
MEDICAL DECISION MAKING 

 

MEDICAL DECISION MAKING – Medical, or Clinical Decision Making includes establishing diagnoses, 

assessing the status of a condition, and/or selecting a management option. Medical decision making in the 
office and other outpatient services code set is defined by the following three elements; 
 
 

• The number and complexity of problems that are addressed during the encounter  
 

• The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 
obtained, reviewed and analyzed 

 

• The risk of significant complications, morbidity and/or mortality, as well as co-morbidities, associated 
with the patient’s presenting problem(s), the diagnostic procedure(s) and/or the possible management options and 
treatment(s). 

 
 

The levels of E/M services recognize four types of medical decision making (straightforward, low 
complexity, moderate complexity and high complexity).   
 

The concept of medical decision making does not apply to code 99211.  
 

The chart below shows the elements required for each level of decision making likely to occur in a 

Chiropractic office. (Medical decision making level four is less common and level five is not likely to be reached in a 
chiropractic office due to the amount and complexity of data to be reviewed as well as the risk of complications, 
morbidity, and /or mortality of decisions made at the visit. If you would like to review the criteria for level four and five 
medical decision making, you can access the full AMA chart here.) 
 
 
 

 

 
 
 

 

https://www.ama-assn.org/system/files/2019-06/cpt-revised-mdm-grid.pdf


To qualify for a given type of decision making, you must MEET or EXCEED TWO of the THREE elements in 
the following table.  
  

 
 

 
 
 
     To view the Medical Decision Making criteria for Levels 4 and 5 (99204/99214 & 99205/99215), access the full    

      AMA chart here. 
 
 
 
The components of Medical Decision Making are described in detail below. 
 
 
 

CODE 
TYPE of DECISION 

MAKING 
Number and Complexity of 

Problems Addressed 

Amount and/or 
complexity of data to be 
reviewed and analyzed 

Risk of 
Complications 

and/or morbidity 
or mortality 

99202 
99212 

Straightforward Minimal 

• 1 self-limited or minor problem 

Minimal or None Minimal risk of 
morbidity from 
additional diagnostic 
testing or treatment 

99203 
99213 

Low Complexity Limited 

• 2 or more self-limited or minor 
problems; 

OR 

• 1 stable chronic illness; 
OR 

• 1 acute, uncomplicated illness or 
injury 

Limited 
(Must meet the requirements of at 
least 1 of the 2 categories) 
 
Category 1: Tests and documents 
• Any combination of 2 from the following: 

• Review of prior external note(s) 
from each unique source; 

• Review of the result(s) of each 
unique test 

• Ordering of each unique test 
OR  
 
Category 2: Assessment requiring an 
independent historian(s) 

Low risk of morbidity 
from additional 
diagnostic testing or 
treatment 

https://www.ama-assn.org/system/files/2019-06/cpt-revised-mdm-grid.pdf


COMPONENTS of MEDICAL DECISION MAKING 

 

➢ Number and Complexity of Problem(s) Addressed During the Encounter – The number of 

diagnoses and/or the number of management options that must be considered is based on the number and types 
of problems addressed during the encounter, the complexity of establishing a diagnosis and the management 

decisions that are made by the physician. 
 

Decision making with respect to a diagnosed problem is generally easier than that for an identified but 
undiagnosed problem. The number and type of diagnostic tests employed may be an indicator of the number of 

possible diagnoses. Problems that are improving or resolving are less complex than those that are worsening or 
failing to change as expected. The need to seek advice from others is another indicator of complexity of diagnostic 
or management problems. 

 

 Documentation Guidelines state the following: 
 

• For each encounter, an assessment, clinical impression, or diagnosis should be documented. It may 
be explicitly stated or implied in documented decisions regarding management plans and/or further 
evaluation. 

 

o For a presenting problem with an established diagnosis the record should reflect whether the 
problem is: a) improved, well controlled, resolving, or resolved; or, b) inadequately 
controlled, worsening, or failing to change as expected. 

 

o For a presenting problem without an established diagnosis, the assessment or clinical 
impression may be stated in the form of a differential diagnosis or as “possible”, “probable”, 
or “rule out” (R/O) diagnoses. 

 

• The initiation of, or changes in, treatment should be documented. Treatment includes a wide range 
of management options including patient instructions, nursing instructions, therapies, and 
medications. This is particularly important for patients on multiple medications or whose primary 
reason for the visit is for medication management. 

 

• When consultations are requested or advice sought, the record should indicate to whom or where 
the consultation is made or from whom the advice is requested. 

 



➢ Amount and/or Complexity of Data to be Reviewed and Analyzed – This data includes medical 

records, tests, and/or other information that must be obtained, ordered, reviewed, and analyzed for the encounter.  

 
This includes information obtained from multiple sources or interprofessional communications that are not 
separately reported. It includes interpretation of tests that are not separately reported.  

 
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.  
 

Data is divided into three categories:  
 

 • Tests, documents, orders, or independent historian(s). (Each unique test, order or document is counted  

    to meet a threshold number) 
  

 • Independent interpretation of tests. 

  
 • Discussion of management or test interpretation with external physician or other qualified healthcare    
    professional or appropriate source 

 
The amount and complexity of data to be reviewed is based on the types of diagnostic testing ordered or reviewed. 
A decision to obtain and review old medical records and/or obtain history from sources other than the patient 
increases the amount and complexity of data to be reviewed. 

 

Discussion of contradictory or unexpected test results with the physician who performed or interpreted the test is an 
indication of the complexity of data being reviewed. On occasion the physician who ordered a test may personally 
review the image, tracing, or specimen to supplement information from the physician who prepared the test report 
or interpretation; this is another indication of the complexity of data being reviewed.  

 

 Documentation Guidelines state the following: 
 

• If a diagnostic service (test or procedure) is ordered, planned, scheduled, or performed at the time of 
the E/M encounter, the type of service, e.g., lab or x-ray, should be documented. 

 

• The review of lab, radiology, and/or other diagnostic tests should be documented. An entry in a 
progress note such as “WBC elevated” or “chest x-ray unremarkable” is acceptable. Alternatively, 
the review may be documented by initialing and dating the report containing the test results. 

 



• A decision to obtain old records or decision to obtain additional history from the family, caretaker or 
other source should be documented. If there is no relevant information beyond that already obtained, 
that fact should be documented. A notation of “old records reviewed” or “additional history obtained 
from family” without elaboration is insufficient. 

 

• The results of discussion of laboratory, radiology or other diagnostic tests with the physician who 
performed or interpreted the study should be documented. 

 

• The direct visualization and independent interpretation of an image, tracing or specimen previously 
or subsequently interpreted by another physician should be documented. 

 

 
 

➢ Risk of Significant Complications, Morbidity, and/or Mortality – The risk of significant 

complications, morbidity, and/or mortality is based on the risks associated with the presenting problem(s), the 
diagnostic procedure(s), and the possible management options. This includes the possible management options 
selected and those considered, but not selected, after shared medical decision making with the patient and/or 
family. 

 
 Documentation Guidelines state the following: 
 

• Co morbidities/underlying diseases or other factors (e.g., the number and type of medications) that 
increase the complexity of medical decision making by increasing the risk of complications, 
morbidity, and/or mortality should be documented. 

 

• If a surgical or invasive diagnostic procedure is ordered, planned or scheduled at the time of the E/M 
encounter, the type of procedure, e.g., laparoscopy should be documented. 

 

• If a surgical or invasive diagnostic procedure is performed at the time of the E/M encounter, the 
specific procedure should be documented. 

 

• The referral for or decision to perform a surgical or invasive diagnostic procedure on an urgent basis 
should be documented or implied. 

 
 
 
 
 
 
 



TABLE of RISK 

 

Table of Risk - The Table of Risk may be used to help determine whether the risk of significant complications, 

morbidity, and/or mortality is minimal, low, moderate, or high. Because the determination of risk is complex and not readily 
quantifiable, the table includes common clinical examples rather than absolute measures of risk. The assessment of risk 
of the presenting problem(s) is based on the risk related to the disease process anticipated between the present 
encounter and the next one. The assessment of risk of selecting diagnostic procedures and management options is based 
on the risk during and immediately following any procedures or treatment.  
 
NOTE: The highest level of risk in any one category (presenting problem(s), diagnostic procedure(s), or management 
options determine the overall risk. 
 
 

Click here to view the TABLE OF RISK 
 
 
 

 

 

 

 

 

 

 

 

 

 

https://d746181a-0f09-4aab-ab6d-32e2a1dd4b98.usrfiles.com/ugd/d74618_abe520895713488d83ebe9a3c4d7f041.pdf
https://d746181a-0f09-4aab-ab6d-32e2a1dd4b98.usrfiles.com/ugd/d74618_abe520895713488d83ebe9a3c4d7f041.pdf


DEFINITIONS 

 

Problem: A problem is a disease, condition, illness, injury, symptom, sign, finding, complaint, or other matter addressed 

at the encounter, with or without a diagnosis being established at the time of the encounter.  

Problem addressed: A problem is addressed or managed when it is evaluated or treated at the encounter by the 

physician or other qualified health care professional reporting the service. This includes consideration of further testing or 

treatment that may not be elected by virtue of risk/benefit analysis or patient/parent/guardian/surrogate choice. Notation 

in the patient’s medical record that another professional is managing the problem without additional assessment or care 

coordination documented does not qualify as being ‘addressed’ or managed by the physician or other qualified health care 

professional reporting the service. Referral without evaluation (by history, exam, or diagnostic study[ies]) or consideration 

of treatment does not qualify as being addressed or managed by the physician or other qualified health care professional 

reporting the service.  

Minimal problem: A problem that may not require the presence of the physician or other qualified health care 

professional, but the service is provided under the physician’s or other qualified health care professional’s supervision (see 

99211).  

Self-limited or minor problem: A problem that runs a definite and prescribed course, is transient in nature, and is not 

likely to permanently alter health status. 

Stable, chronic illness: A problem with an expected duration of at least a year or until the death of the patient. For the 

purpose of defining chronicity, conditions are treated as chronic whether or not stage or severity changes (eg, 

uncontrolled diabetes and controlled diabetes are a single chronic condition). ‘Stable’ for the purposes of categorizing 

medical decision making is defined by the specific treatment goals for an individual patient. A patient that is not at their 

treatment goal is not stable, even if the condition has not changed and there is no short-term threat to life or function. 

For example, a patient with persistently poorly controlled blood pressure for whom better control is a goal is not stable, 

even if the pressures are not changing and the patient is asymptomatic. The risk of morbidity without treatment is 

significant. Examples may include well-controlled hypertension, non-insulin dependent diabetes, cataract, or benign 

prostatic hyperplasia.  



Acute, uncomplicated illness or injury: A recent or new short-term problem with low risk of morbidity for which 

treatment is considered. There is little to no risk of mortality with treatment, and full recovery without functional 

impairment is expected. A problem that is normally self-limited or minor, but is not resolving consistent with a definite 

and prescribed course is an acute uncomplicated illness. Examples may include cystitis, allergic rhinitis, or a simple sprain.  

Chronic illness with exacerbation, progression, or side effects of treatment: A chronic illness that is acutely 

worsening, poorly controlled or progressing with an intent to control progression and requiring additional supportive care 

or requiring attention to treatment for side effects, but that does not require consideration of hospital level of care.  

Undiagnosed new problem with uncertain prognosis: A problem in the differential diagnosis that represents a 

condition likely to result in a high risk of morbidity without treatment. An example may be a lump in the breast.  

Acute illness with systemic symptoms: An illness that causes systemic symptoms and has a high risk of morbidity 

without treatment. For systemic general symptoms such as fever, body aches or fatigue in a minor illness that may be 

treated to alleviate symptoms, shorten the course of illness or to prevent complications, see the definitions for ‘self-

limited or minor’ or ‘acute, uncomplicated.’ Systemic symptoms may not be general, but may be single system. Examples 

may include pyelonephritis, pneumonitis, or colitis.  

Acute, complicated injury: An injury which requires treatment that includes evaluation of body systems that are not 

directly part of the injured organ, the injury is extensive, or the treatment options are multiple and/or associated with risk 

of morbidity. An example may be a head injury with brief loss of consciousness.  

Chronic illness with severe exacerbation, progression, or side effects of treatment: The severe exacerbation or 

progression of a chronic illness or severe side effects of treatment that have significant risk of morbidity and may require 

hospital level of care.  

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 

Independent historian(s): An individual (eg, parent, guardian, surrogate, spouse, witness) who provides a history in 

addition to a history provided by the patient who is unable to provide a complete or reliable history (eg, 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.  



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 the service or 

has previously reported the service for the patient. A form of interpretation should be documented, but need not conform 

to the usual standards of a complete report for the test. 

Risk: The probability and/or consequences of an event. The assessment of the level of risk is affected by the nature of 

the event under consideration. For example, a low probability of death may be high risk, whereas a high chance of a 

minor, self-limited adverse effect of treatment may be low risk. Definitions of risk are based upon the usual behavior and 

thought processes of a physician or other qualified health care professional in the same specialty. Trained clinicians apply 

common language usage meanings to terms such as ‘high’, ‘medium’, ‘low’, or ‘minimal’ risk and do not require 

quantification for these definitions, (though quantification may be provided when evidence-based medicine has 

established probabilities). For the purposes of medical decision making, level of risk is based upon consequences of the 

problem(s) addressed at the encounter when appropriately treated. Risk also includes medical decision making related to 

the need to initiate or forego further testing, treatment and/or hospitalization.  

Morbidity: A state of illness or functional impairment that is expected to be of substantial duration during which function 

is limited, quality of life is impaired, or there is organ damage that may not be transient despite treatment. 

 

 

 

 

 

 

 

 

 

 



EXAMPLE of MEDICAL DECISION MAKING – 99203/99213 

 

 

 

 

 

 

 

CODE 
TYPE of DECISION 

MAKING 
Number and Complexity of 

Problems Addressed 

Amount and/or 
complexity of data to be 
reviewed and analyzed 

Risk of 
Complications 

and/or morbidity 
or mortality 

99202 
99212 

Straightforward Minimal 

• 1 self-limited or minor problem 

Minimal or None Minimal risk of 
morbidity from 
additional diagnostic 
testing or treatment 

99203 
99213 

Low Complexity Limited 

• 2 or more self-limited or minor 
problems; 

OR 

• 1 stable chronic illness; 
OR 

• 1 acute, uncomplicated illness or 
injury 

Limited 
(Must meet the requirements of at 
least 1 of the 2 categories) 
 
Category 1: Tests and documents 
• Any combination of 2 from the following: 

• Review of prior external note(s) 
from each unique source; 

• Review of the result(s) of each 
unique test 

• Ordering of each unique test 

OR  
 
Category 2: Assessment requiring an 
independent historian(s) 

Low risk of morbidity 
from additional 
diagnostic testing or 
treatment 

 

Strain of neck muscles 

 

New x-rays ordered 
Old x-rays reviewed 

Low risk from 

x-rays, spinal 

manipulation, 

and stretching 



DOCUMENTING MEDICAL DECISION MAKING 

 

For a common Level 2 E/M, when using Medical Decision Making, you can add a phrase similar to the 

following: 

“Medical Decision Making (straightforward): The problem appears to be self-limited or minor because it is transient and 

not likely to alter the health status of the patient. There appears to be a minimal risk of morbidity or functional 

impairment from additional diagnostic testing and treatment.” 

 

For a common Level 3 E/M (acute), when using Medical Decision Making, you can add a phrase similar to 

the following: 

“Medical Decision Making (low): The problem appears to be acute and uncomplicated because it is recent, likely short-

term, and the patient is expected to recover fully and without functional impairment. There appears to be a minimal risk 

of morbidity or functional impairment from additional diagnostic testing and treatment.” 

 

For a common Level 3 E/M (chronic), when using Medical Decision Making, you can add a phrase similar to 

the following: 

“Medical Decision Making (low): The problem appears to be a stable chronic illness (expected to last a year or more). The 

risk of morbidity or functional impairment is significant without treatment but is considered low.  

 

All components of Medical Decision Making can be easily documented for your records on DocPlus checklist 

forms: 

• Number and Complexity of Problems Addressed – Patient will report chief complaint(s) on HQ3, diagnoses will 

be documented on CE3 page 7 

 

https://static.wixstatic.com/media/d74618_a946f641b0b34a0dbcc7d880dd9f7110~mv2.png


• Amount and/or complexity of data to be reviewed and analyzed; 

 

o Medical records review – CE3 page 1 

o Ordering Additional Tests – CE3 page 8 

o Documenting X-Rays or Creating a supplemental report for x-rays taken elsewhere – RD2 

 

• Risk of Complications and/or morbidity or mortality 

o Documenting the above suggested Medical Decision Making phrases – CE3 page 8 

 

 

If you or your staff have questions about the information provided here or would like further guidance on how to utilize 
Document Plus to meet these documentation requirements and guidelines, please contact our training department at 800-
642-0600.  

 
Current DocPlus users can order forms here. 

 
If you are not currently a user of the DocPlus documentation system and would like more information, contact us at 800-
642-0600 for a demo or simply to discuss how our system can help in your office.  

 

https://static.wixstatic.com/media/d74618_1e65567fb0f143a6bbcde1c2df17d2d2~mv2.jpg
https://static.wixstatic.com/media/d74618_a342672e211a4d31956be64a80f45755~mv2.jpg
https://d746181a-0f09-4aab-ab6d-32e2a1dd4b98.usrfiles.com/ugd/d74618_243201e68e104ddd982ba4a5d39a4074.pdf
https://static.wixstatic.com/media/d74618_a5653238c9db47209391bafc76e6c869~mv2.jpg
https://www.docplus.net/order-forms

