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1. OVERVIEW 

This document contains important information about myCare iMedicWare E&M 

Coding Changes for 2021. This content reflects the series of enhancements and 

changes made for adjusting to the 2021 E&M coding changes.  
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E&M Coding Changes for 2021 
 

The rules for the Evaluation & Management (E&M) Codes in 2021 are changing.  More 

emphasis is placed on the medical decision making and physician time.  We will for the 

time being lean more on the Medical Decision Making (MDM) rather than time.  The 

starting time for a minimum code is from 10-19 minutes.  We feel this is extremely rare; 

that a physician would have that much time during the day to meet with each patient for 

the length of time they have outlined.  The total time does not take into consideration any 

staff time associated with their work ups, testing, dilating or associated tech tasks that are 

being completed on each patient.  Physician time is for chart reviewing, test review, test 

interpretations, medication management, ordering tests, surgeries or medication 

therapies, discussions with outside physicians, etc.  See table for time-based coding for 

further details.  If the average physician sees 45 patients per day and works 8 full hours, 

then this would only meet the lowest level of coding for those patients seen – new patient 

99202 = 15-29 minutes and established patient 99212 = 10-19 minutes. We don’t see how, 

on a routine basis, we can utilize the time-based coding in ophthalmology.  We feel the 

emphasis must be solely on the medical decision-making component. 

Currently, we have a pop-up screen called Super Bill.  When this screen displays, the 

medical decision-making levels currently there will be shifted to the left for the eye codes.  

The right side of the screen will change to a rotating panel allowing the client the ability to 

go through all three levels of MDM, document each level and then come back to the screen 

with a calculated code suggestion.  

With the changes we are making the Super Bill pop-up will change.  We want to recycle the 

existing screen so any other logic being applied can stay intact but the E&M code side of 

the screen will be all new and function as the new way to verify and validate your E&M 

coding decision making. 
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The new Super Bill screen 

 

We would like to try to stay on this screen as we go through the process of selecting and 

deciding upon the final medical decision-making items.  The upper right corner has an 

arrow key, and this would load the first of three screens which take the user through the 3 

steps that hey need to consider for each patient case to finalize the correct E&M office visit 

code. 

 

When you select this button >> - the panel of the 

Super Bill screen will change to the first of three 

MDM tables.   

 

The MDM tables will have radio button for each selectable section of the screen where the 

user can decide on the correct item for the patient visit.  There is ONLY ONE (1) choice 

made per panel and there are three panels total.  This process will allow you to make one 

choice for; 1.) number and complexity of problems, 2.) amount and complexity of data 

reviewed and analyzed and 3.) risk of complications and/or morbidity or mortality.  As you 

go through these three short steps and screens, the checked off items will accumulate back 

to the final screen and show the calculated E&M in the upper right hand corner.   
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Let’s go through the process to get to a code selection.  We will toggle the user through the 

3 tables for MDM with one selection done per table.  These selections will be tallied back to 

the main screen allowing the user to then see what 2 out of 3 tables determines the coding. 

MDM 1 

Make one (1) selection out of all the radio buttons.  Only one choice is allowed.  Once you 

select the desired radio button you would then select the upper right corner go forward 

arrow which will take you to the next MDM table. 

 

MDM 2 
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Once you have made the selection on the MDM table #1 - move to the MDM table #2.  The 

user selects the go forward arrow and MDM 2 will appear.  Same process here; you make 

one (1) selection. 

 

MDM 3 

Once you have completed with MDM table #2 you select the upper right go forward arrow 

which will take you to MDM table #3.  Same thing for this sheet; you make one choice. 

 

 

Next, selecting the upper right corner arrow will take you back to the Superbill screen. It 

will now display the “Calculated E&M” code based on your previous actions in the upper-

right corner.   
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Final Screen 

The rules applied on the results are that the final code calculated is based on the highest 2 

of 3 table levels documented.  On our example we have 2 categories at Minimal and 1 

category at Moderate. The highest wins, and the code for the example is 99214.  The 

GREEN box shown in the upper-right corner on this screen are the values on your MDM 1, 

2, or 3 carried forward and it represents the levels of medical decision making you 

documented on each screen.   

 

Time-Based Coding 

The second aspect to determining the E&M code is time-based.  This is for the “total time 

performed” by the physician, including face to face, documentation time for exam and 

history, pre/post time on the date of the encounter, chart review, outside discussions with 

other qualified health provider (QHP).  Total time DOES NOT include tech work up, 

performance of tests, dilation and or anything completed by ancillary staff.  I think it is very 

unlikely our clients will use time-based coding, but we must represent the value 

representing the total doctor time in the patient chart. 

Here are the codes and time required for a specific code: 

99202 – 15-29    99212 – 10-19 

99203 – 30-44    99213 – 20-29 

99204 – 45-59    99214 – 30-39 

99205 – 60-74    99215 – 40-54 
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We will accumulate the physician time and pull this from the iMedic Monitor.  With the 

Extended view we have a column marked “Doctor in room time” this is what will be 

represented in the RED or GREEN outlined boxes at the bottom of each applicable column.  

The system would insert the number of total hours, minutes and seconds into the 

appropriate box based on the time recorded in the system coming out of the iMedic 

Monitor. 

 

In our example from above you will see 

the small RED outlined box under the 

99202-99212 column.  As the 

documentation indicates for this code to be applied based on time-based assessment it 

should be a minimum of 15 minutes for a new patient and 10 minutes for an established 

patient.  The RED frame and time in RED shows the actual time pulled from iMedic Monitor.  

The reason it is RED is because it is below the threshold for the code (see code time table 

above). 

 


