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Podcast Discussion Questions & Answers 

🎧 Q1.  Why does the difference between 99214 and 99215 feel so hard to apply in practice?
🎙️ A1. Many visits feel complex, but not all complexity equals high‑complexity Medical Decision Making (MDM). Clinicians often equate “a lot going on” with 99215, when in reality, the leap from 99214 to 99215 depends on severity, threat, and the risk of the decisions made that day.
Another common challenge is documentation. Notes often list what was done but don’t always explain why the situation required high‑stakes decisions today. Auditors can only score what is explicit in the note, and when the clinical threat or risk isn’t clearly stated, truly high-risk may read as moderate.

🎧 Q2.  At a high level, what does the difference between 99214 vs 99215 really represent?	Comment by Kent, Taylor: Consider "the difference between 99214 and 99215"
🎙️ A2. At their core:
· 99214 reflects MODERATE complexity work
· 99215 reflects HIGH complexity work
Office and outpatient E/M selection is based on MDM or total time, not exam elements. The distinction is not about note length or the number of diagnoses, it’s about whether your documentation clearly shows moderate vs high clinical decision making.	Comment by Kent, Taylor: extra space

🎧 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. What is the typical difference in “problems addressed” between 99214 and 99215?	Comment by Kent, Taylor: Consider "what is the typical difference in 'problems addressed' between 99214 and 99215?"
🎙️ A4. The difference is severity and threat, not how many problems you list.
· 99214 (Moderate problems) often includes:
· Two or more stable chronic illnesses
· A chronic illness with mild‑to‑moderate exacerbation
· An acute illness with systemic symptoms
· 99215 (High problems) involves problems that pose a threat to life or major bodily function, or severe exacerbation or progression of a chronic condition.
A diagnosis only counts when you evaluate it and make a management decision. Listing conditions without showing assessment does not increase the level.

🎧 Q5. What does strong documentation of a high‑severity “problem addressed” look like?
🎙️ A5. Compare these examples:
· Less effective documentation:
· Heart failure, CKD, shortness of breath
· Stronger documentation:
· Heart failure with worsening dyspnea and hypoxia from baseline, concerning for acute decompensation with risk of cardiopulmonary compromise.
That one sentence makes the severity and clinical threat unmistakable—without over‑writing.

🎧 Q6. Does data need to be extensive to support 99215?
🎙️ A6. No. Data can support the level, but high data is not required if the problems and risk elements are clearly high.
Data only counts when it influences your decisions. You can support 99215 with minimal data if you clearly document:
· A high‑severity problem and
· A high‑risk management decision (such as hospitalization or escalation of care).

🎧 Q7. What types of risk separate 99214 from 99215 most often?
🎙️ A7. Risk is the most common separator.
· 99214 (Moderate risk) often includes prescription drug management.
· 99215 (High risk) may include: 
· Decision regarding hospitalization or escalation of care
· Drug therapy requiring intensive monitoring for toxicity
· Decisions involving significant risk of morbidity or mortality
· Management of a condition posing a threat to life or bodily function
What matters most is documenting why today’s decision carried high risk.

🎧 Q8. What’s the simplest way to document high‑risk decision making?
🎙️ A8. Focus on two things—the threat and the decision.
Examples:
· “Condition poses a threat to cardiopulmonary function due to hypoxia and rapid clinical decline.”
· “Decision made today for ED evaluation and likely admission to prevent end‑organ injury.”
Two clear sentences often do more than an entire page of text.

🎧 Q9. When should time be used instead of MDM?
🎙️ A9. Time is always an option when it is clearly and accurately documented.
· 99214: 30–39 minutes
· 99215: 40–54 minutes
If your MDM is borderline but your total time clearly meets the threshold, time may be the cleaner choice. Always document total time on the date of the encounter and exclude separately billable services.

🎧 Q10. What is the key takeaway clinicians should remember?
🎙️ A10. 99215 is not “99214 plus more words.” It is high‑complexity work.
If the visit truly supports a high level of service:	Comment by Kent, Taylor: Consider 'truly supports a high level of service"
· Identify the two strongest MDM elements
· Make each visible with one clear sentence
· Explain why the decision mattered today
Clear documentation beats long documentation—every time.
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