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Evaluation & Management Code Derivation

General

Evaluation and Management codes (E&M) are a subset of codes presented in the “Current Procedural Terminology”, a copyrighted code set of the American Medical Association. These E&M codes, extending from 99201 through 99499, are primarily used as a billing code for the encounter. 
Within AHLTA there is integrated a Commercial Off-The-Shelf (COTS) nomenclature called Medcin that includes coded findings that can be used to help suggest an E&M code. An additional software component, the Medcin server, incorporates an algorithm that can suggest the E&M code that is appropriate to the list of coded terms in the current encounter for which an E&M code is desired. Because the determination of a proper E&M code requires context information beyond the extent of the specific coded findings, additional parameters are passed to the server. These parameters include:
· Setting – is indicative of the location of the services provided

· Service – is indicative of the type of service provided

· Patient Status – indicates new or existing patient

· Exam Type – indicates the type of examination being performed

· Face Time – indicates the time, in minutes, spent counseling the patient

· Over Half – indicates whether the FaceTime was greater than 50% of the encounter time
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Figure 1: AHLTA 3.3 E&M Calculator

The determination of the E&M code is a complicated process. In AHLTA, the algorithm is based on a programmatic implementation of the “1997 Documentation Guidelines for Evaluation and Management Services”. This document is available directly from the Centers for Medicare and Medicaid Services (CMS) web site at the following URL: http://www.cms.hhs.gov/MLNEdWebGuide/25_EMDOC.asp
The purpose of this paper is to present the details of the E&M code calculator implementation that is incorporated into AHLTA for the reader that has some familiarity with E&M coding and the Federal Government publications just noted, and desires to better understand the details “under the hood”.  This paper is not intended for the average provider or for the typical training situation, as the details herein are not particularly pertinent to this group or scenario.
Background

The 1997 guidelines require documentation in an encounter note that falls under three distinct categories as enumerated here by their respective sub-sections:

History, three sections (Overall History)

· History of Present Illness (HPI)

· Review of Systems (ROS)

· Past, Family, and/or Social History (PFSH)

Physical Examination (EXAM)
Complexity of Medical Decision Making, three sections, one of which is a composite (Overall Risk)
· Number of diagnoses or management options (Dx/Mgt)
· Amount and/or complexity of data to be reviewed (Complexity of Data)
· Risk of complications and/or morbidity or mortality, actually composed of three separate sub-categories (Overall Risk)
1. Risk of presenting problem (Problem Risk)
2. Risk of diagnostic procedures ordered (Tests Risk)
3. Risk of Management options selected (Mgt Risk)
Note: only the physical exam portion is significantly varied between the 1995 and the 1997 guidelines.

Within each section, there exists varying levels of service. For instance, the History and Physical Examination composites provide for “Problem Focused”, “Expanded Problem Focused”, “Detailed”, and “Comprehensive” in increasing levels of service. The Complexity of Medical Decision Making composite provides for “Straightforward”, “Low Complexity”, “Moderate Complexity”, and “High Complexity”, again in increasing levels of service. The individual sections usually specify the levels as “Minimal”, “Low”, “Moderate”, and “High”. Throughout this paper, rather than use separate terminology to designate the level within a section, we will simply specify level 1, 2, 3, or 4 (with 1 being the least and 4 being the highest).
We then clarify, using the nomenclature that appears in parentheses above, that the sections that make up the base of the analysis are as follows: HPI, ROS, PSFH, EXAM, Dx/Mgt, Complexity of Data, Problem Risk, Tests Risk, and Mgt Risk. The “Overall Risk” is actually a composite of the three underlying risk sections, and by itself, is not determined from individual data elements. Similarly, Complexity of Medical Decision Making is determined totally by its three sections, and by itself, is not determined from individual data elements. Lastly, History is a composite of its three subordinate components, and by itself, is not determined from individual data elements. The method of combining the levels of each section to determine the level for a composite or category is completely specified in the CMS documents noted above.
Once the level of each of the eight sections is determined from the encounter data, the three categories shown in bold face above can be determined. Let’s see how they are used in a few examples to arrive at an E&M code.

Code 99201 is proper only for a new patient (patient status previously mentioned), where the outpatient service is provided in a physician’s office or other outpatient facility setting. To be appropriate, the history must be problem focused (level 1) at a minimum, the examination must be problem focused (level 1) at a minimum, and the medical decision making must be straightforward (level 1 at a minimum). Therefore, if the application specified that the patient status was “new”, the setting was “outpatient”, the service was “outpatient visit”, and the category levels were determined to be HISTORY=1, EXAM=1, MDM=1, AHLTA will provide an E&M code of 99201.
If the patient status was “existing”, along with the same other properties and category levels, AHLTA will provide an E&M code of 99212.

If you examine the “Current Procedural Terminology” section on Evaluation and Management, you will see that most E&M codes are determined by the specific levels of History, Examination, and Medical Decision Making, as well as the patient status (new or existing), the type of service provided, and the physical setting where the service was delivered. Some codes are determined by the time spent delivering the service rather than the three categories.

The bottom line is that the code is determined in part on the levels of service provided in the three categories and that levels can be determined by a careful analysis of the AHLTA encounter data.

In the next sections of this document, we use the term “column” to correspond to a section of data. This is due, in part, to the presentation of calculation details in a grid. Included in the grid are three column headers and an overall value representing the data determined solely from the composite sections listed beneath each header. Below each column header are headers for the corresponding composite sections and value buttons.   
Evaluation and Management Key Components

The Evaluation and Management Guidelines specify three key components of E&M services and for visits which consist predominately of counseling or coordination of care. The three key components are:

· History

· Examination (Exam)
· Medical Decision Making (Med Decision Making)

Furthermore, the “History” component is made up of three separate sections: “History of Present Illness” (HPI), “Review of Systems” (ROS), and “Past, Social, and Family History” (PSFH). The MDM component is itself composed of three sections: “Number of Diagnoses or Management Options” (Dx/Mgt Options), “Amount and/or Complexity of Data Reviewed” (Data Complexity), and “Risk of Complications and/or Morbidity or Mortality” (Risk). Risk is actually derived from three separately determinable kinds of risk (“Presenting Problems”, “Diagnostic Procedures Ordered”, and “Management Options Selected”).

The following “determination” sections under key components describe the techniques that AHLTA has implemented in its E&M calculator. 

Determination of HPI

According to the 1997 Guidelines, there are only two levels of service for the HPI component: “brief” and “extended”. AHLTA uses a level of “1” to indicate ‘brief” and a level of “2” to indicate “extended”. The level assigned to this HPI column is determined from the highest level calculated. 
One of the methods involves the determination of various elements for each symptom. The guidelines enumerate the following elements: 
· Location

· Quality

· Severity

· Duration

· Timing

· Context

· Modifying factors

· Associated signs and symptoms
Each non-free text symptom finding has been coded with its respective elements. If specifying laterality (right lateral, left lateral, unilateral, and bi-lateral) there is no relationship to the elements for E&M HPI determination.
The individual methods are as follows:
1. Count the number of findings in the encounter that have a prefix of “reviewed PMH for”.

2. If the HPI narrative group finding is not a free text finding, then its assigned attributes count towards the corresponding element enumerated in the guidelines; an element is met if at a minimum one finding in the encounter exhibits that attribute. In addition, if the finding instance has an onset or duration value, the duration element is met. If the finding has no attribute contribution towards the elements then it is considered to satisfy the “associated signs and symptoms” element.
Now the level assigned to the HPI column is determined from the four methods just discussed. The following approach is used.

· If the count is between 1 and 3 inclusive, the assigned level is 1.

· If the count is four or more, or the count from method 1 is greater than 2, the assigned level is 2.

Important Points and Caveats:  
· More than 1 term with a given attribute still only counts as a single attribute
· Example: headache & neck pain- both have the “location” attribute, thus count as only 1 attribute
· HPI free-text terms are counted as 1 attribute (each) in AHLTA
· HPI Free-text terms are officially “HPI”, “Preliminary  Background HPI”, “Supplemental HPI”
· “Subjective” and “Encounter Background Information” do NOT count as attributes
· Tricks of uncertain use: 
· Put a “2” in the “value” field for an HPI free text term and it will make the HPI calculate to level 2
· Put any combination of the letters LQSDTCMA (first letter of each attribute) and it will count those attributes in the calculation.
· Free text on a symptom or other term doesn’t count at all

· This is where most of the “attributes”  (the story) are often included
· Terms with out attributes (e.g. “nausea”) get counted as the “associated signs and symptoms” attribute

· Regardless of how many there are
· Using the Onset or Duration widgets will qualify as the “duration” attribute
· The “Modifiers” drop-down selections do NOT get counted as an attribute (though they should- usually as “Severity”- and this has been reported to Medicomp to fix).
Summary and Detailed Data Available

In AHLTA a summary listing of each encounter finding that contributed to the determination of the HPI level can be viewed in the HPI Details. An example of this output follows:

[image: image2.png]HPI Details

o sinus pein
o elbow jaint pain

¥ no sinus pain (0)
¥ no elbow joint pain (0)




Details Pane Notes:

· The HPI Details pane ONLY shows the FIRST item that counts towards a given attribute (this is new behavior and can be confusing relative to previous versions of the calculator)

· The HPI Details pane “Count” column has been rendered almost irrelevant

· The calculator (under the hood) can now report the associated attributes, which is what is now relevant, but this is not yet turned on in AHLTA

In AHLTA, the user can always override the calculated HPI value, by selecting the appropriate level (indicated by a red number).  The calculator then uses that HPI value in the “With User overrides” calculation.
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Figure 2: HPI changed by user to a level 2, with resulting "With User overrides" overall code

Determination of ROS

The 1997 Guidelines identify 14 distinct body systems for the purposes of the Review of Systems level of service. It identifies three different levels: “Problem Pertinent”, level 1 in AHLTA; “Extended”, level 2 in AHLTA; and “Complete”, level 3 in AHLTA.

All of the symptom domain findings in AHLTA have been assigned to its respective body system. The Appendix table, “Review of Systems Assignment by Identifiers” delineates how the symptom hierarchy is assigned to systems. Any finding that appears in the Allergy narrative group is considered to be a finding that satisfies the “Allergic/Immunologic” body system, as well as any finding in the Allergy/Immunology body system code group.

Note: In AHLTA 3.3, if a user include Allergies in the Autocites for an encounter, a generic allergy related term, equivalent to “allergies reviewed’ is automatically included in the E&M calculation, which will count for the “allergic/immunologic” body system, as described above.

The Guidelines suggest that the level of ROS is related to the quantity of body systems reviewed. Therefore, the corresponding body system is tracked for each finding in both the ROS and HPI narrative groups.
(Since findings in the HPI section of the narrative are now counted for ROS, it is no longer necessary to put ANYTHING in the ROS section to be able to get some ROS credit.

When accumulating the total count of ROS body systems met, the total will include 1 for each body system that has one or more items stroked. The following enumerates the ROS level determined:

1. If the accumulated total is equal to 1, level 1 is assigned
2. If the accumulated total is between 2 and 9 inclusive, level 2 is assigned.

3. If the accumulated total is greater than 9, level 3 is assigned.

Summary and Detailed Data Available

In AHLTA a summary listing of each encounter finding for each organ system and the quantity of encounter findings that were credited to each organ system can be viewed in the ROS Details. Furthermore, a detailed list of each encounter finding that contributed to the determination of the ROS level, and what organ system it was credited to. An example of this output follows:
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The user can always override the calculated ROS value, by selecting the appropriate level (indicated by a red number).  The calculator then uses that ROS value in the “With User overrides” calculation (only shown if the calculation is different due to the overrides).
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Figure 3: ROS with user override, but no resultant change in overall calculation

Determination of PFSH

The history section of S/O in AHLTA is divided into three distinct sections: past medical history, family medical history, and social history. A free text finding is provided in each history section (past medical, family, and social) that is recognized as representing its respective section. The coded findings in the encounter are scanned for the following characteristics:

· If a finding in the encounter is a child of this domain, the appropriate section count is incremented by one.

· If a finding outside of this domain incorporates a prefix that indicates history (history of, recurrent history of, uncorroborated history of, unresponsive to, intolerant to, responded to), then the past history counter will be incremented by one.

· Each finding outside of the history domain that has a prefix that indicates family history contributes a count of one to the family history section counter.
According to the 1997 CMS Guidelines, there are only two levels of service for the PFSH component: “pertinent” and “complete”. The E&M calculator in AHLTA uses a level of 1 to indicate ‘Pertinent” and a level of 2 to indicate “complete”. The PFSH level of service is then determined from the individual counts of past, family, and Social history. The service and setting have a bearing on the determined level, as well as the individual counts. This can be seen in the following bulleted list.
· Medcin Services codes of “IS”, “IF”, “NO”, and “NS” (see the service codes table in the appendix) require no PFSH component. The level is arbitrarily set at 2 to satisfy the internal workings of the E&M calculator.

· If any of the three sections has a count greater than zero, a minimum level of 1 is assigned. 

· If in addition, two or more sections have a count greater than zero, then certain combinations of Medcin setting codes (see the appendix for setting codes) and service can be assigned a level of 2. These are:

· Setting “O” and Service “OO” and existing patient

· Setting “L” and service “LV” and existing patient

· Setting “M” and service “MV” and existing patient

· Setting “E”

· If all three sections have a count greater than zero, then certain combinations of setting (see the appendix for setting codes) and service can be assigned a level of 2. These are:

· Setting “O” and Service “OO” and new patient

· Setting “M” and service “MV” and new patient

· Setting “I” and service “II” irrespective of patient status

· Setting “N” and service “NA” irrespective of patient status

· Setting “L” and new patient irrespective of service

· Service “HD”, “OC”, “IC”, “IF”, or “AC” irrespective of setting or patient status

Summary and Detailed Data Available

In AHLTA a summary listing the history sections and the quantity of findings credited to each can be viewed in the PFHS Details. Furthermore, a detailed list of each encounter finding that contributed to the determination of the PFSH level can be viewed. An example of these outputs follows:
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Note: In AHLTA 3.3, if the user autocites the Problem list, Social History, or Family History, a corresponding free-text term will automatically be included in the E&M calculation if data exists in that autocite section- effectively providing credit for “Social History reviewed”, etc.

The user can always override the calculated PFSH value, by selecting the appropriate level (indicated by a red number).  The calculator then uses that PFSH value in the “With User overrides” calculation (only shown if the calculation is different due to the overrides).
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Figure 4: PFSH user override, but with no resultant change in overall calculation

Determination of History from HPI, ROS, and PSFH

The Guidelines specify exactly how the three components combine to determine an overall level of history. Using the levels as discussed in the three immediate sections, this is carried out as follows:
· If the HPI level is greater than zero, the overall history is level 1 (Problem Focused)

· If the HPI level is greater than zero and the ROS level is greater than zero, the overall history is level 2 (Expanded Problem Focused)

· If the HPI level is greater than one, the ROS level is greater than one, and the PSFH level is greater than zero, the overall history is level 3 (Detailed)

·  If the HPI level is greater than one, the ROS level is greater than two, and the PSFH level is greater than one, the overall history is level 4 (Comprehensive)

This determination matches up with the chart that shows up in the Guidelines under “Documentation of History”.
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Figure 5: Overall History determination of "Exp. Problem Focused (2)"

Determination of Physical Examination

Determination Using 1997 Guidelines

For purposes of the 1997 E&M physical examination calculation, knowledge experts have classified the bulleted text that appears in the Guidelines for every box assigned to each organ system for every type of physical examination into its set of atomic clinical concepts. The physical examination findings in AHLTA have then been classified to their respective atom for each bullet. This is an extensive list that consists of over 500 atomic units, and nearly 2000 mapped nodes. Each atomic unit has been assigned an identity number. The “1997 General Multi-System Examination Table of Bullets” section of the Appendix includes only the atomic units for the General multi-system examination so as not to overwhelm the reader with excessive details.
The E&M calculator considers all physical examination domain findings in the encounter and strokes the relevant atomic units that each finding, or its parentage, belongs to. Patient gender is considered to account for the different atomic node classifications of the genitourinary organ system.
By analyzing the atomic units that have encounter data elements, along with the requirements specified in the Guidelines, a determination can be made of whether or not a particular bullet has been met. The conditions for satisfying each bullet are provided in the 1997 Guidelines and are not reproduced in this document. However, due to the complexity of correlating bullets met to a given level of service, this document reproduces excerpts from the Guidelines that summarize the requirements for each level. It is these requirements that are codified into the E&M calculator.
“To qualify for a given level of multi-system examination, the following content and documentation requirements should be met: 
· Problem Focused Examination-should include performance and documentation of one to five elements identified by a bullet (·) in one or more organ system(s) or body area(s).

· Expanded Problem Focused Examination-should include performance and documentation of at least six elements identified by a bullet (·) in one or more organ system(s) or body area(s).

· Detailed Examination--should include at least six organ systems or body areas. For each system/area selected, performance and documentation of at least two elements identified by a bullet (·) is expected. Alternatively, a detailed examination may include performance and documentation of at least twelve elements identified by a bullet (·) in two or more organ systems or body areas.

· Comprehensive Examination--should include at least nine organ systems or body areas. For each system/area selected, all elements of the examination identified by a bullet (·) should be performed, unless specific directions limit the content of the examination. For each area/system, documentation of at least two elements identified by a bullet is expected.

To qualify for a given level of single organ system examination, the following content and documentation requirements should be met: 
· Problem Focused Examination--should include performance and documentation of one to five elements identified by a bullet (·), whether in a box with a shaded or unshaded border. 

· Expanded Problem Focused Examination--should include performance and documentation of at least six elements identified by a bullet (·), whether in a box with a shaded or unshaded border. 

· Detailed Examination--examinations other than the eye and psychiatric examinations should include performance and documentation of at least twelve elements identified by a bullet (·), whether in box with a shaded or unshaded border.  

Eye and psychiatric examinations should include the performance and documentation of at least nine elements identified by a bullet (·), whether in a box with a shaded or unshaded border. 

· Comprehensive Examination--should include performance of all elements identified by a bullet (·), whether in a shaded or unshaded box. Documentation of every element in each box with a shaded border and at least one element in each box with an unshaded border is expected.”
Summary and Detailed Data Available

In AHLTA a summary listing can be displayed that shows for each body system:

· The number of bullets in that system 

· How many bullets have been met by the underlying data

· Whether or not that bullet has been met.

Furthermore, a detailed list can be obtained that clearly shows the bullets for the specified type of examination as well as the encounter findings that contributed to each bullet. By viewing this presentation, a provider can easily determine why or why not credit for the examination of a body area has been given. An example of this type of output follows:

An example of this output follows: 
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Note: In AHLTA 3.3, the vital signs entered in the Screening/Vitals module are automatically included in the Physical Exam calculation (i.e. it is not necessary to include the “vital signs reviewed” term in order for the vitals to be included in the calculation).

The user can always override the calculated Exam value, by selecting the appropriate level (indicated by a red number).  The calculator then uses that Exam value in the “With User overrides” calculation (only shown if the calculation is different due to the overrides).
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Figure 6: User override of Calculated Exam Level

Determination of Dx/Mgt Options
The “number of diagnoses or management options” is specified in the Guidelines using four types of medical decision making (MDM): “Minimal”, “Limited”, “Multiple”, and “Extensive”. In AHLTA, these are assigned as levels 1, 2, 3, and 4. Knowledge experts have assigned a complexity level to each finding that is considered to have a complexity of minimal or greater. The E&M calculator in AHLTA uses the following method for determining MDM level of diagnoses and management options. The method evaluates the complexity level of relevant diagnoses, as well as the complexity level of any symptom, history, or physical finding that is entered with a diagnosis prefix.

Further Details Of Dx/Mgt Options method
In this method, the E&M calculator accumulates the count of each acceptable finding at its complexity level for diagnoses, symptoms, history, and physical examination findings. The acceptable therapy findings are simply counted regardless of level. Only findings that have a complexity value of 1 through 4 are considered. Then the determined level is based on the quantity of considered findings at each level.
A diagnosis domain finding is considered if the result is not normal, and the Medcin prefix code is one of the following: (blank, ?, ?+, A, CN, D, DI, DS, E, FU, IO, IP, P, PE, PO, PP, PR, RD, RF, RI, RM, RO, RS, S, W). Descriptions for these prefix codes are shown in the “Partial List of Prefix Qualifiers” section of the Appendix. 

A symptom, history, or physical examination domain finding is considered if the prefix code is one of the following (W, P, A, DS). Descriptions for these prefix codes are shown in the “Partial List of Prefix Qualifiers” section of the Appendix.

A therapy domain finding is considered if the result is not normal, and its prefix code is one of the following: (AG, AV, D, DC, DI, DR, FU, IO, IP, MD, O, PE, PF, PO, PP, PR, PS, RF, SC). If it has zero complexity, then consider the complexity level of its parentage for the first finding with a complexity level greater than zero. If the determined complexity is greater than zero, simply increment the count of therapy findings regardless of level.

The subtotals at each level (1-4) plus the therapy subtotal is added together for a total. Then the following is used to determine the Dx/Mgt level:

1. If the total is greater than 0, the Dx/Mgt level is a minimum of 1
2. If the total is greater than 5, or any of the subtotal levels 2, 3, or 4 have a non-zero count, the Dx/Mgt level is a minimum of 2
3. If the total is greater than 8, or either of the subtotal levels 3 or 4 have a non-zero count, or the sum of the subtotal levels 2, 3, and 4 is greater than 1, then the Dx/Mgt level is a minimum of 3
4. If the total is greater than 11, or the level 4 subtotal has a non-zero value, or the sum of the subtotal levels 3 and 4 is greater than 1, then the Dx/Mgt level is 4
Summary and Detailed Data Available

In AHLTA a summary listing of each encounter finding that contributed to the determination of the Dx/Mgt level can be viewed in the Dx/Mgt Options Details. An example of this output follows:
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Determination of Complexity of Data

The “Complexity of Data” is specified in the Guidelines using four types of medical decision making (MDM): “Minimal”, “Limited”, “Multiple”, and “Extensive”. Furthermore, the CMS Guidelines state that “this is based on the types of diagnostic testing ordered or reviewed”.

The E&M calculator examines the encounter findings for the following conditions:

· If the finding is one of the ten specific therapy findings identified in the following table, allocate the points shown to the row.

	Finding
	Description
	Points

	302395
303376
	Data To Be Reviewed: Clinical Lab Tests
Reviewed lab tests free text
	1
1

	302396
303377
	Data To Be Reviewed: Radiology Tests
Reviewed radiology tests free text
	1
1

	302404
303378
	Data To Be Reviewed: Medical Tests
Reviewed medical tests free text
	1
1

	302398
	Discussion Of Test Results With Performing Physician
	1

	302399
	Decision To Obtain Old Records / History From Other Than Physician
	1

	302400
	Review Old Records, Hx From Other Than Patient, Discuss With Other Provider
	2

	302401
	Independent Visualization Of Image, Tracing, Or Specimens
	2


· Alternatively, if the finding’s domain is tests or therapy, and the prefix is one of the following: blank, “order”, “reviewed”, “refer elsewhere”, or “order repeat”, then determine which of the first three rows the finding should be allocated based on its inherited CPT code using the following algorithm:

	CPT code
	Allocate to

	Starts with 8
	Clinical lab test

	Starts with 7
	Radiology test

	Starts with 9 but excluding 99200 through 99499
	Medical test


The E&M calculator then adds the point values of the seven items to determine an overall score of from 1 to a maximum of 4 for the level of the amount and complexity of data to be reviewed.

The calculator can use a number of methods to ensure that test orders are considered, regardless of their inclusion in the AHLTA encounter as coded findings. These methods are:
· Specific use of coded terms in AHLTA
· Free text descriptions of tests that are entered using the three free text findings that appear in the first three rows of the table noted above

· Specific entry of the “data to be reviewed” findings that appear in the first three rows of the table noted above

Summary and Detailed Data Available

In AHLTA a summary listing of each encounter finding that contributed to the determination of the Complexity of Data level can be viewed in the Data Complexity Details. Furthermore, a detailed list of each encounter finding that contributed to the determination of the Data Complexity Details level can be viewed. An example of this output follows:
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Determination of Problem Risk

Problem risk is specified in the Guidelines using four levels of risk: “Minimal”, “Low”, “Moderate”, and “High”. In AHLTA the levels are assigned as 1, 2, 3, and 4. The problem risk level is always controlled by the diagnosis (or working diagnosis as seen below) with the highest risk. Knowledge experts have assigned a risk level to each and every finding in the diagnoses domain. 
The E&M calculator scans the encounter findings in the diagnoses domain. 
Determination of Management Options Risk
Management Options risk is specified in the Guidelines using four levels of risk: “Minimal”, “Low”, “Moderate”, and “High”. In AHLTA these are assigned as levels 1, 2, 3, and 4. The management options risk level is always controlled by the therapy with the highest risk. Knowledge experts have assigned a risk level to each finding in the therapy domain that are considered to have minimal risk or greater. 

The E&M calculator scans the encounter findings in the therapy domain (primarily entered in the A/P- “Procedures” tab, and the A/P- “Other Therapies” tab in AHLTA, but could also be in SO- especially within AIM forms). Therapies that are pertinent are those that meet certain requirements using the prefix qualifier of the finding instance. The therapy is considered if the prefix is one of the following: (blank, AG, IO, IP, O, PE, PO, PP, PR, RF, SC). Descriptions for these prefix codes are shown in the “Partial List of Prefix Qualifiers” section of the Appendix. The highest risk level of the pertinent therapies will determine the risk level assigned to Management Options risk.

Determination of Tests Risk

Tests risk is specified in the Guidelines using four levels of risk: “Minimal”, “Low”, “Moderate”, and “High”. In AHLTA the levels are assigned as levels 1, 2, 3, and 4. The tests risk level is always controlled by the test with the highest risk. Knowledge experts have assigned a risk level to the findings in the tests domain that are considered to have minimal risk or greater.

The E&M calculator scans the encounter findings in the tests domain (primarily entered in AHLTA in the S/O Tests tab or in AIM forms). Tests that are pertinent are those that meet certain requirements using the prefix qualifier of the finding instance. The test is considered if the prefix is one of the following: (blank, AG, IO, IP, O, PE, PO, PP, PR, RF, SC). Descriptions for these prefix codes are shown in the “Partial List of Prefix Qualifiers” section of the Appendix. The highest risk level of the pertinent tests will determine the risk level assigned to tests risk.  

In order to improve the amount of data that gets included into the E&M calculator, AHLTA 3.3 passes a generic Lab test term (as “ordered”) to the calculator if a lab order is entered in the encounter.  Similarly a generic radiology test term is passed (as “ordered) if a radiology order is entered.  These generic “tests” are each assigned a risk level of 1.
Summary and Detailed Data Available

In AHLTA a summary listing of each encounter finding that contributed to the determination of Problem Risk level, Diagnostic Procedures (Tests) Risk level and Management Options Risk level can be viewed in the “Risk Details”. Furthermore, a detailed list of each encounter finding that contributed to the determination of the Risk Details level can be viewed. An example of this output follows:
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Determination of Overall Risk

The Guidelines are quite specific on the method of calculating the overall risk from the three risk sections. “The highest level of risk in any one category (presenting problem(s) diagnostic procedure(s), or management options) determines the overall risk.

The E&M calculator examines the highest risk level determined from its evaluation of problem risk, tests risk, and management options risk as noted above, and assigns the highest risk level to be the overall risk.

In AHLTA, the user can override the calculated value for the Overall Risk, by selecting the appropriate level (indicated by a red number).  The calculator then uses that Exam value in the “With User overrides” calculation (only shown if the calculation is different due to the overrides)..
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Figure 7: Risk value overridden by user

Determination of Overall Medical Decision Making (MDM)

The Guidelines provide for four levels of medical decision making: “Straightforward”, “Low Complexity”, “Moderate Complexity”, and “High Complexity” that are derived from the number of diagnoses or management options, the amount and/or complexity of data o be reviewed, and the overall risk as discussed above. In AHLTA these are assigned in order, levels 1, 2, 3, and 4. 
The Guidelines provide a table in the “Documentation of the Complexity of Medical Decision Making” section that delineates the overall level of decision making related to the three columns. The Guidelines specifically state that, “to qualify for a given type of decision making, two of the three elements in the table must be either met or exceeded”.
Therefore, the E&M calculator assigns to the overall MDM, the highest two out of the three (Problem risk level, Dx complexity level, overall risk level) column levels.

Determination of E&M Code
Factors that are used to determine the E&M code are as follows:

· The level of History previously discussed: 1=Problem focused, 2=Expanded problem focused, 3=Detailed, 4=Comprehensive.
· The level of Physical Examination previously discussed: 1=problem focused, 2=Expanded Problem Focused, 3=Detailed, 4 = Comprehensive.
· The level of Medical Decision Making previously discussed: =straightforward 2=low complexity 3=moderate complexity 4=high complexity.
· The type of setting: One of the codes in the set of records from the qualifier table having the codename SETTINGS. This list appears in the “Evaluation and Management Setting Codes” section of the Appendix in this document.
· The type of service provided: 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'. This list appears in the “Evaluation and Management Service Codes” section of the Appendix in this document.
· The patient status, new or existing

· The face to face time spent with the patient: The time in minutes spent total face to face with the patient. Per current CMS 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 codes that rely specifically on time (e.g. Hospital discharge services – Final discharge). Whether or not this time spent exceeds 50% of the total time is also a relevant point.
The assigned CPT code is based on the combination of these factors. The “Evaluation and Management Code Table” section of the Appendix lists each CPT code and what combination of factors is required for the assignment of that code.
AHLTA Default Parameters

Prior to 3.3, AHLTA sets the default for the calculators parameters to match a conservative “overall best choice”.  However, this “best choice” is not appropriate for many situations and providers.  These defaults must be changed to the values appropriate for the encounter in order for the calculator to properly determine the overall E&M category to calculate within.  

In order to overcome this significant issue, AHLTA 3.3 enables a user to set their own defaults.  Additionally, a large set of business rules has been implemented that is designed to further set the defaults for the calculator’s parameters appropriately in the vast majority of contexts, including Consults, Preventive visits (based upon “WELL” appointment type), privileges, the user’s defaults and so on.  These business rules are detailed in the appendix.
Appendix

Evaluation and Management Setting Codes

This table lists the codes that have assigned to the Evaluation and Management settings.

	Code
	Description

	E
	Emergency Dept

	M
	Home

	L
	Long Term Facility

	I
	Hospital inpatient

	H
	Hospital observation

	N
	Nursing facility

	O
	Outpatient


Evaluation and Management Service Codes

This table lists the codes that have assigned to the Evaluation and Management services.

	Code
	Description

	AA
	Prev Med - Admin / Assess

	AC
	Consult, confirmatory

	AD
	Ext Dr. svc w/ Patient

	AE
	Prev Med Eval / Mgt

	AF
	Case Mgt Conf

	AG
	Prev Med - Group Couns

	AH
	Ext Dr. - No Pat contact

	AI
	Prev Med - Indiv Couns

	AL
	Life / Disab Eval Basic

	AM
	Work / Med Disab - Dr.

	AN
	Neonatal IC

	AO
	Prev Med - Other

	AP
	Care Plan Coord

	AR
	Critical care

	AS
	Dr. standby

	AT
	Case Mgt Phone

	AU
	Other Unlisted E&M

	AY
	Work / Med Disab - Other

	ED
	Directed care

	BH
	Newborn H&P

	BN
	Newborn, non-hospital

	BS
	Newborn, sub hosp care

	BD
	Newborn, H&P w/ dischg

	BA
	Newborn. attend deliv

	BR
	Newborn resuscitation

	EP
	Physician care

	HD
	Observation discharge

	HI
	Initial observation

	IC
	Consult, initial inpatient

	ID
	Final discharge

	IF
	Consult, follow-up inpatient

	II
	Initial hospital care

	IO
	Inpatient observ same day

	IS
	Subsequent hospital care

	LV
	Long term facility visit

	MV
	Home visit

	NA
	Nursing assessment

	ND
	Nursing discharge

	NC
	Consult, initial patient

	NF
	Consult, follow-up inpatient

	NO
	Other services

	NS
	Nursing subsequent care

	OC
	Outpatient Consult

	OO
	Outpatient Visit


Evaluation and Management Code Table

This table lists each E&M CPT code along with the applicable parameters of setting, service, and patient status. These codes are presented in the “Service Codes” and “Setting Codes” tables of this Appendix. The required history, exam, and MDM element levels where applicable are included. Where a code is dictated by time constraints, this is so noted. This table lists the identifiers that have been assigned to each code; it is these identifiers that the calculateEM API provides to indicate the appropriate E/ code that is derived from an analysis of the encounter data.

Code 99203, for example, would be applicable for an office visit for a new outpatient where the history was a level 3, the examination was a level 3, and the medical decision making was a level 2. If the patient was one of the providers existing patients, the code that would apply would be 99213 given the same levels of history, examination, and MDM. A code of 99214 would require a level 3 MDM.
	Setting
	Service
	Patient Status
	Medcin Id
	Elements Required
	Face Time
	Code Details

	O
	OO
	N
	42341
	ALL 3
	10
	99201-HIST1, EXAM1, MDM1

	O
	OO
	N
	42342
	ALL 3
	20
	99202-HIST2, EXAM2, MDM1

	O
	OO
	N
	42343
	ALL 3
	30
	99203-HIST3, EXAM3, MDM2

	O
	OO
	N
	42344
	ALL 3
	45
	99204-HIST4, EXAM4, MDM3

	O
	OO
	N
	42345
	ALL 3
	60
	99205-HIST4, EXAM4, MDM4 

	O
	OO
	E
	42347
	2 OF 3
	5
	99211-PRES PROB MIN- NON-DOC OK

	O
	OO
	E
	42349
	2 OF 3
	10
	99212-HIST1, EXAM1, MDM1

	O
	OO
	E
	42350
	2 OF 3
	15
	99213-HIST2, EXAM2, MDM2

	O
	OO
	E
	42351
	2 OF 3
	25
	99214-HIST3, EXAM3, MDM3

	O
	OO
	E
	42352
	2 OF 3
	40
	99215-HIST4, EXAM4, MDM4 

	H
	HD
	N/E
	72532
	N/A
	
	99217-discharge day management

	H
	HI
	N/E
	42375
	ALL 3
	
	99218-HIST3/4, EXAM 3/4, MDM 1/2

	H
	HI
	N/E
	42376
	ALL 3
	
	99219-HIST4, EXAM4, MDM3

	H
	HI
	N/E
	44980
	ALL 3
	
	99220-HIST4, EXAM4, MDM4

	I
	II
	N/E
	42367
	ALL 3
	30
	99221-HIST3/4, EXAM 3/4, MDM 1/2 

	I
	II
	N/E
	42368
	ALL 3
	50
	99222-HIST4, EXAM4, MDM3

	I
	II
	N/E
	42369
	ALL 3
	70
	99223-HIST4, EXAM4, MDM4 

	I
	IS
	N/E
	42372
	2 OF 3
	15
	99231-HIST1, EXAM1, MDM1/2 (no PFSH)

	I
	IS
	N/E
	42373
	2 OF 3
	25
	99232-HIST2, EXAM2, MDM3  (no PFSH)

	I
	IS
	N/E
	42374
	2 OF 3
	35
	99233-HIST3, EXAM3, MDM   (no PFSH)

	I
	IO
	N/E
	133360
	ALL 3
	
	99234-HIST3/4, EXAM3/4, MDM1/2, admin/disch same day

	I
	IO
	N/E
	133361
	ALL 3
	
	99235-HIST4, EXAM4, MDM3, admin/disch same day

	I
	IO
	N/E
	133362
	ALL 3
	
	99236-HIST4, EXAM4, MDM4, admin/disch same day

	I
	ID
	N/E
	42378
	N/A
	1
	99238-Day Management, final discharge

	I
	ID
	N/E
	72533
	N/A
	31
	99239-Day Management, final discharge

	O-E-L-M
	OC
	N/E
	45762
	ALL3
	15
	99241-HIST1, EXAM1, MDM1

	O-E-L-M
	OC
	N/E
	45763
	ALL3
	30
	99242-HIST2, EXAM2, MDM1

	O-E-L-M
	OC
	N/E
	45764
	ALL3
	40
	99243-HIST3, EXAM3, MDM2

	O-E-L-M
	OC
	N/E
	45765
	ALL3
	60
	99244-HIST4, EXAM4, MDM3

	O-E-L-M
	OC
	N/E
	45766
	ALL3
	80
	99245-HIST4, EXAM4, MDM4

	I-H-N
	IC
	N/E
	42397
	ALL3
	20
	99251-HIST1, EXAM1, MDM1

	I-H-N
	IC
	N/E
	42398
	ALL3
	40
	99252-HIST2, EXAM2, MDM1

	I-H-N
	IC
	N/E
	42399
	ALL3
	55
	99253-HIST3, EXAM3, MDM2

	I-H-N
	IC
	N/E
	42400
	ALL3
	80
	99254-HIST4, EXAM4, MDM3

	I-H-N
	IC
	N/E
	42401
	ALL3
	110
	99255-HIST4, EXAM4, MDM4

	E
	EP
	N/E
	42382
	ALL 3
	
	99281-HIST1, EXAM1, MDM1

	E
	EP
	N/E
	42383
	ALL 3
	
	99282-HIST2, EXAM2, MDM2

	E
	EP
	N/E
	42384
	ALL 3
	
	99283-HIST2, EXAM2, MDM3

	E
	EP
	N/E
	42385
	ALL 3
	
	99284-HIST3, EXAM3, MDM3

	E
	EP
	N/E
	42386
	ALL 3
	
	99285-HIST4, EXAM4, MDM4

	E
	ED
	N/E
	42394
	N/A
	
	99288-Physician direction of EMS

	all
	AR
	N/E
	42752
	N/A
	
	99291-use 99232-33 for 1st 30 min, then this

	all
	AR
	N/E
	42753
	N/A
	
	99292-use for each addit 30 min above 74 min

	I
	PC
	N/E
	252827
	N/A
	
	99293-initial service for patient age 31 days to 24 months

	I
	PC
	N/E
	252828
	N/A
	
	99294-subsequent services for patient age 31 days to 24 months

	I
	AN
	N/E
	42756
	N/A
	
	99295-initial inpatient neonatal critical care, per day age 30 days or less, date of admission only

	I
	AN
	N/E
	42757
	N/A
	
	99296-subsequent inpatient neonatal critical care, per day, age 30 days or less, all but date of admission

	I
	VL
	N/E
	252763
	N/A
	
	99298-subsequent intensive care per day, very low birth weight < 1500 g

	I
	LW
	N/E
	252764
	N/A
	
	99299-subsequent intensive care per day, low birth weight 1500-2500 g

	I
	AN
	N/E
	301474
	
	
	99300-subsequent intensive care, per day, recovering infant (present body weight 2501-5000 grams)

	N
	NA
	N/E
	42415
	
	
	99304-Hist3/4, Exam3/4, MDM1/2

	N
	NA
	N/E
	42416
	
	
	99305-Hist4, Exam4, MDM3

	N
	NA
	N/E
	42417
	
	
	99306-Hist3, Exam4, MDM4

	N
	NS
	N/E
	42419
	
	
	99307-Hist1, Exam1, MDM1 (no PFSH)

	N
	NS
	N/E
	42420
	
	
	99308-Hist2, Exam2, MDM2 (no PFSH)

	N
	NS
	N/E
	42421
	
	
	99309-Hist3, Exam3, MDM3 (no PFSH)

	N
	NS
	N/E
	302277
	
	
	99310-Hist4, Exam4, MDM4 (no PFSH)

	N
	ND
	N/E
	133364
	N/A
	1
	99315-DAY MANAGEMENT, USE TIME

	N
	ND
	N/E
	133365
	N/A
	31
	99316-DAY MANAGEMENT, USE TIME

	N
	NO
	N/E
	301485
	
	
	99318-annual assessment H3,E4,M2/3 (no PFSH)

	L
	LV
	N
	42425
	ALL 3
	20
	99324-Hist1, Exam-1, MDM1

	L
	LV
	N
	301486
	ALL 3
	30
	99325-Hist2, Exam2, MDM2

	L
	LV
	N
	42426
	ALL 3
	45
	99326-Hist3, Exam3, MDM3

	L
	LV
	N
	301487
	ALL 3
	60
	99327-Hist4, Exam4, MDM3

	L
	LV
	N
	42427
	ALL 3
	75
	99328-Hist4, Exam4, MDM4

	L
	LV
	E
	42430
	2 OF 3
	15
	99334-Hist1, Exam1, MDM1

	L
	LV
	E
	301488
	2 OF 3
	25
	99335-Hist2, Exam2, MDM2

	L
	LV
	E
	42431
	2 OF 3
	40
	99336-Hist3, Exam3, MDM3 (no PFSH)

	L
	LV
	E
	42432
	2 OF 3
	60
	99337-Hist4, Exam4, MDM3/4 (no PFSH)

	
	
	N/E
	301490
	
	15
	99339-complex and multidisciplinary modalities

	
	
	N/E
	301491
	
	30
	99340-complex and multidisciplinary modalities

	M
	MV
	N
	42355
	ALL 3
	20
	99341-HIST1, EXAM1, MDM1

	M
	MV
	N
	42356
	ALL 3
	30
	99342-HIST2, EXAM2, MDM2

	M
	MV
	N
	42357
	ALL 3
	45
	99343-HIST3, EXAM3, MDM3

	M
	MV
	N
	133366
	ALL 3
	60
	99344-HIST4, EXAM4, MDM3

	M
	MV
	N
	133367
	ALL 3
	75
	99345-HIST4, EXAM4, MDM4

	M
	MV
	E
	42360
	2 OF 3
	15
	99347-HIST1, EXAM1, MDM1

	M
	MV
	E
	42361
	2 OF 3
	25
	99348-HIST2, EXAM2, MDM2

	M
	MV
	E
	42362
	2 OF 3
	40
	99349-HIST3, EXAM3, MDM3

	M
	MV
	E
	191615
	2 OF 3
	60
	99350-HIST4, EXAM4, MDM3/4

	O
	AD
	N/E
	42748
	N/A
	
	99354-first hour of prolonged services, with direct patient contact

	O
	AD
	N/E
	42749
	N/A
	
	99355-each additional 30 minutes, with direct patient contact

	I
	AD
	N/E
	72535
	N/A
	
	99356-first hour of prolonged services, with direct patient contact

	I
	AD
	N/E
	72536
	N/A
	
	99357-each additional 30 minutes, with direct patient contact

	all
	AH
	N/E
	72539
	N/A
	
	99358-first hour of prolonged services, without direct patient contact

	all
	AH
	N/E
	72540
	N/A
	
	99359-each additional 30 minutes, without direct patient contact

	all
	AS
	N/E
	72541
	N/A
	
	99360- each 30 min after first 30 min, without direct patient contact

	all
	AF
	N/E
	42514
	N/A
	30
	99361- by duration, approx 30 minutes

	all
	AF
	N/E
	42515
	N/A
	60
	99362- by duration, approx 60 minutes

	all
	AT
	N/E
	42517
	N/A
	
	99371-simple or brief

	all
	AT
	N/E
	42518
	N/A
	
	99372-intermediate

	all
	AT
	N/E
	42519
	N/A
	
	99373-complex or lengthy

	all
	AP
	N/E
	133368
	N/A
	15
	99374-15 to 29 minutes, supv of home health patient

	all
	AP
	N/E
	72545
	N/A
	30
	99375- 30 minutes or more, , supv of home health patient

	all
	AP
	N/E
	133369
	N/A
	
	99377-15 to 29 minutes, supv of hospice patient

	all
	AP
	N/E
	133370
	N/A
	
	99378- 30 minutes or more, supv of hospice patient

	all
	AP
	N/E
	133371
	N/A
	
	99379- 15 to 29 minutes, supv of nursing facility patient

	all
	AP
	N/E
	133372
	N/A
	
	99380- 30 minutes or more, supv of nursing facility patient

	all
	AE
	N
	42443
	N/A
	
	99381-initial care, age < 1 year

	all
	AE
	N
	42442
	N/A
	
	99382-initial care, age 1-4 years

	all
	AE
	N
	42441
	N/A
	
	99383-initial care, age 5-11 years

	all
	AE
	N
	42440
	N/A
	
	99384-initial care, age 12-17 years

	all
	AE
	N
	42439
	N/A
	
	99385-initial care, age 18-39 years

	all
	AE
	N
	42438
	N/A
	
	99386-initial care, age 40-64 years

	all
	AE
	N
	42437
	N/A
	
	99387-initial care, 65+ years

	all
	AE
	E
	42445
	N/A
	
	99391-period prev care, age < 1year

	all
	AE
	E
	42446
	N/A
	
	99392-period prev care, age 1-4 years

	all
	AE
	E
	42447
	N/A
	
	99393-period prev care, age 5-11 years

	all
	AE
	E
	42448
	N/A
	
	99394-period prev care, age 12-17 years

	all
	AE
	E
	42449
	N/A
	
	99395-period prev care, age 18-39 years

	all
	AE
	E
	44977
	N/A
	
	99396-period prev care, age 40-64 years

	all
	AE
	E
	44978
	N/A
	
	99397-period prev care, age 65+ years

	all
	AI
	N/E
	45768
	N/A
	15
	99401-individual counseling

	all
	AI
	N/E
	45769
	N/A
	30
	99402-individual counseling

	all
	AI
	N/E
	45770
	N/A
	45
	99403-individual counseling

	all
	AI
	N/E
	45771
	N/A
	60
	99404-individual counseling

	all
	AG
	N/E
	45772
	N/A
	30
	99411-group counseling

	all
	AG
	N/E
	45773
	N/A
	60
	99412-group counseling

	all
	AA
	N/E
	45774
	N/A
	
	99420-admin/assess health risk

	all
	AO
	N/E
	42435
	N/A
	
	99429-unlisted preventive medicine service

	I
	BH
	N/E
	42370
	N/A
	
	99431-hist & exam of normal newborn

	not I
	BN
	N/E
	44982
	N/A
	
	99432-normal newborn care, non-hospital

	I
	BS
	N/E
	42377
	N/A
	
	99433-subseq hosp care, normal newborn

	I
	BD
	N/E
	72550
	N/A
	
	99435-hist/exam normal newborn, dischg.

	all
	BA
	N/E
	133373
	N/A
	
	99436-attendance at delivery

	all
	BR
	N/E
	42112
	N/A
	
	99440-newborn resuscitation

	all
	AL
	N/E
	49917
	N/A
	
	99450-basic life or disability exam

	all
	AM
	N/E
	49918
	N/A
	
	99455-work related exam by treating doc

	all
	AY
	N/E
	49919
	N/A
	
	99456-work related exam, non-treating doc

	all
	AU
	N/E
	72604
	N/A
	
	99499-other services not listed 


Diagnoses Status Acceptable For HPI
	Code
	Description
	Count

	I
	improving
	Y

	Q
	resolving
	Y

	R
	resolved
	Y

	C
	well-controlled
	Y

	U
	unchanged
	Y

	B
	stable
	Y

	F
	failing to change as expected
	Y

	D
	inadequately controlled
	Y

	W
	worsening
	Y

	E
	expanding
	Y

	M
	mildly exacerbated
	Y

	N
	severely exacerbated
	Y

	L
	louder
	Y

	S
	softer
	Y

	X
	showing continued signs of disease
	Y

	Z
	showing recurrence of disease
	Y

	Y
	showing no evidence of disease
	Y


Review of Systems Assignment by Identifiers
	System
	Include Hierarchy
	Exclude Hierarchy

	Eyes
	eye symptoms
	loss of eyebrows

	Ears, Nose, Mouth, Throat
	pain behind the ear, pain around the ear, pain over nose, sinus pain, sinus pressure, otolaryngeal symptoms, vertigo
	jaw pain during exercise (myocardial),

	Cardiovascular
	jaw pain during exercise (myocardial), cardiovascular symptoms
	

	Respiratory
	pulmonary symptoms
	

	Gastrointestinal
	gastrointestinal symptoms
	

	Genitourinary
	visit for: prenatal exam, visit for: postpartum exam, genitourinary symptoms,
	polyuria

	Musculoskeletal
	skull pain, head posture, head shape, head size, neck symptoms, musculoskeletal symptoms,
	shocklike sensation felt in neck, swollen glands in the neck, goiter, lump or swelling in the neck

	Integumentary
	scalp swelling, pain in the cheek, swelling of the cheek, cosmetic concerns, breast symptoms, skin symptoms
	abnormal lactation, breasts decreasing in size, precocious breast development, enlargement of the breasts

	Neurological
	headache, facial pain, facial twitching, facial spasm, shock-like sensation felt in neck, neurological symptoms, milestone assessment
	Vertigo, changed thought patterns,

	Psychiatric
	preoccupied with current illness, dissatisfied with body weight, changed thought patterns, psychological symptoms
	

	Endocrine
	loss of eyebrows, goiter, abnormal lactation, breasts decreasing in size, precocious breast development, enlargement of the breasts, polyuria, endocrine symptoms, lump or swelling in the neck
	

	Hematologic / Lymphatic
	swollen glands in the neck, hematologic symptoms
	

	Allergic / Immunologic
	All findings in the allergy narrative group
	


In the table noted above, findings that are in the data tree identified by the “exclude hierarchy” column will be excluded from being assigned to the system of that row. These are node branches that are assigned to other rows.

List of ROS Body Systems by Code

	Code
	Description

	A
	Constitutional Symptoms

	B
	Eyes

	C
	Ears, Nose, Mouth, and Throat

	D
	Cardiovascular

	E
	Respiratory

	F
	Gastrointestinal

	G
	Genitourinary

	H
	Musculoskeletal

	I
	Integumentary (skin and/or breast)

	J
	Neurological

	K
	Psychiatric

	L
	Endocrine

	M
	Hematologic/Lymphatic

	N
	Allergic/Immunologic

	O
	Free Text (special use only for value field).


Partial List of Prefix Qualifiers

This table is a subset of the qualifier table of prefixes.
	code
	description

	
	

	?
	possible

	?+
	probable

	A
	admission diagnosis of

	AG
	authorization given for

	AL
	allergy to

	AO
	assessment of

	AV
	avoid

	CN
	considered

	D
	cause of death was

	DC
	discontinue

	DI
	discussion of

	DS
	discharge diagnosis of

	E
	evaluate preoperatively for

	F
	family history of

	F0
	paternal history of

	F1
	maternal history of

	F2
	paternal grandfather's history of

	F3
	paternal grandmother's history of

	F4
	maternal grandfather's history of

	F5
	maternal grandmother's history of

	F6
	fraternal history of

	F7
	sororal history of

	F8
	son's history of

	F9
	daughter's history of

	FB
	baby's father's history of

	FC
	cousin's history of

	FJ
	paternal aunt's history of

	FK
	paternal uncle's history of

	FL
	maternal aunt's history of

	FM
	maternal uncle's history of

	FU
	follow-up

	H
	history of

	HR
	recurrent history of

	HU
	uncorroborated history of

	HY
	hypersensitive to

	IN
	intolerant to

	IO
	intra-operative

	IP
	intraprocedural

	M
	monitor

	MD
	modify dose of

	MO
	ongoing management of

	O
	ordered

	P
	primary diagnosis of

	PE
	perioperative

	PF
	prophylactic

	PH
	prior hospitalization for

	PN
	pending results for

	PO
	post-operative

	PP
	postprocedural

	PR
	pre-operative

	PS
	post

	PT
	post-traumatic

	R
	reviewed

	RC
	recommended

	RD
	referral diagnosis of

	RE
	responded to

	RF
	referred elsewhere for

	RI
	risk of

	RM
	moderate risk of

	RO
	rule out

	RS
	strong risk of

	RV
	reviewed PMH for

	RX
	renew

	S
	secondary diagnosis of

	SC
	scheduled for

	W
	working diagnosis of


1997 General Multi-System Examination Table of Bullets
The 1997 E&M Guidelines provide detailed descriptions of the elements that constitute a general multi-system examination, as well as specific details of single organ system examinations. An examination is divided into boxes of organ systems and body areas; each box provides specific bulleted clinical concepts that relate to an examination that satisfies each bullet. It is beyond the scope of this paper to provide the lengthy detailed descriptions of every examination. However, provided in this paper are the specific atomic components of each bullet in each system/body area that makes up the general multi-system examination. This is for the purpose of allowing insight into the “Determination of Physical Examination” level described elsewhere in this document.
	Body System
	Bullet
	Atom

	con
	1
	sitting diastolic blood pressure

	
	1
	sitting systolic blood pressure

	
	1
	standing diastolic blood pressure

	
	1
	standing systolic blood pressure

	
	1
	supine blood pressure

	
	1
	pulse rate

	
	1
	pulse regularity

	
	1
	respiration

	
	1
	temperature

	
	1
	height

	
	1
	weight

	
	2
	general appearance of patient (e.g. development, nutrition, body habitus, deformities, attention to grooming

	eye
	1
	inspection of conjunctivae

	
	1
	inspection of lids

	
	2
	examination of pupils (e.g. reaction to light and accommodation)

	
	2
	examination of irises (e.g. size and symmetry)

	
	3
	ophthalmoscopic exam of optic discs (e.g. size, c/d ratio, appearance)

	
	3
	ophthalmoscopic exam of posterior segments (e.g. vessel changed, exudates, hemorrhages)

	ent
	1
	external inspection of ears (e.g. overall appearance, scars, lesions, masses)

	
	1
	external inspection of nose (e.g. overall appearance, scars, lesions, masses)

	
	2
	otoscopic exam of external auditory canals

	
	2
	otoscopic exam of tympanic membranes

	
	3
	assessment of hearing (e.g. whispered voice, finger rub, tuning fork)

	
	4
	inspection of nasal mucosa

	
	4
	inspection of septum

	
	4
	inspection of turbinates

	
	5
	inspection of lips

	
	5
	inspection of teeth

	
	5
	inspection of gums

	
	6
	examination of oropharynx: oral mucosa

	
	6
	examination of oropharynx: salivary glands

	
	6
	examination of oropharynx: hard palates

	
	6
	examination of oropharynx: soft palates

	
	6
	examination of oropharynx: tongue

	
	6
	examination of oropharynx: tonsils

	
	6
	examination of oropharynx: posterior pharynx

	nck
	1
	examination of neck (e.g. masses, overall appearance, symmetry, tracheal position, crepitus)

	
	2
	examination of thyroid (e.g. enlargement, tenderness, mass)

	rsp
	1
	assessment of respiratory effort (e.g. intercostal retractions, use of accessory muscles, diaphragmatic movement)

	
	2
	percussion of chest (e.g. dullness, flatness, hyperresonance)

	
	3
	palpation of chest (e.g. tactile fremitus)

	
	4
	auscultation of lungs (e.g. breath sounds, adventitious sounds, rubs)

	cv
	1
	palpation of heart (e.g. location, size, thrills)

	
	2
	auscultation of heart with notations of abnormal sounds

	
	2
	auscultation of heart with notations of murmurs

	
	3
	examination of carotid arteries (e.g. pulse amplitude, bruits)

	
	4
	examination of abdominal aorta (e.g. size, bruits)

	
	5
	examination of femoral arteries (e.g. pulse amplitude, bruits)

	
	6
	examination of pedal pulses (e.g. pulse amplitude)

	
	7
	examination of extremities for edema

	
	7
	examination of extremities for varicosities

	brs
	1
	inspection of breasts (e.g. symmetry, nipple discharge)

	
	2
	palpation of breasts (e.g. masses or lumps, tenderness)

	
	2
	palpation of axillae

	gi
	1
	examination of abdomen with notation of masses

	
	1
	examination of abdomen with notation of tenderness

	
	2
	examination of liver

	
	2
	examination of spleen

	
	3
	examination for presence of absence of hernia

	
	4
	examination of anus

	
	4
	examination of perineum

	
	4
	examination of rectum

	
	4
	sphincter tone

	
	4
	presence of hemorrhoids

	
	4
	presence of rectal masses

	
	5
	stool sample for occult blood test when indicated

	msk
	1
	examination of station

	
	1
	examination of gait

	
	2
	inspection and/or palpation of digits (e.g. clubbing cyanosis, inflammatory conditions, petechiae, ischemia, infections, nodes)

	
	2
	inspection of nails (e.g. clubbing cyanosis, inflammatory conditions, petechiae, ischemia, infections, nodes)

	
	3 - 1a11
	head joints inspection and/or palpation for misalignment

	
	3 - 1a11
	head joints inspection and/or palpation for asymmetry

	
	3 - 1a11
	head joints inspection and/or palpation crepitation

	
	3 - 1a11
	head joints inspection and/or palpation defects

	
	3 - 1a11
	head joints inspection and/or palpation tenderness

	
	3 - 1a11
	head joints inspection and/or palpation masses

	
	3 - 1a11
	head joints inspection and/or palpation effusions

	
	3 - 1a12
	head joints assessment of range of motion with notation of pain

	
	3 - 1a12
	head joints assessment of range of motion with notation of crepitation

	
	3 - 1a12
	head joints assessment of range of motion with notation of contracture

	
	3 - 1a13
	head joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 1a13
	head joints assessment of stability with notation of any subluxation

	
	3 - 1a13
	head joints assessment of stability with notation of any laxity

	
	3 - 1a21
	head bones inspection and/or palpation for misalignment

	
	3 - 1a21
	head bones inspection and/or palpation for asymmetry

	
	3 - 1a21
	head bones inspection and/or palpation crepitation

	
	3 - 1a21
	head bones inspection and/or palpation defects

	
	3 - 1a21
	head bones inspection and/or palpation tenderness

	
	3 - 1a21
	head bones inspection and/or palpation masses

	
	3 - 1a21
	head bones inspection and/or palpation effusions

	
	3 - 1a31
	head muscles inspection and/or palpation tenderness

	
	3 - 1a34
	head muscles assessment of muscle strength with notation of atrophy

	
	3 - 1a34
	head muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 1a34
	head muscles assessment of muscle tone with notation of atrophy

	
	3 - 1a34
	head muscles assessment of muscle tone with notation of abnormal movements

	
	3 - 1b11
	neck joints inspection and/or palpation crepitation

	
	3 - 1b12
	neck joints assessment of range of motion with notation of pain

	
	3 - 1b12
	neck joints assessment of range of motion with notation of crepitation

	
	3 - 1b12
	neck joints assessment of range of motion with notation of contracture

	
	3 - 1b13
	neck joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 1b13
	neck joints assessment of stability with notation of any subluxation

	
	3 - 1b13
	neck joints assessment of stability with notation of any laxity

	
	3 - 1b21
	neck bones inspection and/or palpation for misalignment

	
	3 - 1b21
	neck bones inspection and/or palpation for asymmetry

	
	3 - 1b21
	neck bones inspection and/or palpation tenderness

	
	3 - 1b21
	neck bones inspection and/or palpation masses

	
	3 - 1b34
	neck muscles assessment of muscle strength with notation of atrophy

	
	3 - 1b34
	neck muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 2a11
	spine joints inspection and/or palpation for misalignment

	
	3 - 2a11
	spine joints inspection and/or palpation defects

	
	3 - 2a11
	spine joints inspection and/or palpation tenderness

	
	3 - 2a12
	spine joints assessment of range of motion with notation of pain

	
	3 - 2a12
	spine joints assessment of range of motion with notation of crepitation

	
	3 - 2a12
	spine joints assessment of range of motion with notation of contracture

	
	3 - 2a13
	spine joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 2a13
	spine joints assessment of stability with notation of any subluxation

	
	3 - 2a13
	spine joints assessment of stability with notation of any laxity

	
	3 - 2a21
	spine bones inspection and/or palpation for misalignment

	
	3 - 2a21
	spine bones inspection and/or palpation tenderness

	
	3 - 2a21
	spine bones inspection and/or palpation masses

	
	3 - 2a31
	spine muscles inspection and/or palpation defects

	
	3 - 2a31
	spine muscles inspection and/or palpation tenderness

	
	3 - 2a31
	spine muscles inspection and/or palpation masses

	
	3 - 2a31
	spine muscles inspection and/or palpation effusions

	
	3 - 2a34
	spine muscles assessment of muscle strength with notation of atrophy

	
	3 - 2a34
	spine muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 2b11
	ribs joints inspection and/or palpation defects

	
	3 - 2b11
	ribs joints inspection and/or palpation tenderness

	
	3 - 2b21
	ribs bones inspection and/or palpation crepitation

	
	3 - 2b21
	ribs bones inspection and/or palpation tenderness

	
	3 - 2b21
	ribs bones inspection and/or palpation masses

	
	3 - 2c11
	pelvis joints inspection and/or palpation tenderness

	
	3 - 2c11
	pelvis joints inspection and/or palpation masses

	
	3 - 2c11
	pelvis joints inspection and/or palpation effusions

	
	3 - 2c14
	pelvis joints assessment of muscle strength with notation of atrophy

	
	3 - 2c14
	pelvis joints assessment of muscle strength with notation of abnormal movements

	
	3 - 2c21
	pelvis bones inspection and/or palpation tenderness

	
	3 - 2c21
	pelvis bones inspection and/or palpation masses

	
	3 - 2c31
	pelvis muscles inspection and/or palpation tenderness

	
	3 - 2c31
	pelvis muscles inspection and/or palpation masses

	
	3 - 2c34
	pelvis muscles assessment of muscle strength with notation of atrophy

	
	3 - 2c34
	pelvis muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 311
	right upper extremity joints inspection and/or palpation for misalignment

	
	3 - 311
	right upper extremity joints inspection and/or palpation crepitation

	
	3 - 311
	right upper extremity joints inspection and/or palpation defects

	
	3 - 311
	right upper extremity joints inspection and/or palpation tenderness

	
	3 - 311
	right upper extremity joints inspection and/or palpation masses

	
	3 - 311
	right upper extremity joints inspection and/or palpation effusions

	
	3 - 312
	right upper extremity joints assessment of range of motion with notation of pain

	
	3 - 312
	right upper extremity joints assessment of range of motion with notation of crepitation

	
	3 - 312
	right upper extremity joints assessment of range of motion with notation of contracture

	
	3 - 313
	right upper extremity joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 313
	right upper extremity joints assessment of stability with notation of any subluxation

	
	3 - 313
	right upper extremity joints assessment of stability with notation of any laxity

	
	3 - 321
	right upper extremity bones inspection and/or palpation for misalignment

	
	3 - 321
	right upper extremity bones inspection and/or palpation for asymmetry

	
	3 - 321
	right upper extremity bones inspection and/or palpation crepitation

	
	3 - 321
	right upper extremity bones inspection and/or palpation defects

	
	3 - 321
	right upper extremity bones inspection and/or palpation tenderness

	
	3 - 321
	right upper extremity bones inspection and/or palpation masses

	
	3 - 321
	right upper extremity bones inspection and/or palpation effusions

	
	3 - 331
	right upper extremity muscles inspection and/or palpation crepitation

	
	3 - 331
	right upper extremity muscles inspection and/or palpation defects

	
	3 - 331
	right upper extremity muscles inspection and/or palpation tenderness

	
	3 - 331
	right upper extremity muscles inspection and/or palpation masses

	
	3 - 331
	right upper extremity muscles inspection and/or palpation effusions

	
	3 - 334
	right upper extremity muscles assessment of muscle strength with notation of atrophy

	
	3 - 334
	right upper extremity muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 334
	right upper extremity muscles assessment of muscle tone with notation of atrophy

	
	3 - 334
	right upper extremity muscles assessment of muscle tone with notation of abnormal movements

	
	3 - 411
	left upper extremity joints inspection and/or palpation for misalignment

	
	3 - 411
	left upper extremity joints inspection and/or palpation crepitation

	
	3 - 411
	left upper extremity joints inspection and/or palpation defects

	
	3 - 411
	left upper extremity joints inspection and/or palpation tenderness

	
	3 - 411
	left upper extremity joints inspection and/or palpation masses

	
	3 - 411
	left upper extremity joints inspection and/or palpation effusions

	
	3 - 412
	left upper extremity joints assessment of range of motion with notation of pain

	
	3 - 412
	left upper extremity joints assessment of range of motion with notation of crepitation

	
	3 - 412
	left upper extremity joints assessment of range of motion with notation of contracture

	
	3 - 413
	left upper extremity joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 413
	left upper extremity joints assessment of stability with notation of any subluxation

	
	3 - 413
	left upper extremity joints assessment of stability with notation of any laxity

	
	3 - 421
	left upper extremity bones inspection and/or palpation for misalignment

	
	3 - 421
	left upper extremity bones inspection and/or palpation for asymmetry

	
	3 - 421
	left upper extremity bones inspection and/or palpation crepitation

	
	3 - 421
	left upper extremity bones inspection and/or palpation defects

	
	3 - 421
	left upper extremity bones inspection and/or palpation tenderness

	
	3 - 421
	left upper extremity bones inspection and/or palpation masses

	
	3 - 421
	left upper extremity bones inspection and/or palpation effusions

	
	3 - 431
	left upper extremity muscles inspection and/or palpation for asymmetry

	
	3 - 431
	left upper extremity muscles inspection and/or palpation crepitation

	
	3 - 431
	left upper extremity muscles inspection and/or palpation defects

	
	3 - 431
	left upper extremity muscles inspection and/or palpation tenderness

	
	3 - 431
	left upper extremity muscles inspection and/or palpation masses

	
	3 - 431
	left upper extremity muscles inspection and/or palpation effusions

	
	3 - 434
	left upper extremity muscles assessment of muscle strength with notation of atrophy

	
	3 - 434
	left upper extremity muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 434
	left upper extremity muscles assessment of muscle tone with notation of atrophy

	
	3 - 434
	left upper extremity muscles assessment of muscle tone with notation of abnormal movements

	
	3 - 511
	right lower extremity joints inspection and/or palpation for misalignment

	
	3 - 511
	right lower extremity joints inspection and/or palpation for asymmetry

	
	3 - 511
	right lower extremity joints inspection and/or palpation crepitation

	
	3 - 511
	right lower extremity joints inspection and/or palpation defects

	
	3 - 511
	right lower extremity joints inspection and/or palpation tenderness

	
	3 - 511
	right lower extremity joints inspection and/or palpation masses

	
	3 - 511
	right lower extremity joints inspection and/or palpation effusions

	
	3 - 512
	right lower extremity joints assessment of range of motion with notation of pain

	
	3 - 512
	right lower extremity joints assessment of range of motion with notation of crepitation

	
	3 - 512
	right lower extremity joints assessment of range of motion with notation of contracture

	
	3 - 513
	right lower extremity joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 513
	right lower extremity joints assessment of stability with notation of any subluxation

	
	3 - 513
	right lower extremity joints assessment of stability with notation of any laxity

	
	3 - 521
	right lower extremity bones inspection and/or palpation for misalignment

	
	3 - 521
	right lower extremity bones inspection and/or palpation for asymmetry

	
	3 - 521
	right lower extremity bones inspection and/or palpation defects

	
	3 - 521
	right lower extremity bones inspection and/or palpation tenderness

	
	3 - 521
	right lower extremity bones inspection and/or palpation masses

	
	3 - 531
	right lower extremity muscles inspection and/or palpation for misalignment

	
	3 - 531
	right lower extremity muscles inspection and/or palpation for asymmetry

	
	3 - 531
	right lower extremity muscles inspection and/or palpation crepitation

	
	3 - 531
	right lower extremity muscles inspection and/or palpation defects

	
	3 - 531
	right lower extremity muscles inspection and/or palpation tenderness

	
	3 - 531
	right lower extremity muscles inspection and/or palpation masses

	
	3 - 531
	right lower extremity muscles inspection and/or palpation effusions

	
	3 - 535
	right lower extremity muscles assessment of muscle strength with notation of atrophy

	
	3 - 535
	right lower extremity muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 535
	right lower extremity muscles assessment of muscle tone with notation of atrophy

	
	3 - 611
	left lower extremity joints inspection and/or palpation for misalignment

	
	3 - 611
	left lower extremity joints inspection and/or palpation for asymmetry

	
	3 - 611
	left lower extremity joints inspection and/or palpation crepitation

	
	3 - 611
	left lower extremity joints inspection and/or palpation defects

	
	3 - 611
	left lower extremity joints inspection and/or palpation tenderness

	
	3 - 611
	left lower extremity joints inspection and/or palpation masses

	
	3 - 611
	left lower extremity joints inspection and/or palpation effusions

	
	3 - 612
	left lower extremity joints assessment of range of motion with notation of pain

	
	3 - 612
	left lower extremity joints assessment of range of motion with notation of crepitation

	
	3 - 612
	left lower extremity joints assessment of range of motion with notation of contracture

	
	3 - 613
	left lower extremity joints assessment of stability with notation of any dislocation (luxation)

	
	3 - 613
	left lower extremity joints assessment of stability with notation of any subluxation

	
	3 - 613
	left lower extremity joints assessment of stability with notation of any laxity

	
	3 - 621
	left lower extremity bones inspection and/or palpation for misalignment

	
	3 - 621
	left lower extremity bones inspection and/or palpation for asymmetry

	
	3 - 621
	left lower extremity bones inspection and/or palpation crepitation

	
	3 - 621
	left lower extremity bones inspection and/or palpation defects

	
	3 - 621
	left lower extremity bones inspection and/or palpation tenderness

	
	3 - 621
	left lower extremity bones inspection and/or palpation masses

	
	3 - 631
	left lower extremity muscles inspection and/or palpation for misalignment

	
	3 - 631
	left lower extremity muscles inspection and/or palpation for asymmetry

	
	3 - 631
	left lower extremity muscles inspection and/or palpation crepitation

	
	3 - 631
	left lower extremity muscles inspection and/or palpation defects

	
	3 - 631
	left lower extremity muscles inspection and/or palpation tenderness

	
	3 - 631
	left lower extremity muscles inspection and/or palpation masses

	
	3 - 631
	left lower extremity muscles inspection and/or palpation effusions

	
	3 - 636
	left lower extremity muscles assessment of muscle strength with notation of atrophy

	
	3 - 636
	left lower extremity muscles assessment of muscle strength with notation of abnormal movements

	
	3 - 636
	left lower extremity muscles assessment of muscle tone with notation of atrophy

	
	3 - 636
	left lower extremity muscles assessment of muscle tone with notation of abnormal movements

	skn
	1
	palpation of skin and subcutaneous tissue (e.g. induration, subcutaneous nodules, tightening)

	
	1
	inspection of skin and subcutaneous tissue (e.g. rash, lesions, ulcers)

	nur
	1
	test cranial nerve with notation of deficits

	
	2
	examination of deep tendon reflexes with notation of pathological reflexes (e.g. Babinski)

	
	3
	examination of sensation (e.g. by touch, pin, vibration, proprioception)

	psy
	1
	description of patient's judgment

	
	1
	description of patient's insight

	
	2
	brief assessment of mental status

	
	3
	orientation to time

	
	3
	orientation to place

	
	3
	orientation to person

	
	4
	recent memory

	
	4
	remote memory

	
	5
	mood (e.g. depression, anxiety, agitation)

	
	5
	affect (e.g. depression, anxiety, agitation)


AHLTA 3.3 E&M Calculator Business Rules for Default Settings
The following embedded spreadsheet details many of the E&M calculator’s business rules in AHLTA 3.3

[image: image15.emf]Microsoft Office  Excel Worksheet


Automated Coding Project Requirements

In the attached spreadsheet are the requirements for the Automated Coding Project that was included in AHTLA build 3.3 and later.
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General EM

				INPUTS																		OUTPUTS

		Comment		Clinic Location Type		Workload		Appt Classification (Appointments)		Appt Observation Flag		Privileged Provider		Appointment Type		MEPRS Code
(begins with)		Enc from Consult Order				Appt Classification (Disposition)		Default E&M Tab		Enable Calc Tab		Enable Select Tab		Enable E&M Additional Tab		E&M Code		AllowCode Edit		E&M Category (Selection tab)		Allow Category Select		"Setting" Field Default		"Service Type" Field Default

		TCONs		NOT "S"										TCON								Outpatient		Selection								99499				99499/Standby/Special E&M Services				N/A		N/A		Calculated tab is disabled for Telcons

		TCONs		NOT "S"										TCON								Outpatient		Selection								99371				Telcons				N/A		N/A		Calculated tab is disabled for Telcons

		N/A		NOT "S"										TCON								Outpatient		N/A		N/A		N/A		N/A		99499				N/A		N/A		N/A		N/A		This pertains to the Telephone Consult entry screen, not Disposition module

		TCON Entry Screen		NOT "S"										TCON								Outpatient		N/A		N/A		N/A		N/A		99371				N/A		N/A		N/A		N/A		This pertains to the Telephone Consult entry screen, not Disposition module

		Appointment associated with APU Clinic		"S"																		Outpatient APV		Selection								<Null>				<None Selected>				"Outpatient"		"Outpatient Visit"

		Observation		NOT "S"		No-Count		Outpatient						NOT (RNDS,TCON)								Outpatient Observation		Selection								99499				99499/Standby/Special E&M Services				"Hospital Observation"		<Null>

		Observation		NOT "S"				Outpatient						NOT (RNDS,TCON)								Outpatient Observation		Selection								99499				99499/Standby/Special E&M Services				"Hospital Observation"		<Null>

		Observation		NOT "S"		Count		Outpatient						NOT (RNDS,TCON)								Outpatient Observation		Selection								<Null>				Observation Care				"Hospital Observation"		<Null>

		Consult Encounter		NOT "S"				Inpatient						NOT (RNDS,TCON)								Inpatient		Calculated								<Null>				Inpatient Consults				"Hospital Inpatient"		"Consult, Initial Inpatient"

		Consult Encounter		NOT "S"				Outpatient						NOT (RNDS,TCON)		BIA						Outpatient		Calculated								<Null>				Outpatient Consults				"Emergency Dept"		"Outpatient Consult"

		Consult Encounter		NOT "S"				Outpatient						NOT (RNDS,TCON)		NOT (BIA)						Outpatient		Calculated								<Null>				Outpatient Consults				<User's Default>		"Outpatient Consult"

		Inpatient		NOT "S"				Inpatient						NOT (RNDS,TCON)								Inpatient		Selection								<Null>				Inpatient Care				"Hospital Inpatient"		"Subsequent Hospital"

		Outpatient		NOT "S"		No-Count		Outpatient						NOT (RNDS,TCON, WELL, WELL$)		BIA						Outpatient		Selection								<Null>				<None Selected>				"Emergency Dept"		"Directed Care"

		Outpatient		NOT "S"		No-Count		Outpatient						NOT (RNDS,TCON, WELL, WELL$)		NOT (BIA)						Outpatient		Selection								<Null>				<None Selected>				<User's Default>		<User's Default>

		Outpatient		NOT "S"		No-Count		Outpatient						WELL,WELL$		NOT (BIA)						Outpatient		Selection								<Null>				<None Selected>				<User's Default>		"Prev Med Eval / Mgt"

		Outpatient		NOT "S"		Count		Outpatient						NOT (RNDS,TCON,WELL,WELL$)		BIA						Outpatient		Calculated								99211				Office/Outpatient Visit				"Emergency Dept"		"Directed Care"

		Outpatient		NOT "S"		Count		Outpatient						NOT (RNDS,TCON,WELL,WELL$)		NOT (BIA)						Outpatient		Calculated								99211				Office/Outpatient Visit				<User's Default>		<User's Default>

		Outpatient		NOT "S"		Count		Outpatient						NOT (RNDS,TCON, WELL, WELL$)		BIA						Outpatient		Selection								99499				99499/Standby/Special E&M Services				"Emergency Dept"		"Directed Care"

		Outpatient		NOT "S"		Count		Outpatient						NOT (RNDS,TCON, WELL, WELL$)		NOT (BIA)						Outpatient		Selection								99499				99499/Standby/Special E&M Services				<User's Default>		<User's Default>

		Outpatient		NOT "S"		Count		Outpatient						WELL,WELL$		NOT (BIA)						Outpatient		Selection								99499				99499/Standby/Special E&M Services				<User's Default>		"Prev Med Eval / Mgt"

		RNDS		NOT "S"										RNDS								Inpatient		Selection								<Null>				Inpatient Care				"Hospital Inpatient"		"Subsequent Hospital"

		Wellness		NOT "S"		Count		Outpatient						WELL,WELL$		BIA						Outpatient		Calculated								<Null>				Preventive Medicine Eval				"Emergency Dept"		"Directed Care"

		Wellness		NOT "S"		Count		Outpatient						WELL,WELL$		NOT (BIA)						Outpatient		Calculated								<Null>				Preventive Medicine Eval				<User's Default>		"Prev Med Eval / Mgt"






_1252323371.xls
Automated coding req

		Id		New Requirement #		Title		Description

		86124		TR1323		Display message when last Peak Flow entry deleted in Vitals		The system shall display the following message when the user deletes a vital signs record from the Screening & Vitals module with an associated Peak Flow entry and there are no more Peak Flow entries for the encounter: “There are no more Peak Flow entries associated with this encounter. You must manually delete the Peak Flow procedure (CPT Code = 94150) from the A/P section of this encounter.”.

Clarification: The user will be able to click OK to close this message.

		328		848		Encounter Coding - 848 -Disposition		The system shall prohibit users from associating a procedure (CPT-4) code with an evaluation and management (E&M) code classified as a telephone consult.

Clarification: 01/08/01:  Values include a)  99371 Telecon Brief, b) 99372 Telecon Intermediate, c) 99373 Telecon Complex.

		33388		15407		Disposition E&M Updates - 1: (Pertains to Tracker #31738)		The system shall default the E&M calculator Face-to-Face Time field to the scheduled appointment duration.

Clarification: This field is only enabled if the ">50% Counseling" option is checked.

		57656		CFR16814		Non-priv provider can enter Disp for telcons (99499 and "outpatient" status)		If the appointed provider for a Telephone Consult is a non-privileged provider, the system shall enable the user to enter a Disposition for the telephone consult.

Clarification: 1) E&M code must be 99499 and Patient Status must be Outpatient. 2) The Disposition field is not available if the appointed provider is a privileged provider. 3) Dispositions available for use with non-privileged providers include: (a) Referred for Appointment, (b) Referred to ER, (c) Released to Self Care, (d) Medication Refill Forwarded, (e) Advice Assessment, and (f) Other Not Elsewhere Classified. Also, Sick at Home/Quarters and Immediate Referral will also be made available for these telephone consults.  4) The business rule for determining provider privilege level is to check the Supervising Provider flag in the provider table. If the "supervising provider required" is set to YES, or is blank, the provider shall be assumed to be non-privileged. If the field is set to "NO", the provider shall be assumed to be privileged.

		61103		17093		APV E&M default to none selected		If the outpatient encounter is an Ambulatory Procedure Visit (APV),  the E&M code shall default to <none selected>  but allow the user to select an E&M code.
Clarification: (1) APV encounters are no longer limited to E&M code 99499. (2) There shall be a new E&M category called <none selected>. (3) The system shall default to the Selection tab and <none selected>  but allow selection of up to 3 E&M codes with 3 modifiers each for APV encounters.  (4) The E&M "Calculated" tab and "Additional E&M coding" tab shall be accessible for APV encounters. (5) All appointments associated with an APU clinic (clinic location type = "S") shall be considered to be APV appointments, regardless of appointment type.

		61104		17094		APV E&M optional		If the outpatient encounter is an Ambulatory Procedure Visit (APV), the E&M code shall not be required in order to complete the encounter.
Clarification: (1) APV encounters are no longer limited to E&M code 99499. (2) There shall be a new E&M category called <none selected>. (3) The system shall default to the Selection tab and <none selected>  but allow selection of an E&M code. Up to 3 E&M codes with 3 modifiers each for APV encounters shall be available via the "Additional E&M coding" tab.  (4) The E&M "Calculated" tab and "Additional E&M Coding" tab shall be accessible for APV encounters. (5) All appointments associated with an APU clinic (clinic location type = "S") shall be considered to be APV appointments, regardless of appointment type.

		86122		TR1256		Include Peak Flow procedure in A/P when Peak Flow added		The system shall include the Peak Flow procedure (CPT Code = 94150, Medcin ID = 29376, Units of Service = 1) in the Orders & Procedures section of the A/P module, if it does not already exist in the encounter, as an unassociated procedure when the Peak Flow field has been populated for a vital signs record in the encounter.

Clarification: This pertains to vital signs records added for the encounter from the Screening & Vitals module. This includes when vital signs records are edited in an encounter. This will occur regardless if the user has permission to add procedures in the A/P module and this change to the A/P section of the encounter will not be reflected in the encounter summary until the A/P module is accessed and this section of the encounter summary is refreshed (i.e., saving A/P data).

Business Rule: Editing or deletion of a vital signs record will NOT remove this procedure from the A/P module regardless if this results in none of the vital signs records in the encounter having the Peak Flow field completed. It must be removed manually by the user once it has been added.

		86123		TR1257		Increase Units of Service for Peak Flow procedure if it already exists		If the Peak Flow procedure (CPT Code = 94150, Medcin ID = 29376) already exists in the A/P section of an encounter when a vital signs record is added that has Peak Flow populated, the system shall set the Units of Service for that procedure equal to the number of times the Peak Flow field has been populated, and still exists, for that encounter.

Clarification: This pertains to vital signs records added for the encounter from the Screening & Vitals module. This includes when vital signs records are edited in an encounter. This will occur regardless if the user has permission to add procedures in the A/P module and this change to the A/P section of the encounter will not be reflected in the encounter summary until the A/P module is accessed and this section of the encounter summary is refreshed (i.e., saving A/P data).

Business Rule: Editing or deletion of a vital signs record will NOT remove this procedure from the A/P module regardless if this results in none of the vital signs records in the encounter having the Peak Flow field completed. It must be removed manually by the user once it has been added.

		86126		TR1324		Include Medcin ID 6002 in E&M calculation if Temp completed		The system shall include Medcin ID 6002 in the E&M calculation for an encounter if the Temperature field has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86127		TR1325		Include Medcin ID 6021 in E&M calculation if RR completed		The system shall include Medcin ID 6021 in the E&M calculation for an encounter if the RR (Respiration Rate) field has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86128		TR1326		Include Medcin ID 6034 in E&M calculation if HR completed		The system shall include Medcin ID 6034 in the E&M calculation for an encounter if the HR (Heart/Pulse Rate) field has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86129		TR1327		Include Medcin ID 6046 in E&M calculation if Systolic completed		The system shall include Medcin ID 6046 in the E&M calculation for an encounter if the Systolic field for BP (Blood Pressure) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86130		TR1328		Include Medcin ID 6047 in E&M calculation if Diastolic completed		The system shall include Medcin ID 6047 in the E&M calculation for an encounter if the Diastolic field for BP (Blood Pressure) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86131		TR1329		Include Medcin ID 11734 in E&M calc if Systolic (Standing) completed		The system shall include Medcin ID 11734 in the E&M calculation for an encounter if the Systolic field for Standing BP (Blood Pressure - Orthostatic) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86132		TR1330		Include Medcin ID 9531 in E&M calc if Diastolic (Standing) completed		The system shall include Medcin ID 9531 in the E&M calculation for an encounter if the Diastolic field for Standing BP (Blood Pressure - Orthostatic) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86133		TR1331		Include Medcin ID 62290 in E&M calc if Systolic (Sitting) completed		The system shall include Medcin ID 62290 in the E&M calculation for an encounter if the Systolic field for Sitting BP (Blood Pressure - Orthostatic) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86134		TR1332		Include Medcin ID 62292 in E&M calc if Diastolic (Sitting) completed		The system shall include Medcin ID 62292 in the E&M calculation for an encounter if the Diastolic field for Sitting BP (Blood Pressure - Orthostatic) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86135		TR1333		Include Medcin ID 62291 in E&M calc if Systolic (Supine) completed		The system shall include Medcin ID 62291 in the E&M calculation for an encounter if the Systolic field for Supine BP (Blood Pressure - Orthostatic) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86136		TR1334		Include Medcin ID 62293 in E&M calc if Diastolic (Supine) completed		The system shall include Medcin ID 62293 in the E&M calculation for an encounter if the Diastolic field for Supine BP (Blood Pressure - Orthostatic) has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86137		TR1335		Include Medcin ID 6063 in E&M calculation if Weight completed		The system shall include Medcin ID 6063 in the E&M calculation for an encounter if the Wt (Weight) field has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86138		TR1336		Include Medcin ID 6071 in E&M calculation if Height completed		The system shall include Medcin ID 6071 in the E&M calculation for an encounter if the Ht (Height) field has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86139		TR1337		Include Medcin ID 10022 in E&M calculation if Head Circ completed		The system shall include Medcin ID 10022 in the E&M calculation for an encounter if the Head Circumference field has been completed for a vital signs record in the Screening & Vitals module for that encounter.

Clarification: If all of the entries for this field in the encounter are removed (either by editing or deleting a vital signs record) then this Medcin ID will NOT be included in the E&M calculation.

		86150		TR1309		Include Medcin ID 120227 in E&M calc if Meds are autocited		The system shall include Medcin ID 120227 in the E&M calculation for an encounter (Medcin term “reported medications”) if an active medication entry other than “No Active Medications Found” exists for the patient and has been autocited into that encounter.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

		86151		TR1310		Include Medcin ID 3390 in E&M calc if Allergies are autocited		The system shall include Medcin ID 3390 in the E&M calculation for an encounter (Medcin term “allergy”) if an allergy entry other than “No Allergies Found” exists for the patient and has been autocited into that encounter.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

		86152		TR1311		Include Medcin ID 5098 in E&M calc if Family History is autocited		The system shall include Medcin ID 5098 in the E&M calculation for an encounter (Medcin term “family medical history (reported)”) if a family history entry other than “No Active Family History Found” exists for the patient and has been autocited into that encounter.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

		86153		TR1312		Include Medcin ID 120054 in E&M calc if Problems are autocited		The system shall include Medcin ID 120054 in the E&M calculation for an encounter (Medcin term “reported medical history”) if an entry other than “No Problems Found” exists in the patient’s problem list and has been autocited into that encounter.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

		86154		TR1313		Include Medcin ID 5097 in E&M calc if Social Hx is autocited		The system shall include Medcin ID 5097 in the E&M calculation for an encounter (Medcin term “social history”) if an entry other than “No Social History Found” exists for the patient (Problems module) and has been autocited into that encounter.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

		86155		TR1314		Include Medcin ID 105113 in E&M calc for each Lab autocited		The system shall include Medcin ID 105113 in the E&M calculation for an encounter (Medcin term “Blood Analysis”) for each lab result autocited into that encounter if a lab result entry other than “No Lab Results Found” exists for the patient.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

Business Rule: The E&M calculation should include a count for all laboratory results autocited into the encounter. To determine this count to include in the E&M calculation, a “lab result” for this purpose is each panel/order (not individual test result).

		86156		TR1315		Include Medcin ID 13639 in E&M calc for each Rad autocited		The system shall include Medcin ID 13639 in the E&M calculation for an encounter (Medcin term “X-Ray”) for each radiology result autocited into that encounter if a radiology result entry other than “No Radiology Results Found” exists for the patient.

Clarification: If AutoCites are refreshed for the encounter and this AutoCite preference is not set, the Medcin ID will NOT be included in the E&M calculation.

Business Rule: The E&M calculation should include a count for all radiology results autocited into the encounter.

		86157		TR1319		Include Medcin ID 105113 in E&M calc for each Lab ordered		The system shall include Medcin ID 105113 (Medcin term = “Blood Analysis) with Medcin prefix code = O (prefix = “Ordered”) in the E&M calculation for an encounter for each laboratory test ordered in that encounter.

Clarification: If all laboratory orders in the encounter are removed (either by discontinuing or deleting the order in the A/P module of that encounter) then this Medcin ID will NOT be included in the E&M calculation.

Business Rule: If an order is discontinued/cancelled/deleted outside of this encounter, this change will not be reflected in the encounter and the E&M calculation will not change as a result.

		86158		TR1320		Include Medcin ID 13639 in E&M calc for each Rad ordered		The system shall include Medcin ID 13639 (Medcin term = “X-Ray”) with Medcin prefix code = O (prefix = “Ordered”) in the E&M calculation for an encounter for each radiology test ordered in that encounter.

Clarification: If all radiology orders in the encounter are removed (either by discontinuing or deleting the order in the A/P module of that encounter) then this Medcin ID will NOT be included in the E&M calculation.

Business Rule: If an order is discontinued/cancelled/deleted outside of this encounter, this change will not be reflected in the encounter and the E&M calculation will not change as a result.

		86159		TR1321		Include Medcin ID 75135 in E&M calc for each Med ordered		The system shall include Medcin ID 75135 (Medcin term = “Medications, Vaccines”) with Medcin prefix code = O (prefix = “Ordered”) in the E&M calculation for an encounter for each medication ordered in that encounter.

Clarification: If all medication orders in the encounter are removed (either by discontinuing or deleting the order in the A/P module of that encounter) then this Medcin ID will NOT be included in the E&M calculation.

Business Rule: If an order is discontinued/cancelled/deleted outside of this encounter, this change will not be reflected in the encounter and the E&M calculation will not change as a result.

		86160		TR1258		Include "W" prefix for all "no risk" diagnoses in E&M calc		The system shall include the Medcin prefix code = W (prefix = “Working Diagnosis”) with all diagnoses added to an encounter from the Diagnosis tab of the A/P module that do not have a risk value for them in Medcin in the calculation of the E&M code for that encounter.

Clarification: If a user deletes a diagnosis from the encounter, the associated Medcin ID and Medcin prefix code (for diagnoses that do not have a risk value) will NOT be included in the E&M calculation.

Business Rule: Diagnoses added to an encounter that have a risk value in Medcin should not have this prefix added. The Medcin prefix will NOT be added to the encounter (only used for the E&M calculation).

		86161		TR1259		Include all diagnoses entered in encounter in E&M calc		The system shall include all diagnoses added to an encounter from the Diagnosis tab of the A/P module in the calculation of the E&M code for that encounter.
Clarification: If a user deletes a diagnosis from the encounter, the associated Medcin ID and Medcin prefix code (for diagnoses that do not have a risk value) will NOT be included in the E&M calculation.

Business Rule: There is no Medcin prefix needed for diagnoses that have a risk value in Medcin when submitted to the E&M calculator.

		86162		TR1260		Include all procedures entered in encounter in E&M calc		The system shall include all procedures added to an encounter from the Procedures tab of the A/P module in the calculation of the E&M code for that encounter.

Clarification: If a user deletes a procedure from the encounter, the associated Medcin ID will NOT be included in the E&M calculation.

Business Rule: There is no Medcin prefix needed for procedures when submitted to the E&M calculator.

		86163		TR1261		Include all other therapies entered in encounter in E&M calc		The system shall include all other therapies added to an encounter from the Other Therapies tab of the A/P module in the calculation of the E&M code for that encounter.

Clarification: If a user deletes an other therapy item from the encounter, the associated Medcin ID will NOT be included in the E&M calculation.

Business Rule: There is no Medcin prefix needed for other therapy items when submitted to the E&M calculator.

		86164		TR1263		Apply appropriate coding defaults for Outpatient APV encounters		The system shall perform the following upon opening the Disposition module for an APV encounter (Appointment Classification = “Outpt APV”): 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default to a blank E&M code (editable), and 4) default to an E&M Category of “<none selected>” (editable).

Clarification: The E&M code will be editable and is optional in this scenario. These defaults will persist until changed by the user.

Business Rule: All appointments associated with an APU clinic (clinic location type = "S") shall be considered to be APV appointments, regardless of appointment type.

		86165		TR1264		Apply appropriate coding defaults for "no count" Outpt Obs encounter		The system shall perform the following upon opening the Disposition module for a “no-count” Outpatient Observation encounter (Appointment Classification = “Outpt Observation”) for a privileged provider: 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default E&M code to 99499 (editable), and 4) default to an E&M Category of “99499/Standby/Special E&M Services” (editable).

Clarification: An encounter is flagged as Observation via the “Observation” flag on the New Appointment dialog and/or Disposition module.  The E&M code will be editable in this scenario. The E&M and E&M Category defaults will persist until changed by the user.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86166		TR1265		Apply coding defaults for Outpt Obs encounter for non-priv provider		The system shall perform the following upon opening the Disposition module for an Outpatient Observation encounter (Appointment Classification = “Outpt Observation”) for a non-privileged provider (for both count and no-count encounters): 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default E&M code to 99499 (editable), and 4) default to an E&M Category of “99499/Standby/Special E&M Services” (editable).

Clarification: An encounter is flagged as Observation via the “Observation” flag on the New Appointment dialog and the Disposition module. The E&M code will be editable in this scenario. The E&M and E&M Category defaults will persist until changed by the user.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86167		TR1266		Apply coding defaults for "count" Outpt Obs encounter for priv provider		The system shall perform the following upon opening the Disposition module for a “count” Outpatient Observation encounter (Appointment Classification = “Outpt Observation”) for a privileged provider: 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default to a blank E&M code (editable), and 4) default to an E&M Category of “Observation Care” (editable).

Clarification: An encounter is flagged as Observation via the “Observation” flag on the New Appointment dialog and the Disposition module.  The E&M code will be editable in this scenario. The E&M and E&M Category defaults will persist until changed by the user.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86169		TR1267		Apply appropriate coding defaults for "no count" Outpatient encounter		The system shall perform the following upon opening the Disposition module for a “no-count” Outpatient encounter (Appointment Classification = “Outpatient”): 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default to a blank E&M code (editable), and 4) default to an E&M Category of “<none selected>” (editable).

Clarification: For this scenario, Appointment Type does NOT equal “RNDS” or “TCON”. This is regardless of provider privilege level. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86170		TR1268		Apply coding defaults for "count" Outpatient encounter for priv provider		The system shall perform the following upon opening the Disposition module for a “count” Outpatient encounter (Appointment Classification = “Outpatient”) for a privileged provider: 1) Default to the “Calculated” E&M tab, 2) enable the “Selection” and “Additional E&M Coding” E&M tabs, 3) default E&M code to 99211 on the “Selection” tab (editable), and 4) default E&M Category field to “Office/Outpatient Visit” (editable).

Clarification: For this scenario, Appointment Type does NOT equal “RNDS”, “TCON”, "WELL", or "WELL$". The E&M and E&M Category defaults will persist until changed by the user

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86171		TR1269		Apply coding defaults for "count" Outpatient encounter for non-priv provider		The system shall perform the following upon opening the Disposition module for a “count” Outpatient encounter (Appointment Classification = “Outpatient”) for a non-privileged provider: 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default E&M code to 99499 (editable), and 4) default E&M Category field to “99499/Standby/Special E&M Services” (editable).

Clarification: For this scenario, Appointment Type does NOT equal “RNDS” or “TCON”. The E&M and E&M Category defaults will persist until changed by the user.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86172		TR1270		Apply appropriate coding defaults for Inpatient encounter		The system shall perform the following upon opening the Disposition module for an Inpatient encounter (Appointment Classification = “Inpatient”) that does NOT have an Appointment Type = "RNDS" and the encounter is NOT the result of a consult that was ordered (“order_id” field for consult does NOT have an entry): 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default to a blank E&M code (editable), and 4) default to an E&M Category of “Inpatient Care” (editable).

Clarification: This is regardless if the encounter is a "count" or "no-count" encounter or of the provider privilege level. The E&M code will be editable in this scenario. The E&M and E&M Category defaults will persist until changed by the user.

		86173		TR1271		Apply appropriate coding defaults for RNDS encounter		The system shall perform the following upon opening the Disposition module for a RNDS encounter (Appointment Type = “RNDS”): 1) Default to the “Selection” E&M tab, 2) enable the “Calculated” and “Additional E&M Coding” E&M tabs, 3) default to a blank E&M code (editable), and 4) default to an E&M Category of “Inpatient Care” (editable).

Clarification: This is regardless of provider privilege level. The E&M code will be editable in this scenario. The E&M and E&M Category defaults will persist until changed by the user.

		86174		TR1272		Apply coding defaults for Telcon for non-priv provider in Disposition		The system shall perform the following upon opening the Disposition module for a Telcon encounter (Appointment Type = “TCON”) for a non-privileged provider: 1) Default to the “Selection” E&M tab, 2) disable the “Calculated” E&M tab, 3) enable the “Additional E&M Coding” E&M tab, 4) default E&M code to 99499 (uneditable), and 5) default to an E&M Category of “99499/Standby/Special E&M Services” (uneditable).

Clarification: The E&M code and E&M Category will NOT be editable in this scenario. This is regardless if the encounter is a “count” or “no-count” encounter. Telephone consults for non-privileged providers require a Disposition.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged.

		86175		TR1273		Apply coding defaults for Telcon for privileged provider in Disposition		The system shall perform the following upon opening the Disposition module for a Telcon encounter (Appointment Type = “TCON”) for a privileged provider: 1) Default to the “Selection” E&M tab, 2) disable the “Calculated” E&M tab, 3) enable the “Additional E&M Coding” E&M tab, 4) default E&M code to 99371 (editable), and 5) default to an E&M Category of “Telcons” (uneditable).

Clarification: This is regardless if the encounter is a “count” or “no-count” encounter. The E&M code will be editable in this scenario. The E&M Category will NOT be editable in this scenario. The E&M default will persist until changed by the user. The user will have the option of also selecting E&M codes 99372 and 99373.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged.

		86176		TR1274		Apply coding defaults for Telcon for non-priv provider on Telcon Entry		The system shall perform the following upon opening the Telephone Consult entry screen in the Telephone Consults module for a Telcon encounter (Appointment Type = “TCON”) for a non-privileged provider: 1) Default E&M code to 99499 (uneditable).

Clarification: The E&M code will NOT be editable in this scenario. This is regardless if the encounter is a “count” or “no-count” encounter. Telephone consults for non-privileged providers require a Disposition.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged.

		86177		TR1275		Apply coding defaults for Telcon for privileged provider on Telcon Entry		The system shall perform the following upon opening the Telephone Consult entry screen in the Telephone Consults module for a Telcon encounter (Appointment Type = “TCON”) for a privileged provider: 1) Default E&M code to 99371 (editable).

Clarification: This is regardless if the encounter is a “count” or “no-count” encounter. The E&M code will be editable in this scenario and the default will persist until changed by the user. The user will have the option of also selecting E&M codes 99372 and 99373. This is regardless if the encounter is a “count” or “no-count” encounter.

Business Rule: If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged.

		86178		TR1276		Default Setting to “Emergency Dept” for “Outpt” and MEPRS = “BIA”		The system shall default the Setting field on the Calculated tab of the Disposition module to “Emergency Dept” (code = E) if the Appointment Classification is “Outpatient” and the MEPRS code begins with “BIA”.

Clarification: This pertains to encounters that do NOT have the “Observation” flag checked (via New Appt or Disposition module).

Business Rule: The user will be able to change this default.

		86179		TR1277		Default Setting to user's default for “Outpt” and MEPRS not “BIA”		The system shall default the Setting field on the Calculated tab of the Disposition module to the user’s default set in the Encounter Summary Properties window if the Appointment Classification is “Outpatient” and the MEPRS code does NOT begin with “BIA” for the encounter.

Clarification: This pertains to encounters that do NOT have the “Observation” flag checked (via New Appt or Disposition module).

Business Rule: The user will be able to change this default.

		86180		TR1278		Default Setting to "Hospital Observation" for “Outpt Observation”		The system shall default the Setting field on the Calculated tab of the Disposition module to “Hospital Observation” if the Appointment Classification is “Outpatient Observation” for the encounter.

Clarification: This pertains to encounters that have the “Observation” flag checked (via New Appt or Disposition module). The Service Type field on the Calculated tab of the Disposition module shall default to "Initial Observation". 

Business Rule: The user will be able to change this default.

		86181		TR1279		Default Setting to "Hospital Inpatient" for “Inpatient” encounter		The system shall default the Setting field on the Calculated tab of the Disposition module to “Hospital Inpatient” if the Appointment Classification is “Inpatient” for the encounter.

Clarification: This pertains to encounters for patients that have a classification of “Inpatient”.

Business Rule: The user will be able to change this default.

		86182		TR1280		Default Service Type to "Consult, Initial Inpt" for count Inpatient enc - 1		The system shall default the Service Type field on the Calculated tab to “Consult, Initial Inpatient” (code = `IC) and default to the Calculated tab with the E&M Category defaulted to “Inpatient Consults” on the Disposition module for a “count” Inpatient encounter (Appointment Classification is “Inpatient”) for a privileged provider if the encounter is the result of a consult that was ordered.

Clarification: This pertains to “count” encounters for patients that have a classification of “Inpatient” and where the encounter is tied to a consult that was ordered for the patient (“order_id” field for consult has an entry).

Business Rule: The user will be able to change this default. If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. For encounters where Appointment Classification = Inpatient, AHLTA displays workload as "Related to Inpatient Stay?" and a Yes response = “no-count” workload and a No response = “count” workload.

		86183		TR1281		Default Service Type to "Consult, Initial Inpt" for no-count Inpatient enc		The system shall default the Service Type field on the Calculated tab to “Consult, Initial Inpatient” (code = IC) and default to the Calculated tab on the Disposition module for a “no-count” Inpatient encounter (Appointment Classification is “Inpatient”) if the encounter is the result of a consult that was ordered.

Clarification: This pertains to “no-count” encounters for patients that have a classification of “Inpatient” and where the encounter is tied to a consult that was ordered for the patient (“order_id” field for consult has an entry).

Business Rule: The user will be able to change this default. For encounters where Appointment Classification = Inpatient, AHLTA displays workload as "Related to Inpatient Stay?" and a Yes response = “no-count” workload and a No response = “count” workload.

		86184		TR1282		Default Service Type to "Subsequent Hospital" for Inpatient enc		The system shall default the Service Type field on the Calculated tab to “Subsequent Hospital” (code = IS) and default to the Selection tab with the E&M Category defaulted to “Inpatient Care” on the Disposition module if the Appointment Classification is “Inpatient” and the encounter is NOT the result of a consult that was ordered (“order_id” field for consult does NOT have an entry).

Clarification: This pertains to encounters for patients that have a classification of “Inpatient”. This is regardless if the encounter is a “count” or “no-count” encounter.

Business Rule: The user will be able to change this default. For encounters where Appointment Classification = Inpatient, AHLTA displays workload as "Related to Inpatient Stay?" and a Yes response = “no-count” workload and a No response = “count” workload.

		86185		TR1283		Default Service Type to "Outpatient Consult" for Outpatient enc		The system shall default the Service Type field on the Calculated tab to “Outpatient Consult” (code = OC) and default to the Calculated tab on the Disposition module if the Appointment Classification is “Outpatient”, the Setting field is set to "Outpatient", and the encounter is the result of a consult that was ordered.

Clarification: This pertains to encounters for patients that have a classification of “Outpatient” and where the encounter is tied to a consult that was ordered for the patient (“order_id” field for consult has an entry).

Business Rule: The user will be able to change this default.

		86186		TR1284		Default Service Type to "Directed Care" for Outpatient enc		The system shall default the Service Type field on the Calculated tab to “Directed Care” (code = ED) in the Disposition module if the Appointment Classification is “Outpatient”, the encounter is NOT the result of a consult that was ordered (“order_id” field for consult does NOT have an entry), and the MEPRS code begins with “BIA” for that encounter.

Clarification: This pertains to encounters for patients that have a classification of “Outpatient”. If the user is a privileged provider, the system will default to the Calculated tab on the Disposition module. If the user is a non-privileged provider, the system will default to the Selection tab on the Disposition module.

Business Rule: The user will be able to change this default. If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86187		TR1285		Default Service Type to "Prev Med Eval / Mgt" for Outpatient Well enc		The system shall default the Service Type field on the Calculated tab to “Prev Med Eval / Mgt” (code = AE) in the Disposition module for a "count" Outpatient encounter (Appointment Classification = “Outpatient”) if the encounter is NOT the result of a consult that was ordered (“order_id” field for consult does NOT have an entry), the MEPRS code does NOT begin with “BIA”, and the Appointment Type = “WELL” or “WELL$” for the encounter.

Clarification: This pertains to encounters for patients that have a classification of “Outpatient”. If the user is a privileged provider, the system will default to the Calculated tab on the Disposition module, the E&M Category will default to "Preventive Medicine Eval" (editable), and the E&M Code will default to blank (editable). If the user is a non-privileged provider, the system will default to the Selection tab on the Disposition module, the E&M Category will default to "99499/Standby/Special E&M Services" (editable), and the E&M Code will default to "99499" (editable).

Business Rule: The user will be able to change this default. The “WELL” and “WELL$” Appointment Types are displayed as “WELLNESS/HEALTH PROMOTION APPT”. If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. AHLTA displays workload as "Meets Outpt Visit Criteria (Workload)?" and a Yes response = “count” workload and a No response = “no-count” workload.

		86188		TR1286		Default Service Type to user's default for Outpatient non-Well enc		The system shall default the Service Type field on the Calculated tab of the Disposition module to the user’s default set in the Encounter Summary Properties window if the Appointment Classification is “Outpatient”, the encounter is NOT the result of a consult that was ordered (“order_id” field for consult does NOT have an entry), the MEPRS code does NOT begin with “BIA”, and the Appointment Type does NOT equal “WELL” or "WELL$" for the encounter.

Clarification: This pertains to encounters that do NOT have the “Observation” flag checked (via New Appt or Disposition module). If the user's default is not a valid option for this field based on the value in the Setting field, then it will default to null (blank).

Business Rule: The user will be able to change this default. The “WELL” Appointment Type is displayed as “WELLNESS/HEALTH PROMOTION APPT (WELL) 30”.

		86190		TR1287		Default Patient Status to "Established" if patient has been seen		The system shall default the Patient Status field for the current encounter in the E&M calculator to "Established" if the patient has an appointment in the system with a status other than one of the following in the same clinic/specialty as the current encounter within the same MTF within the past 36 months from the current appointment date: 1) OpenNotCheckedIn, 2) Patient Cancelled, 3) Facility Cancelled, 4) LWOBS, 5) No Show, and 6) Pending <blank>. Otherwise, the Patient Status field shall default to "New".

Clarification: (1) The only valid values for this field are "New" and "Established". (2) Clinic/specialty refers to 3rd level MEPRS code (first 3 characters of the MEPRS code). MTF refers to DMIS ID. (3) Determination/calculation not to include the appointment for the current open encounter. (4)  Determination/calculation not to include the appointment for future-dated appointments regardless of status.

Business Rule: This will only apply if the “NewVsEstablish” setting is set in the Local Cache Database for a site. If not, the default for this field will always be “Established”.

		86192		TR1288		Display prompt when Disp closed if business rule is met		The system shall display the following prompt to the user when the Disposition module is closed, the selected E&M code is in the 99381-99429 range, and the primary diagnosis for the encounter is not a V-code: “It is recommended that a V-code be selected as the primary diagnosis for an encounter that has a Preventive Medicine E&M code.” Would you like to go to the A/P module now to add a V-code?”.

Clarification: The user will be able to click Yes or No from this window. If the user selects Yes, the system will navigate the user to the A/P module of that encounter. If the user selects No, the system will continue with the last action selected prior to this message being displayed. If the primary diagnosis is a V-code, this message will not be displayed.

Business Rule: The user will not be required to enter a V-code in order to continue documenting or to sign the encounter.

		86193		TR1289		Display Service Type, Setting, and Patient Status as "Context" group		The system shall display the Service Type, Setting, and Patient Status fields grouped together as the “Context” group of the E&M calculator in the Disposition module.

		86194		TR1290		Display HPI, PFSH, and ROS as "History" group		The system shall display the HPI, PFSH, and ROS components grouped together as the “History” group of the E&M calculator in the Disposition module.

Clarification: “History” value options include: a) Problem Focused (1), b) Expanded Problem Focused (2), c) Detailed (3), and d) Comprehensive (4).

		86196		TR1291		Display Exam Level and Exam Type as "Exam" group		The system shall display the Exam Level and the Exam Type drop-down grouped together into an “Exam” group, with the “Exam” value (description and level number) being displayed in a header for that group in the E&M calculator in the Disposition module.

Clarification: “Exam” value options include: a) Problem Focused (1), b) Expanded Prob Focused (2), c) Detailed (3), and d) Comprehensive (4).

		86198		TR1292		Display Risk, Dx/Mgt Opt, and Data Comp as "Med Dec Making" group		The system shall display the Risk, Dx/Mgt Options, and Data Complexity components grouped together into a “Med Decision Making” group, with the Overall MDM value (description and level number) displayed in the header for that group in the E&M calculator in the Disposition module.

Clarification: “Med Decision Making” (overall MDM) value options include: a) Straightforward (1), b) Low Complexity (2), c) Moderate Complexity (3), and d) High Complexity (4).

		86200		TR1293		User will be able to override the calculated "Risk" component		The system shall enable a user to override the calculated “Risk” component in the E&M calculator in the Disposition module.

Clarification: Similar to HPI or Exam Level overrides.  Options include: 1, 2, 3, or 4.

		86202		TR1294		Disable "Total face to face…" if ">50% time…" not selected		The system shall disable the “Total face to face or floor time” if the “>50% time spent counseling” option is NOT selected on the Calculated tab of the Disposition module.

Clarification: If the “>50% time spent counseling” option is selected, the “Total face to face or floor time” field will be enabled.

		86203		TR1295		Display E&M calculation guideline for HPI component		The system shall display E&M calculation guideline information for the HPI component when a user clicks the underlined “HPI” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86204		TR1296		Display encounter findings used in HPI calculation		The system shall display the encounter findings used by the calculator to make its HPI calculation when a user clicks the underlined “HPI” label in the E&M calculator in the Disposition module.

		86205		TR1297		Display E&M calculation guideline for PFSH component		The system shall display E&M calculation guideline information for the PFSH component when a user clicks the underlined “PFSH” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86206		TR1298		Display encounter findings used in PFSH calculation		The system shall display the encounter findings used by the calculator to make its PFSH calculation when a user clicks the underlined “PFSH” label in the E&M calculator in the Disposition module.

		86207		TR1299		Display E&M calculation guideline for Exam Level component		The system shall display E&M calculation guideline information for the Exam Level component when a user clicks the underlined “Exam Level” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86208		TR1300		Display encounter findings used in Exam Level calculation		The system shall display the encounter findings used by the calculator to make its Exam Level calculation when a user clicks the underlined “Exam Level” label in the E&M calculator in the Disposition module.

		86209		TR1301		Display E&M calculation guideline for Exam Type component		The system shall display E&M calculation guideline information for the Exam Type component when a user clicks the underlined “Exam Type” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86210		TR1302		Display E&M calculation guideline for Risk component		The system shall display E&M calculation guideline information for the Risk component when a user clicks the underlined “Risk” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86211		TR1303		Display encounter findings used in Risk calculation		The system shall display the encounter findings used by the calculator to make its Risk calculation when a user clicks the underlined “Risk” label in the E&M calculator in the Disposition module.

Clarification: This should include the findings for the Problem Risk, Test Risk, and Mgt Risk components.

		86212		TR1304		Display E&M calculation guideline for Dx/Mgt Options component		The system shall display E&M calculation guideline information for the Dx/Mgt Options component when a user clicks the underlined “Dx/Mgt Options” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86213		TR1305		Display encounter findings used in Dx/Mgt Options calculation		The system shall display the encounter findings used by the calculator to make its Dx/Mgt Options calculation when a user clicks the underlined “Dx/Mgt Options” label in the E&M calculator in the Disposition module.

		86214		TR1306		Display E&M calculation guideline for Data Complexity component		The system shall display E&M calculation guideline information for the Data Complexity component when a user clicks the underlined “Data Complexity” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		86215		TR1307		Display encounter findings used in Data Complexity calculation		The system shall display the encounter findings used by the calculator to make its Data Complexity calculation when a user clicks the underlined “Data Complexity” label in the E&M calculator in the Disposition module.

		86216		TR1317		Include coding links in Web Browser module		The system shall include the following links in the default set of links in the Favorites list of the Web Browser module: 1) http://www.tricare.osd.mil/ebc/rm_home/meprs/, 2) http://www.tricare.mil/ocfo/mcfs/ubo/index.cfm, and 3) http://www.tricare.mil/ocfo/bea/ubu/index.cfm.

Clarification: These are coding resource links.

		94904		TR6701		Display E&M calculation guideline for ROS component		The system shall display E&M calculation guideline information for the ROS component when a user clicks the underlined “ROS” label in the E&M calculator in the Disposition module.

Clarification: Selecting this link will bring up a window that displays the data items used by the calculator for that subcomponent along with textual help taken from the official guidance for E&M calculation.

		94906		TR6702		Display encounter findings used in ROS calculation		The system shall display the encounter findings used by the calculator to make its ROS calculation when a user clicks the underlined “ROS” label in the E&M calculator in the Disposition module.

		116310		TR7800		Default Service Type to "Consult, Initial Inpt" for count Inpatient enc - 2		The system shall default the Service Type field on the Calculated tab to “Consult, Initial Inpatient” (code = `IC) and default to the Calculated tab with the E&M Category defaulted to “<none selected>” (editable) on the Disposition module for a “count” Inpatient encounter (Appointment Classification is “Inpatient”) for a non-privileged provider if the encounter is the result of a consult that was ordered.

Clarification: This pertains to “count” encounters for patients that have a classification of “Inpatient” and where the encounter is tied to a consult that was ordered for the patient (“order_id” field for consult has an entry).

Business Rule: The user will be able to change this default. If the "supervising provider required" is set to YES, the provider shall be assumed to be non-privileged. If the field is set to "NO" or is blank, the provider shall be assumed to be privileged. For encounters where Appointment Classification = Inpatient, AHLTA displays workload as "Related to Inpatient Stay?" and a Yes response = “no-count” workload and a No response = “count” workload.






