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ATTN: ALL PROVIDERS 
 

2021 Evaluation & Management (E&M) 
Coding News Blast Series 

 

Medical Decision Making (MDM) – 
Element #2:  DATA 

Amount and/or Complexity of Data to be  
Reviewed and Analyzed 

 
(based on Final Rule Posted 12/02/2020) 

(with AMA Errata & Technical Corrections posted through 06/07/2021) 
 
The focus for 2021 E&M Office and Outpatient (99202-99215) level of service (LOS) is determined by the 
documentation supporting Medical Decision Making (MDM) or Time – with the overarching medical necessity for the 
billed service supported. 
 
This blast will focus on the first MDM Element ‘PROBLEMS’ as listed on the AMA MDM code selection table and provider 
documentation.  
 
See the MDS 2021 E&M Code Selection Table for further reference. 
 

MEDICAL DECISION MAKING (MDM) –  
Element #2: DATA - Amount and/or Complexity of Data to be Reviewed and Analyzed:  
MDM includes establishing diagnoses, assessing the status of a condition, and/or selecting a management option.   
 
ELEMENT 2 included in the level of code selection for an office or other outpatient service is the complexity of data to be 
reviewed and analyzed, in which clinicians will need to document their evaluation of diagnostic tests, discussions with 
other clinicians on patient management, and interviews with “independent historians,” such as patient guardians or 
surrogates.  
 
Definitions for terms used in the ELEMENTS of medical decision making for office or other outpatient services are: 

 Analyzed:  
The process of using the data as part of the MDM. The data element itself may not be subject to analysis (e.g., 
glucose), but it is instead included in the thought processes for diagnosis, evaluation, or treatment.  
 
Tests ordered are presumed to be analyzed when the results are reported. Therefore, when they are ordered 
during an encounter, they are counted in that encounter.  
 
Tests that are ordered outside of an encounter may be counted in the encounter in which they are analyzed.  
In the case of a recurring order, each new result may be counted in the encounter in which it is analyzed.  
For example, an encounter that includes an order for monthly prothrombin times would count for one prothrombin 
time ordered and reviewed. Additional future results, if analyzed in a subsequent encounter, may be counted as a 
single test in that subsequent encounter.  
 
Any service for which the professional component is separately reported by the physician or other qualified health 
care professional reporting the E&M services is not counted as a data element ordered, reviewed, analyzed, or 
independently interpreted for the purposes of determining the level of MDM. 
 
 
 

7th in our series of News Blasts on 2021 E&M Coding:
1. E&M Coding in 2021 (multiple updates published) 
2. Federal Register (comment & posted versions) 
3. Medical Necessity 
4. Time 
5. Medical Decision Making (MDM) – General 
6. MDM 1 – Number & Complexity of Problems Addressed 
7. MDM 2 – Amount and/or Complexity of Data to be               
  Reviewed and Analyzed 
8. MDM 3 – Risk of Complications and/or Morbidity or Mortality  
  of Patient Management 
9. Prolonged Services (published out of order, prior to #6) 

10. Round-Up (Overview) 

062421 NEWS BLAST – 7th 
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 Appropriate source:  
For the purpose of the ‘Discussion of Management’ data element, an appropriate source includes professionals 
who are not health care professionals, but may be involved in the management of the patient (e.g., lawyer, parole 
officer, case manager, or teacher). It does not include discussion with family or informal caregivers. 
 

 Combination of Data Elements:  
A combination of different data elements, for example, a combination of notes reviewed, tests ordered, tests 
reviewed, or independent historian, allows these elements to be summed. It does not require each item type or 
category to be represented.  
 
A unique test ordered, plus a note reviewed and an independent historian would be a combination of three 
elements. Any combination of different data elements used to reach 2 or 3 combinations of the elements can be 
used. 
 

 Discussion:  
Discussion requires an interactive exchange, i.e., back-and-forth exchange, cannot be one-way. The exchange 
must be direct and not through intermediaries (e.g., clinical staff or trainees). Sending chart notes or written 
exchanges that are within progress notes does not qualify as an interactive exchange.  
 
The discussion does not need to be on the date of the encounter, but it is counted only once and only when it is 
used in the decision making of the encounter. It may be asynchronous (i.e., does not need to be in person), but it 
must be initiated and completed within a short time period (e.g., within a day or two). 
 
Zoom calls, phone, and/or emails back and forth within a day or two would meet this definition (interactive 
exchange, asynchronous, not done within a progress note). 
 

 Discussion of management or test interpretation:  
The clinician confers about the case with an external physician or other qualified health care professional.  
This conference may not be billed separately or in addition to the E&M service. 
 

 External:  
External records, communications and/or test results are from an external physician, other qualified health care 
professional, facility or healthcare organization. 
 

 External physician or other qualified healthcare professional:  
An external physician or other qualified health care professional is an individual who is not in the same group 
practice or is a different specialty or subspecialty. This includes licensed professionals that are practicing 
independently and may also be a facility or organizational provider such as a hospital, nursing facility, or home 
health care agency. 
 

 Independent historian(s):  
An individual (e.g., parent, guardian, surrogate, spouse, witness) who provides a history in addition to the history 
provided by the patient who is unable to provide a complete or reliable history (e.g., due to developmental stage, 
dementia, or psychosis) or because a confirmatory history is judged to be necessary.  
 
In the case where there may be conflict or poor communication between multiple historians and more than one 
historian(s) is needed, the independent historian(s) requirement is met.  
 
If a family member or caregiver translates something that is needed, the independent historian(s) requirement is 
met. If a family member or caregiver translates something that the patient said, it would NOT be considered an 
independent history.  
 
The independent history does not need to be obtained in person but does need to be obtained directly from the 
historian providing the independent information. 
 
Example: The spouse of a patient who has recently had a stroke describes activities of daily living the patient can 
and cannot perform. 
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 Independent Interpretation:  
The interpretation of a test for which there is a CPT code and an interpretation or report is customary.  
This does not apply when the physician or other qualified health care professional is reporting/billing the service 
or has previously reported the service for the patient.  
 
A form of interpretation should be documented, but not needed to conform to the usual standards of a complete 
report for the test.  
 
Example: The clinician reviews an outside test, such as an MRI, and documents the findings.  
An EKG performed in the office, which includes interpretation and is separately billable, cannot be counted. 
 

 Review of prior external note(s) from each unique source:   
The clinician reviews records, communications of test results from another physician, qualified health care 
professional, facility or healthcare organization.  
 
Example: An orthopedist reviews an assessment by an ER doctor for a patient who fell the day before. 
 

 Review the result(s) of each unique test:   
This may include imaging, clinical lab, and psychometric or physiological test data.  
Note that a lab panel such as a metabolic panel, counts as a single test.  
 
Examples: An orthopedist reviews X-rays forwarded by the ER doctor for a patient who fell the day before. 
 

 Test:  
Tests are imaging, laboratory, psychometric, or physiologic data.  
A clinical laboratory panel (e.g., basic metabolic panel [CPT: 80047]) is a single test.  
 
The differentiation between single or multiple tests is defined in accordance with the CPT code set.  
 
For the purposes of data reviewed and analyzed, pulse oximetry is not a test.  
 
Ordering a test may include those considered, but not selected after shared decision making. For example, a 
patient may request diagnostic imaging that is not necessary for their condition and discussion of the lack of 
benefit may be required. Alternatively, a test may normally be performed, but due to the risk for a specific patient 
it is not ordered. These considerations must be documented. 
 
Tests that do not require professional interpretation, such as a urinalysis or rapid strep, may be credited if 
ordered, however, an in-house test billed by the provider which requires professional interpretation cannot be 
credited for ordering or reviewing or independent interpretation.  
 
Standing orders, e.g., monthly prothrombin times, count as one ordered and reviewed test on the initiating 
encounter. Future results analyzed in subsequent encounters may be counted as a single test in those 
encounters. 
 

 Unique:  
A unique test is defined by the CPT code set. When multiple results of the same unique test (e.g., serial blood 
glucose values) are compared during an E&M service, count it as one unique test.  
 
Tests that have overlapping elements are not unique, even if they are identified with distinct CPT codes (e.g., a 
panel test represented by one CPT code and not all the component test individually even though they have their 
own codes). For example, a CBC with differential would incorporate the set of hemoglobin, CBC without 
differential, and platelet count.  
 
When comparing multiple results of the same test during one visit (e.g., comparing EKGs from different dates), it 
counts as one unique test and not multiple unique tests. 
 

 Unique Source: 
A unique source is defined as a physician or qualified heath care professional in a distinct group (different 
group/TID) or within the same group but different specialty or subspecialty, or a unique entity. Review of all 
materials (data elements) from any unique source counts as one element toward MDM. 
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MDM TABLE – DATA: 
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WHAT CONSTITUTES A DISCUSSION? 
Each discussion should meet four factors, according to the AMA March 17th added definition: 

1. People - The billing physician or qualified health care professional (QHP) must have the discussion with a 
physician or QHP who is a different specialty; subspecialty; from a different group; or with a person who is an 
appropriate source. 

2. Method - The discussion doesn’t have to be face-to-face, but the practitioner and the other person must talk to 
one another. 

3. Timing - The discussion may take place “within a day or two” of the visit. However, practices may need to make 
some workflow adjustments to make sure the claim is held and that the documentation updated when the 
practitioner plans to have a relevant discussion. 

4. Outcome - The billing practitioner must use the discussion in the decision-making process of the encounter. 
 
Practitioners should remember to document a clear connection between the discussion and their decision making. 
They should also provide details about the person with whom they spoke, the date of the conversation and whether the 
discussion was in-person or by phone. 
 
 

WHAT CONSTITUTES A UNIQUE TEST, ORDER OR DOCUMENT? 
The new MDM table for ELEMENT “2” Data lists “review of the result(s) of each unique test” and “ordering of each unique 
test” as separate bullet points under Category 1, along with instructions that “any combination of” bullet points under 
Category 1 are counted to meet specific thresholds for level of complexity in data review. 
 

The new language goes on to state that “Ordering a test is included in the category of test result(s) and the review 
of the test result is part of the encounter and not a subsequent encounter.” This language is new to 2021 and 
raises new questions.  
 
Many tests ordered during an initial visit are performed after the visit so that the results are not available for 
review as part of that visit. Therefore, the review happens in the interim between the initial visit and a subsequent 
visit. During the subsequent visit, the results are shared with the patient and the plan of care may be modified 
based on the results.  
 
It’s important to note that under the 2021 rules, ordering a test is credited separately from reviewing a 
test, even if talking about the same test. There is a separate bullet item under Category 1 for ordering as 
opposed to reviewing a test. Under the 1995/1997 guidelines, ordering and reviewing is credited together.  
 
The ordering and actual performance and/or interpretation of diagnostic tests/studies during a patient encounter 
are not included in determining the levels of E&M services when the professional interpretation of those 
tests/studies is reported separately by the physician or other qualified health care professional reporting the E&M 
service. Tests that do not require separate interpretation (e.g., tests that are results only) and are analyzed as 
part of MDM do not count as an independent interpretation, but may be counted as ordered or reviewed for 
selecting an MDM level. 
 

The 2021 guidelines state that “each unique test, order or document is counted to meet a threshold number,” and also 
that “tests are imaging, laboratory, psychometric or physiologic data”. A clinical laboratory panel (e.g., basic metabolic 
panel [CPT: 80047]) is a single test. 
 

The differentiation between single and multiple unique tests is defined in accordance with the CPT code set.  
This language can be interpreted to mean that different tests count for the purposes of scoring MDM, even if they 
fall under the same CPT code set. In other words, a chest X-ray and head CT count as two unique tests even 
though they fall under the same CPT code set in terms of being under the radiology section. This is a significant 
departure from the 1995/1997 rules, which hold precisely the opposite.  
 
A different interpretation of the same language in the 2021 guidelines is that they do not result in any material 
difference from the 1995/1997 guidelines, because the term “in accordance with the CPT code set” refers to 
keeping things the same because the code set differentiates tests by section (i.e., radiology vs. lab vs. medicine 
sections). In the above example, a chest x-ray and a CT scan of the head count as one point, representing 
imaging/radiology.  
 
Do not use vague orders when documenting such as ‘patient is due for labs’, ‘patient needs MRI’; specifically list 
each lab or test ordered for clear documentation to support MDM. 
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Differentiate between tests by listing the external sites where they originated, i.e., urgent care, the hospital, other 
specialists. Although this is not at requirement, it will make the documentation more compliant for auditing 
purposes and easier to review.  
 

REMINDER: If the provider reported/billed a separate CPT code that included payment for the interpretation of a 
diagnostic test, he/she cannot count the interpretation of that same test toward the MDM level, i.e., that 
‘DATA’ analysis is represented in the billable codes EKG, Ultrasound, ….  
Similarly, if the provider reported/billed for a discussion regarding management of the patient with another 
physician or qualified health care professional (CPT: 99446-99451), that discussion may not count toward 
the office visit MDM level, i.e., that ‘DATA’ analysis is represented in the billable codes. 

 
 

SOME MAJOR DIFFERENCES IN 2021 VS 1995/1997 DOCUMENTATION: 
Under the 1995/1997 guidelines providers were given credit for the decision to obtain old records. Under the 2021 
guidelines, credit is reserved for the actual review of the old records.  
 
Although it was allowed under the 1995/1997 guidelines, the 2021 guidelines more clearly permits the parent to serve as 
an “independent historian” for a child. Providers should document as such even if it seems obvious.  
 
 

REMINDER: SUCCESSFUL DOCUMENTATION: 
Documentation should clearly show evidence of analysis of DATA – not just the cutting and pasting of test results.  
 
The medical record should make clear, not just that the provider looked at the data, but that the provider looked at  
and thought about it and conveyed its importance and relevance to the encounter that day. 
 
A medically appropriate history and physical examination though not counted towards the level of service (LOS) selection 
are still required key components in the documentation of the encounter as determined by the provider. 
 
CAUTION: Healthcare providers should not interpret the above change to mean that documentation of history and exam 

is not necessary. A complete medical record of services rendered is important for many reasons, such a 
providing information for quality initiatives, continuity of care, and supporting medical decisions under scrutiny 
in legal cases. The patient history and exam should convey the patients ‘story’.   
Additionally, the time spent on the history and exam portions of the visit will be relevant when coding 
the encounter based on time. Although the specific level or elements of the history and exam will not be a 
factor in 2021 E&M code selection for office/outpatient services, accurate documentation of the visit, including 
a clear statement of any history and examination work involved, will remain an essential part of the medical 
record.   

 
 

EXAMPLES: 
The provider ordered a urinalysis on the patient’s initial visit, then the next day he gets the results and appends them to 
his note from the initial visit. He then calls the patient and says she will need to come pick up a prescription for an 
antibiotic to manage the infection detected by the test. There is no subsequent visit.  
 

In this case, it makes sense that the provider gets the credit for ordering and reviewing the test on the initial visit. 
 
The provider orders a CT scan and the patient goes for the scan later that same day. The results are reviewed by the 
provider the next morning and he wants the patient to come for another visit to go over some complex results. The review 
of results is documented on the note for the subsequent visit when the provider tells the patient she has ovarian cancer 
and needs chemotherapy as a part of a new plan of care.  
 

In this example, it doesn’t make sense to credit the initial visit with the order, review, and independent 
interpretation of the CT scan; after all, the note for that visit doesn’t document a review or interpretation.  
The note for the second visit does contain the review and interpretation, so the second visit should be credited 
accordingly.  
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Do lab or other test results need to be available at the time of the visit to count as a data point? If we receive a test result 
two days after the visit, can we count a data point toward that E&M visit for review of the test? 
 

The answer is yes. The time rule is only for the date of the encounter. But for MDM, there’s preservice work and 
post-service work associated with the encounter and receiving a test result a couple of days later and responding 
to it are part of the post-service work of the encounter. So absolutely, ordering that test counts toward MDM in 
that particular encounter. 

 
Could a provider receive credit for discussion of management or test interpretation — category 3 for moderate and 
extensive data analysis — for cases presented to a tumor board? During the next visit, the doctor documents and 
discusses the tumor board’s outcome with the patient. 
 

Yes, that would count toward MDM. Clearly, that’s discussion among colleagues that’s directly relevant to the 
care of the patient. You would not be able to report the tumor board meeting if coding based on time. Time is only 
counted on the date of the encounter. The time that the provider spends at the tumor board would not count 
toward the visit.  
 
The likelihood, given that scenario, the provider likely would be coding by time. Usually those are long 
conversations and the provider would have time opportunity to use prolonged services. The discussion of the 
results with the patient would normally be part of the encounter.  
 
When counting a tumor board meeting that occurs between visits, it is reasonable to consider that it counts as 
long as it is clearly part of the MDM at that the next encounter. 

 
The provider orders tests during an encounter and the patient returns on a later date for the test results.  
Does the review of the results count toward MDM for the follow-up visit?  
 

No, the test review does not count toward the follow-up visit. When a physician or other billing practitioner orders 
a test during an E&M visit, the order and review of the test result will count toward the MDM of the first encounter. 
 
However, if the results of a test ordered during the first visit prompt the practitioner to order another test before 
the follow-up visit, and the practitioner discusses the results of the second test at a follow-up visit, then that may 
count toward MDM at the following visit. But a test counts as a test only one time. 

 
The physician orders and reviews a strep screen for a patient. Does this count as both order and review? 
 

No – the provider would get credit for the order. Practices should not double count tests and assign credit for the 
order and the review of a test. 

 
See 010821 News Blast: 2021 E&M Coding News Blast Series: Medical Decision Making (MDM) – General  
for more information and detailed examples.  
 
 

RESOURCES: 
2020 Federal Register conveys 2021 changes and is available via: 
 https://www.federalregister.gov/documents/2020/01/02/2019-28005/medicare-program-cy-2020-revisions-to-payment-

policies-under-the-physician-fee-schedule-and-other 
CMS: https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Fast-Facts/Medical-

Necessity-Documentation  
CMS Manuals: 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c03.pdf  
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf  

Medicare Program Integrity Manual:  
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c03.pdf  

Novitas: Importance of Medical Record Documentation: 
https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438  

AAPC 2021 E&M Guidelines: https://www.aapc.com/business/em-guidelines.aspx 
AAPC: https://www.aapc.com/blog/25667-medical-record-entries-what-is-timely-and-reasonable/  
AMA Code and Guideline changes for 2021:  
 https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-changes.pdf 
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AMA 2021 Elements of Medical Decision Making (MDM): 

 https://www.ama-assn.org/system/files/2019-06/cpt-revised-mdm-grid.pdf.  
AMA Errata and Technical Corrections CPT 2021: https://www.ama-assn.org/system/files/2021-06/cpt-corrections-errata-

2021.pdf 
NAMAS E&M Comparison Chart: http://shop.namas.co/EM-Comparison-Chart_p_494.html  
NAMAS 2021 E&M Changes: Defining the Differences: https://namas.co/webinars/ 
NAMAS 2021 E&M Guidelines: Effective Provider Education: https://namas.co/webinars/ 
NAMAS An Early Look at 2021 E&M Guidelines: https://namas.co/webinars/ 
NAMAS Defining the Differences in 2020 vs 2021: https://namas.co/webinars/ 
NAMAS Effective Provider Education in 2021 E&M: https://namas.co/webinars/ 
NAMAS Office and Inpatient E&M in 2021: https://namas.co/webinars/ 
NAMAS Training your Providers for 2021: https://namas.co/webinars/ 
NAMAS Understanding MDM: https://namas.co/webinars/ 
NAMAS Weekly Auditing and Compliance Tips: https://namas.co/ 
Medical Billers and Coders, Time Based Billing for CPT E&M:  
 https://www.medicalbillersandcoders.com/blog/time-based-billing-for-cpt-evaluation-and-management/ 
Decision Health Prepare Your Ortho Practice for the 2021 E&M Office Visit Guidelines:  
 https://store.decisionhealth.com/webinars-on-demand-training/ 
Decision Health Key E&M Updates from the 2021 Proposed Fee Schedule: 
 https://store.decisionhealth.com/webinars-on-demand-training/ 
Decision Health Part B News: https://pbn.decisionhealth.com/ 
Decision Health Anesthesia & Pain Coders Pink Sheet: https://pbn.decisionhealth.com/ 
E&M University: https://emuniversity.com/CodingBasedonTime.html 
Cigna: https://www.cigna.com/health-care-providers/coverage-and-claims/policies/medical-necessity-

definitions#:~:text=%22Medically%20Necessary%22%20or%20%22Medical,injury%2C%20disease%2C%20or%20its
%20symptoms  

BKD Healthcare Leader Summit – Regulatory Update, What’s New for 2021:  
 https://www.bkd.com/topics/healthcare-leader-summit 
ICD10 Monitor 2021 E&M Changes:  
 https://shop.icd10monitor.com/On-Demand-ICD10-Webcasts-s/43.htm 
ICD10 Monitor 2021 E&M Changes Understanding the Impacts:  
 https://shop.icd10monitor.com/On-Demand-ICD10-Webcasts-s/43.htm 
Physicians Practice 2021 E&M Guideline and Leveling Changes:  
 https://www.physicianspractice.com/view/2021-e-m-guideline-and-leveling-changes 
The Rheumatologist: https://www.the-rheumatologist.org/article/evaluation-management-code-changes-set-for-2021/ 
MDS News Blasts (previously published): https://www.medtronsoftware.com/ 
MDS Evaluation & Management Service Guide: https://www.medtronsoftware.com/User 

Guides/E&M_Resources/E&M_Information_Packet_General.pdf 
 
For assistance or any questions, contact MDS/MSI via: 
From MEDPM or MEDEHR Sign On screens, double click on ‘helpdesk@medtronsoftware.com’ to compose an email 
which will automatically create a ticket in our ticketing system. The ticketing system will then send an automated reply with 
your ticket # for all future correspondence related to your question/concern. 


