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Podcast Discussion Questions & Answers 

🎧 Q1.  Why is the difference between 99213 and 99214 so confusing for clinicians?
🎙️ A1. Even experienced clinicians struggle with this distinction because the rules changed in 2021, but habits didn’t. Many providers were trained to document for history and exam bullets, yet outpatient E/M coding is now driven by Medical Decision Making (MDM) or total time.
On top of that, MDM terminology feels familiar but functions differently in practice. Terms like stable, exacerbation, or moderate risk require consistent application — not intuition. Finally, most notes tell the clinical story, but not always the coding story. Auditors must see your decision‑making clearly, and that gap is where confusion lives.

🎧 Q2.  At a high level, what does 99213 vs 99214 really represent?
🎙️ A2. At its core:
· 99213 reflects low‑complexity work
· 99214 reflects moderate‑complexity work
For office and outpatient visits, code selection is based on MDM or total time — not exam elements. You do not need a perfect note. You need documentation that clearly shows your thinking.

🎧 Q3. What are the three components of Medical Decision Making (MDM)?
🎙️ A3. MDM is made up of three elements:
1. Number and complexity of problems addressed
2. Amount and/or complexity of data reviewed and analyzed
3. Risk of complications and/or morbidity or mortality of patient management
The key rule clinicians often miss: only two of the three elements are required to support a level of service.

🎧 Q4. Does listing a diagnosis automatically count as addressing a problem for MDM?
🎙️ A4. No. A problem only counts as “addressed” when you evaluate, assess, or manage it during the encounter.
If a diagnosis is listed without commentary regarding assessment, treatment changes, data review, or a plan, it does not increase your MDM level.	Comment by Lucia, Chela: I would change this, as a comment (e.g., “reviewed history, +DM”  is not necessarily meeting documentation requirements for MEAT/showing clinical thinking. 
Suggesting to change to “If a diagnosis is listed without showing assessment, treatment changes….”

🎧 Q5. How do “problems addressed” typically differ between 99213 and 99214?
🎙️ A5. 99213 often aligns with:
· One stable chronic problem	Comment by Lucia, Chela: In the Script, I suggested to substitute “an” for “one” to make it sound more conversational w/out changing the meaning. If this document is being read aloud, I’m suggesting the same thing. But if it’s going to remain a text document for reading, then I would leave it as is.	Comment by Sidle, Cortnee: @Lucia, Chela - This is the FAQ that’ll be used as a handout to be read aloud. I will keep as is here, but I did update on the script. Thank you!
· One acute, uncomplicated illness or injury
· Two or more self‑limited or minor problems
99214 often aligns with:
· One or more chronic illnesses with exacerbation, progression, or treatment side effects
· Two or more stable chronic illnesses
· One undiagnosed new problem with uncertain prognosis
· One acute illness with systemic symptoms
· One acute, complicated injury
The difference isn’t how many diagnoses you list — it’s what you show you did with them.

🎧 Q6. What does strong documentation of a “problem addressed” look like?
🎙️ A6. Compare these examples:
· Poor documentation: Hypertension, type 2 diabetes, asthma	Comment by Lucia, Chela: Depending on if this being read or spoken, you might need to change from abbreviations to long-form words. (E.g., we do not say “HTN” but we do say “EKG”)
· Stronger documentation: HTN: BP elevated today despite adherence; increased lisinopril and scheduled follow‑up.
That one sentence transforms a listed diagnosis into an addressed problem.

🎧 Q7. What counts as “data” for MDM purposes?
🎙️ A7. Data includes ordering tests, reviewing results, reviewing external notes, independently interpreting results, or discussing the case with another clinician — when it occurs on the date of the encounter.
However, data only matters when it influences your decision making.

🎧 Q8. How should data be documented to support MDM?
🎙️ A8. Avoid vague phrases like “labs reviewed.” Instead, connect the data to your decisions:
· Reviewed CMP showing worsening renal function, which influenced today’s medication adjustment.
· Ordered EKG for intermittent chest tightness to evaluate cardiac etiology and guide management.
Auditors give credit for your interpretation and reasoning, not pasted results.

🎧 Q9. Why does “risk” most often separate 99213 from 99214?
🎙️ A9. Risk is demonstrated through your management decisions, not by writing the word “risk.”
Moderate risk (99214) commonly includes:
· Prescription drug management
· Decisions regarding minor surgery with identified patient risks
· Decisions regarding elective major surgery without identified risk factors
· Care that is significantly limited by social determinants of health	Comment by Lucia, Chela: This is unusual for me to suggest more words, but I would include “that is”- “Care that is significantly limited….” seems to flow better.
Risk is often missed because clinicians assume it’s obvious — but auditors can only credit what’s documented.

🎧 Q10. How can clinicians better show risk in their documentation?
🎙️ A10. Make your reasoning visible with one clear sentence:
· Instead of: Meds adjusted
→ Increased lisinopril due to rising BP despite adherence.
· Instead of: Start antibiotic
→ Started doxycycline due to concern for early atypical pneumonia.
That explanation is usually enough.

[bookmark: _Hlk221545155]🎧 Q11. Can you give a real‑world example of how documentation affects the level?
🎙️ A11. A patient presents for hypertension follow‑up and reports new intermittent chest tightness. You order an EKG and adjust medications — but the note reads like a routine HTN visit.
Clinically, this is moderate complexity.
Documented poorly, it looks like 99213.
To support 99214, make two elements clear:
· Problems: HTN plus a new symptom addressed
· Data: EKG ordered or interpreted and tied to the plan
· Risk: Medication adjustment or close follow‑up
Two strong elements protect your level.
🎧 Q12. When should time be used instead of MDM?
🎙️ A12. Time is always an option.
· 99213: 20–29 minutes
· 99214: 30–39 minutes
When coding by time, document total time and briefly connect it to the work performed. There are two really important rules to remember.
First—that time has to be personally spent by the clinician.
And second—you cannot count time spent on procedures or services that are billed separately.
This is a big deal, because billing an E/M alongside a procedure is already an audit trigger. When time is documented without following these rules, it creates a pattern that can lead to reimbursement claw backs.
An Advocate Health attestation example: “On the day of the visit I personally spent xx minutes. This time does not include any time spent performing procedures or assessments that are separately billable.” (I would only add that stating what you DID do is also needed to support the service.)
If you’re billing based on time, make sure your time statement supports the total time billed and excludes any separately billable procedures.

🎧 Q13. What’s the key takeaway clinicians should remember?
🎙️ A13. The difference between 99213 and 99214 is usually not the care — it’s whether your documentation shows your decisions making.	Comment by Lucia, Chela: Suggest “decision making” or “clinical thinking”. 
Try adding one sentence explaining why your plan changed or mattered.
Clear beats lengthy — every time.	Comment by Lucia, Chela: I would use “lengthy”
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