, and Throat

	HCFAROS
	D
	Cardiovascular

	HCFAROS
	E
	Respiratory

	HCFAROS
	F
	Gastrointestinal

	HCFAROS
	G
	Genitourinary

	HCFAROS
	H
	Musculoskeletal

	HCFAROS
	I
	Integumentary (skin and/or breast)

	HCFAROS
	J
	Neurological

	HCFAROS
	K
	Psychiatric

	HCFAROS
	L
	Endocrine

	HCFAROS
	M
	Hematologic/Lymphatic

	HCFAROS
	N
	Allergic/Immunologic


· PFSH
Produces a list of findings (itemids) and the HCFA category of Prior medical, Family history, or Social history, for all findings in the encounter that are a part of the PFSH component.. Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   Note: if this field is –1 then the only valid argument is Description which contains the description for one of the three categories which may be used for a heading.

	Prefix
	PFSH body system code (see table below)

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	Flags

	Subs
	N/A

	CalculatedDx
	N/A

	code
	description

	1
	Past Medical History Symptoms

	2
	Social History

	3
	Family History Throat


· Overall History is not applicable.

· EXAM
Produces a list of the last computed exam’s body systems, or a list of bullets for the requested body system, or a list of findings in the encounter for the requested bullet. (See sParam and wParam below for a table)

· Overall MDM is not applicable.

· Dx/Mgt Options 
Produces a list of findings (itemids) and each item’s complexity for all findings in the encounter that are a part of the Dx/Mgt Options component.  Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   

	Prefix
	N/A

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	N/A

	Subs
	ASCII value of item’s complexity

	CalculatedDx
	N/A


· Complexity of Data 
Produces a list of findings (itemids) for all findings in the encounter that are a part of the Complexity of Data component.  Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   

	Prefix
	N/A

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	N/A

	Subs
	ASCII value of item’s complexity

	CalculatedDx
	N/A


· Overall Risk is not applicable

· Presenting Problem 
Produces a list of findings (itemids) and each item’s risk for all findings in the encounter that are a part of the Presenting Problem component.  Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   

	Prefix
	N/A

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	N/A

	Subs
	ASCII value of item’s risk

	CalculatedDx
	N/A


· Diagnostic Procedures Ordered 
Produces a list of findings (itemids) and each item’s risk for all findings in the encounter that are a part of the Diagnostic Procedures Ordered component.  Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   

	Prefix
	N/A

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	N/A

	Subs
	ASCII value of item’s risk

	CalculatedDx
	N/A


· Management Options Selected 
Produces a list of findings (itemids) and each item’s complexity for all findings in the encounter that are a part of the Management Options Selected component.  Following are the Buildlist() arguments.

	Buildlist() Param
	Param Content

	Medcinid
	Itemid   

	Prefix
	N/A

	Nodekey
	NodeKey

	Description
	TranscribeItem() Description

	Termtype
	N/A

	Flags
	N/A

	Subs
	ASCII value of item’s complexity

	CalculatedDx
	N/A


· sParam
Used to specify a particular body system for the Exam component. The specific combination of values for the parameters and resulting arguments for the BuildList() calls are summarized in the table below.

·  wParam
Used to specify a particular Bullet for a body system for the Exam component. The specific combination of values for the parameters and resulting arguments for the BuildList() calls are summarized in the table below.

	lCodeDetails
	sParam
	wParam
	Returned data via BuildList()

	5
	“”
	0
	Produces a list of body systems descriptions for the last computed examtype. 

· Medcinid = -1 

· Termtype = number of bullets in body system

· Prefix = body system code 

· Subs = ”+” if encounter data exists for body system 

· CalculatedDx = TRUE if body system is satisfied 

· Description = body system description.

	5
	Body system code returned in the Prefix argument in the above row.
	0
	Produces a list of bullet descriptions for the requested body system. 
1. Medcinid = -1 

2. Termtype = bullet number

3. Prefix = body system code, 

4. Subs = ”+” if encounter data exists for bullet

5. CalculatedDx = TRUE if bullet is satisfied 

6. Description = body system description.

	5
	Body system code returned in the Prefix argument in the first row.
	Bullet number returned in the termtype argument in the above row
	Produces a list of findings from the encounter that are relevant to the bullet.

7. Medcinid = itemid

8. CalculatedDX = always TRUE

9. Description = TranscribeItem() description


ActivateEMprompt

ActivateEMprompt(listsize as Integer, codedetail as Long, examtype As String, sParam As String, wParam As Long) As Integer

count = ActivateEMprompt(listsize as Integer, icode as Long, examtype as String, sParam As String, wParam As Long) As Integer

This function produces prompt lists for each of the 11 E&M physical exams as well as the ROS, HPI, and PFSH components.  A list can be created for the whole exam, a single body system for an exam, or a single bullet for a body system.

· listsize  size of prompt list

· 1 = show base medcinids for request

· 2 = show base medcinids and additional children where diagnostically relevant.

· codedetail
The HCFA component number (1-5) for which prompting data is desired. The components are enumerated as follows:

· HPI
Produces a list of findings that are part of the HPI component.  

· ROS
Produces a list of findings that are a part of the ROS component. 

· PFSH
Produces a list of findings for the PFSH component of Prior medical, Family history, or Social history.

· Overall History is not applicable.

· EXAM
Produces a list of findings for each of the 11 Physical exam types.  Uses examtype, sParam, and wParam to be more specific.
· ExamType
 One of the codes in the set of records from the qualifier table having the codename “EXAMTYP”.  This argument is used only when codedetail = 5.

	codename
	code
	description

	EXAMTYPE
	A
	General Multi-System

	EXAMTYPE
	C
	Cardiovascular

	EXAMTYPE
	E
	Ear, nose, mouth, and throat

	EXAMTYPE
	Y
	Eyes

	EXAMTYPE
	G
	Genitourinary

	EXAMTYPE
	H
	Hematologic/lymphatic/immunologic

	EXAMTYPE
	M
	Musculoskeletal

	EXAMTYPE
	N
	Neurological

	EXAMTYPE
	P
	Psychiatric

	EXAMTYPE
	R
	Respiratory

	EXAMTYPE
	S
	Skin


· sParam
Used to specify a particular body system for the Exam component. The specific combination of values for the parameters and resulting arguments for the BuildList() calls are summarized in the table below.  The values for wParam are the same as used in the ActivateEM() call.

·  wParam
Used to specify a particular Bullet for a body system for the Exam component. The specific combination of values for the parameters and resulting arguments for the BuildList() calls are summarized in the table below. The values for sParam are the same as used in the ActivateEM() call.

	lCodeDetails
	sParam
	Wparam
	Returned data via BuildList()

	5
	“”
	0
	Produces a complete list of finding for all body systems in the requested examtype. When medcinid = -1 the description field is a body system description or a bullet description.

· Medcinid = medcinid or -1

· Termtype = termtype if medcinid != -1

· Prefix = prefix of medcinid != -1. If medcinid = -1 then prefix is a body system code or a bullet number.

· Subs = ”+” if medcinid != -1 and finding has children 

· CalculatedDx = if medcinid = -1 ; TRUE if description is a body system, FALSE is description is a bullet.

· Description = body system, bullet, of finding description

	5
	Body system code returned in the Prefix argument in the above row.
	0
	Produces a list of bullet descriptions and findings for the requested body system.

10. Arguments to buildlist() are the same as above



	5
	Body system code returned in the Prefix argument in the first row.
	Bullet number returned in the in the Prefix argument in the first two rows.
	Produces a list of findings from the encounter that are relevant to the bullet.

11. Arguments to buildlist() are the same as above


Appendix A: CHCSII E&M Calculator Settings

CHCS II Defaults and Special Rules

	Special Rules
	Appt Class Dropdown
	CHCSII default E&M Tab
	Calc Setting parameter 
	Calc Default Services Parameter
	Selection Tab- Default Category

	Default
	Outpatient
	Calc
	O- Outpatient
	OO- Outpatient Visit                         (established vs new Based on algorithm)
	Outpatient Visit                                (established vs new Based on algorithm)

	Clinic MEPRS =BIA*
	Outpatient
	Calc
	E- Emergency Dept
	ED- Directed Care
	Emergency Department

	APV = yes
	Outpt APV
	Selection
	O-Outpatient
	AU-Other Unlisted E&M
	Other E&M - 99499

	Non-Count
	Any
	Selection
	na
	AU-Other Unlisted E&M
	Other E&M - 99499

	Observation = Yes
	Outpt Observation
	Calc
	H-Hospital Observation
	None- display "<select Service Type>"
	Observation (currently innacurate)

	Appt type = "WELL"
	Outpatient
	Calc
	O-Outpatient
	AE- Prev Med Eval/Mgt                     (established vs new Based on algorithm)
	Preventive Medicine                (established vs new Based on algorithm)

	Appt type = "RNDS"
	Inpatient
	Calc
	I- Hospital Inpatient
	None- display "<select Service Type>"
	Inpatient (currently missing)

	
	
	
	
	
	

	Options not Used
	
	
	M- Home
	
	

	Options not Used
	
	
	L- Long Term Facility
	
	

	Options not Used
	
	
	N- Nursing Facility
	
	


CHCSII Rules for Service Type Parameter Settings

	Settings Where Service Used
	Rules
	Setting Code
	Setting Description

	All
	
	AF
	Case Mgt Conf

	All
	
	AC
	Consult, Confirmatory

	All
	
	AU
	Other Unlisted E&M

	E
	
	ED
	Directed Care

	E,O
	
	EP
	Physician Care

	H
	
	HI
	Initial Observation

	H
	
	HD
	Observation Discharge

	H,I
	
	IO
	Inpatient observ same day

	I
	
	IF
	Consult, follow-up inpatient

	I
	
	IC
	Consult, initial inpatient

	I
	
	AR
	Critical Care

	I
	
	ID
	Final discharge

	I
	
	II
	Initial hospital care

	I
	<30days old
	AN
	Neonatal IC

	I
	<30days old
	BH
	Newborn H&P

	I
	<30days old
	BD
	Newborn, H&P w/ dischg

	I
	<30days old
	BS
	Newborn, sub hosp care

	I
	<30days old
	BA
	Newborn. Attend deliv

	I
	
	IS
	Subsequent hospital care

	I,O
	
	AS
	Dr. Standby

	I,O
	<30days old
	BR
	Newborn resuscitation

	I,O
	
	AA
	Prev Med - Admin / Assess

	I,O
	
	AO
	Prev Med - Other

	O
	Add on also
	AL
	Life / Disab Eval Basic

	O
	<30days old
	BN
	Newborn, non-hospital

	O
	
	OC
	Outpatient Consult

	O
	
	OO
	Outpatient Visit

	O
	
	AE
	Prev Med - Eval / Mgt

	O
	
	AG
	Prev Med - Group Couns

	O
	
	AI
	Prev Med - Indiv Couns

	O
	Add on also
	AM
	Work / Med Disab - Dr.

	O
	Add on also
	AY
	Work / Med Disab - Other

	(None)
	
	AP
	Care Plan Coord

	(None)
	Tcon only
	AT
	Case Mgt Phone

	(None)
	
	NF
	Consult, follow-up patient

	(None)
	
	NC
	Consult, initial patient

	(None)
	Add on only
	AH
	Ext Dr. - No Pat Contact

	(None)
	Add on only
	AD
	Ext Dr. svc w/ Patient

	(None)
	
	MV
	Home visit

	(None)
	
	LV
	Long term facility visit

	(None)
	
	NA
	Nursing assessment

	(None)
	
	ND
	Nursing discharge

	(None)
	
	NS
	Nursing subsequent care


CHCSII Allowable Add-on E&M Codes

	Category
	Codes

	Prolonged Services
	99354-99359

	Special Evaluation
	99450, 99455, 99456

	Critical Care Add-ons
	99290, 99292, 99499

	Observation Care Add-on
	99217

	Other E&M Code
	99499

	Preventive Medicine- New
	99381-99387

	Preventive Medicine- Established
	99391-99397

	Office & Outpatient Visit- New
	99201-99205

	Office & Outpatient Visit- Established
	99211-99215
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