
records, diagnostic tests, and/or other information) that
must be obtained and analyzed;

• the risk of significant complications, morbidity,
and/or mortality associated with presenting problem(s),
diagnostic procedure(s), and/or possible management
options.

If we break each element down, we see components
that are essential to documentation and coding appro-
priately. (See graphic, above.) 

Of note, the content of the diagnoses and manage-
ment options component clearly recognize many of our
ED patients at the multiple or extensive level that corre-
lates to a 99284 or 99285. Most ED patients present to
the ED with problems new to the ED physician. Don’t
think of it as chronic problems being managed appro-
priately; think of it as acute exacerbation of chronic
problems — many poorly managed — and most being
new to the ED physician examining the patient. 

Definition of ‘work-up’

The definition of “work-up” planned has never been
clearly defined as it relates to the documentation guide-
lines. However, some payers define it as a work-up by
the examiner during the current visit. Others define it
as a scheduled work-up following the visit. Either way,
our ED patients typically score at the 99284 or 99285

level on this element, as ED problems are either new to
the examiner but not requiring a work-up, or new to the
examiner who is planning a work-up. 

Clearly, diagnostic studies and referrals to consultants
for further work-up and treatment constitute a planned,
additional work-up. I tend to think that following the his-
tory and physical, the emergency physician either plans
an additional, more in-depth work-up or determines that
no additional work-up is required. If the work-up —
generally defined as lab, X-ray, EKG, or additional
diagnostic tests — is performed in the ED, it should
qualify as “additional work-up planned.” If referred to
another provider, it definitely qualifies. Check with 
your major payers to see how they define “additional
work-up.”

The amount and complexity of data to be reviewed
are clearly an objective determinate, and the level of
complexity should be clearly documented. The order-
ing of lab tests, X-rays, and EKGs is generally easy to
identify from the physician notes. However, when the
physician fails to document discussion/review of test
results with the radiologist or cardiologist or fails to
record the personal review of diagnostic tests, the
review of old records, or the personal interpretation 
of diagnostic tests, the documentation fails to provide
the higher level of complexity managed by the ED
physician.  ■
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