
Keeping up 
with the 
Changes:
A Review of 
2023 E/M 
Guidelines

January 2023



About the Authors

BETH BALCOM, CPC
S E N I O R  A S S O C I A T E
B B A L C O M @ C O K E R G R O U P . C O M
6 7 8 . 7 8 3 . 5 6 2 8

Beth has over 20 years of experience in areas 
such as multi-specialty revenue cycle, including 
extensive provider coding/auditing/education, 
payer guidelines, and process optimization. 
Beth has exhibited proven leadership in leading 
and developing talent while maintaining high 
team engagement. Her specialties are in coding 
and compliance, along with significant 
experience in evaluation and management 
services. 

JACI J .  KIPREOS, CPC,  CPMA,  
CDEO, CEMC,  CRC,  COC
D I R E C T O R  O F  P R O V I D E R  A U D I T  S E R V I C E S
J K I P R E O S @ C O K E R G R O U P . C O M
6 7 8 . 8 3 2 . 0 4 3 7

Jaci has over 30 years of experience working in 
the field of medical coding and auditing and 
has been a Certified Professional Coder (CPC) 
since 1994. She has acquired numerous 
certifications, and her experience includes a 
wide range of practice settings, with particular 
expertise in coding for OB/GYN, family care, 
urgent care, and general surgery. 



Contents

Introduction

2023 Revisions and Changes to E/M Documentation Guidelines

Option One: Medical Decision-Making

Option Two: Time

Prolonged Services

Pitfalls: Other Areas of Change and Potential Reimbursement and 

Revenue Impact

How to Address the 2023 Changes

Summary

Sources

4

7

9

18

24

26

32

33

34



The current documentation guidelines 

that are in place for hospital inpatient, 

hospital observation, emergency 

department, nursing facility, and 

home or residence services are over 

25 years old. They were first released 

in 1992, revised in 1995, and again in 

1997 with specialty guidelines. With 

the 2021 and 2023 documentation and 

coding requirements for Evaluation 

and Management (E/M) services, CMS 

and the American Medical Association 

(AMA) have updated the requirements 

to streamline the process and address 

the administrative burdens. In 

addition, the upcoming changes also 

allow CPT and CMS to align whenever 

possible.



Some of the issues with the current 1995/1997 guidelines for 

hospital inpatient, hospital observation, emergency 

department, nursing facility, and home or residence services is 

the term we like to call counting bullets. This term means 

satisfying a certain amount of history of present illness 

elements and reviewing system elements to support a level of 

service. Because of this, it does not always quantify complexity, 

especially with electronic medical records. In addition, reviews 

of systems and exams have made it tempting to over-document 

and bulk up notes to support the required documentation to 

meet a level, which can cause redundant and irrelevant 

information to be included in an encounter note, referred to by 

some as note bloat. 

The primary focus of the 

2021 guidelines for office 

E/M visits and the 2023 

guidelines is documenting 

what is medically appropriate 

and necessary and decreasing 

the documentation in the 

record that is not needed for 

patient care. In the next section, we list the key changes and 

updates reflected in the 2023 CPT Evaluation and Management 

Section.

The primary focus of the 
2021 guidelines for office 
E/M visits and the 2023 

guidelines is documenting 
what is medically appropriate 
and necessary and decreasing 

the documentation in the 
record that is not needed 

for patient care.

‘ ‘
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2023 CPT Evaluation and 
Management Section Changes

Updated requirements throughout the E/M 
guidelines to support all categories

Minor changes to the medical decision-
making (MDM) table

All E/M categories will be selected based on 
MDM or time, except emergency department 
visits which are chosen based on MDM only

Deletion of observation codes - directed to 
inpatient and observation category

Deletion of domiciliary, rest home (e.g., 
boarding home), or custodial care services –
directed to home services

Prolonged services



2023 Revisions and 
Changes to E/M
Documentation 
Guidelines



Beginning January 1, 2023, the new guidelines 

that took place in 2021 will apply for the 

remainder of the E/M code section. This includes 

inpatient, observation, emergency department, 

nursing facility, and home or residence services. 

These revisions and changes seek to provide 

continuity across all the E/M sections allowing 

the revisions implemented in the E/M 

office/outpatient section in the 2021 guidelines 

to extend to all other E/M sections. Just like the 

2021 guidelines, providers will now have options 

on how they document in the medical record to 

support the code billed. With the changes, the 

requirement to obtain and document a certain 

amount of history and exam has been eliminated 

from the code description. Instead, there will be 

a requirement for a medically appropriate history 

and exam. With the 2021/2023 guidelines, the 

documentation in the medical record will either 

support an E/M code (i) based on medical 

decision-making (MDM) or (ii) based on time. 

The only exception with time is for the 

emergency department, where E/M services will 

be based solely on MDM.



Option One:
Medical Decision-
Making



MDM is the first option for providers to use as the deciding factor when 

choosing the level of service of the E/M code. MDM under the 

2021/2023 guidelines includes establishing diagnoses, assessing the 

status of a condition, or selecting a patient management plan 

associated with the patient's problem(s). Each E/M level of service is 

supported by a level of MDM of straightforward, low, moderate, or 

high. Three elements define MDM, and two must be met at the same 

level to support the E/M code.

ELEMENT 1: The number and complexity of the 
problem(s) addressed during the encounter

ELEMENT 2: The amount or complexity of data 
to be reviewed and analyzed

ELEMENT 3: The risk of complications and/or 
morbidity or mortality of patient management



ELEMENT 1: PROBLEM(S) ADDRESSED

ELEMENT 2: AMOUNT OR COMPLEXITY OF DATA TO BE REVIEWED

The data to be reviewed can arguably be the most complex of the three 

elements. Data is separated into four levels: straightforward, low, moderate, 

or high. Within Element 2, data is divided into three categories.

A problem is addressed when it is evaluated or treated at the
encounter by the physician or other qualified healthcare
professional reporting/billing the service. With the 2021 and 2023
guidelines, the problem(s) addressed are now characterized by
the chronicity of the problem versus the current categorization of
being either a new or established problem.

The number and complexity of problems addressed at the
encounter are separated into four levels: straightforward, low,
moderate, and high. Each level has specific criteria for the
conditions addressed. To correctly identify the appropriate level,
it is essential to understand the problem definitions found in the
guidelines in the E/M section of the 2023 CPT code book.



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

 External records, communication and/or test results that are from 

an external physician, other qualified healthcare professional, 

facility, or healthcare organization. This cannot be the provider’s 

own note or other providers notes in the same practice.

Review of the result(s) of each unique test

 A unique test is defined by its own CPT code, e.g., CBC and CMP 

tests are two different unique CPT codes.

CATEGORY 1: 

TESTS, DOCUMENTS, OR INDEPENDENT HISTORIAN(S)

Ordering of each unique test

 A unique test is defined by its own CPT code, e.g., CBC and CMP 

tests are two different unique CPT codes.

Assessment requiring an independent historian(s)

 An individual (e.g., 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 

(i.e., 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 is 

needed, the independent historian requirement is met. It does 

not include translation services. 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. In addition, it must be documented why an 

independent historian(s) is needed.



CATEGORY 3: DISCUSSION OF MANAGEMENT OR TEST 

INTERPRETATION

Discussion requires an interactive exchange. The exchange must be 

direct and not through intermediaries (e.g., clinical staff or trainees). 

Sending chart notes or written exchanges 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 decision-making. It may be asynchronous (i.e., it 

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). For the purpose 

of the discussion of management data element, an appropriate source 

includes professionals who are not healthcare professionals but may be 

involved in the management of the patient (e.g., lawyer, parole officer, 

case manager, teacher). It does not include discussion with family or 

informal caregivers. The documentation should clearly explain the 

reason for the discussion.

CATEGORY 2: INDEPENDENT INTERPRETATION OF TESTS

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 healthcare professional who 

reports the E/M service is reporting or has previously reported the 

test. A form of interpretation should be documented but need 

not conform to the usual standards of a complete report for the 

test. The interpretation of the tests should be clearly 

documented.



ELEMENT 3: RISK OF COMPLICATION AND/OR 

MORBIDITY OR MORTALITY OF PATIENT 

MANAGEMENT

This element is defined as being based on “patient 

management decisions made at the visit that are 

associated with the patient’s problem(s), diagnostic 

procedure(s), treatment(s).” This includes 

management options selected and management 

options considered, but not selected after medical 

decision-making is addressed with the patient or 

family. Risk is separated into the same four levels as 

the other two elements: straightforward, low, 

moderate, or high.

After establishing the level of each of the elements, 

one can determine the level of service for the 

evaluation and management code within the 

appropriate category. Again, two of the three 

elements must be met or exceeded to report the 

applicable E/M code. The AMA and CMS 

developed the following tables to determine the 

overall level of MDM.1



Bringing It All Together with MDM

Higher-risk items are prioritized for follow-
up and placed on a remediation work plan.

Straightforward 
Medical Decision-

Making

Number and 
Complexity of 

Problems Addressed

Amount and/or 
Complexity of Data to 

be Reviewed or 
Analyzed

Risk of 
Complications 

and/or Morbidity 
or Mortality of 

Patient 
Management

Based on 2 out of 3 
Elements of MDM

*One self-limited or 
minor problem

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

Low Medical 
Decision- Making

Number and 
Complexity of 

Problems Addressed

Amount and/or 
Complexity of Data to 

be Reviewed or 
Analyzed Amount of 
Data (Must meet the 
requirements of at 

least 1 out 2 
categories)

Risk of 
Complications 

and/or Morbidity 
or Mortality of 

Patient 
Management Risk

Based on 2 out of 3 
Elements of MDM

*Two or more self-limited 
or minor problems;
OR
* 1 stable chronic illness; 
OR
*1 acute, uncomplicated 
illness or injury; 
OR
* 1 stable acute illness; 
OR
*1 acute, uncomplicated 
illness or injury requiring 
hospital inpatient or 
observation level of care

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



Higher-risk items are prioritized for follow-
up and placed on a remediation work plan.

Moderate Medical 
Decision-Making

Number and 
Complexity of 

Problems Addressed

Amount and/or 
Complexity of Data to 

be Reviewed or 
Analyzed Amount of 
Data (must meet the 
requirements of at 

least 1 out of 3 
categories)

Risk of 
Complications 

and/or Morbidity 
or Mortality of 

Patient 
Management Risk

Based on 2 out of 3 
Elements of MDM

* 1 or more chronic 
illnesses with 
exacerbation, 
progression, or side 
effects of treatment;
or
* 2 or more stable, 
chronic illnesses;
or
* 1 undiagnosed new 
problem with uncertain 
prognosis;
or
* 1 acute illness with 
systemic symptoms;
or
* 1 acute complicated 
injury

Category 1: Tests and 
documents, or 
independent historian
Any combination of 3
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 
* Assessment requiring 
an independent 
historian(s)
or
Category 2: 
Independent 
interpretation of tests
* Independent 
interpretation of a test 
performed by another 
physician/other qualified 
healthcare professional 
(not separately reported)
or
Category 3: Discussion 
of management or test 
interpretation
* Discussion of 
management or test 
interpretation with 
external physician/other 
qualified healthcare 
professional/appropriate 
source (not separately 
reported)

Moderate risk of 
morbidity from 
additional diagnostic 
testing or treatment
Examples only:
* Prescription drug 
management
* Decision regarding 
minor surgery with 
identified patient or 
procedure risk factors
* Decision regarding 
elective major 
surgery without 
identified patient or 
procedure risk factors
* Diagnosis or 
treatment 
significantly limited 
by social 
determinants of 
health



Higher-risk items are prioritized for follow-
up and placed on a remediation work plan.

High Medical 
Decision- Making

Number and 
Complexity of 

Problems Addressed

Amount and/or 
Complexity of Data to 

be Reviewed or 
Analyzed Amount of 
Data (must meet the 
requirements of at 

least 2 out of 3 
categories)

Risk of 
Complications 

and/or Morbidity 
or Mortality of 

Patient 
Management Risk

Based on 2 out of 3 
Elements of MDM

* 1 or more chronic 
illnesses with severe
exacerbation, 
progression, or side 
effects of treatment;
or

* 1 acute or chronic 
illness or injury that poses 
a threat to life or bodily 
function

Category 1: Tests and 
documents, or 
independent historian
Any combination of 3
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 
* Assessment requiring 
an independent 
historian(s)
or
Category 2: 
Independent 
interpretation of tests
* Independent 
interpretation of a test 
performed by another 
physician/other qualified 
healthcare professional 
(not separately reported)
or
Category 3: Discussion 
of management or test 
interpretation
* Discussion of 
management or test 
interpretation with 
external physician/other 
qualified healthcare 
professional/appropriate 
source (not separately 
reported)

High risk of morbidity 
from additional 
diagnostic testing or 
treatment
Examples only:
* Drug therapy 
requiring intensive 
monitoring for 
toxicity
* Decision regarding 
elective major 
surgery with 
identified patient or 
procedure risk factors
* Decision regarding 
emergent major 
surgery
*Decision regarding 
hospitalization or 
escalation of 
hospital-level care
*Decision not to 
resuscitate or to de-
escalate care 
because of poor 
prognosis
* Parenteral 
controlled substances



Option Two:
Time



Time is not an option for emergency department levels of E/M services because 

emergency department services are typically provided on a variable intensity 

basis, often involving multiple encounters with several patients over an extended 

period. Time under the 2021 and the 2023 guidelines includes both the face-to-

face and non-face-to-face time personally spent by the physician and/or other 

qualified healthcare professional(s) on the day of the encounter, and it does not

include time for activities normally performed by clinical or other staff.

We list the activities that can (or cannot) count towards the billing provider’s time 

on the following pages.

Time is the second 

option providers have 

as the deciding factor 

when choosing the level 

of service of the E/M 

code. Time under the 

2023 guidelines will 

follow the same 

elements as in the 2021 

guidelines and will 

apply to hospital 

observation/inpatient, 

nursing facility, and 

home or residence 

services. 

TIME is not an 
option for 
emergency 
department services



Activities that count
towards the billing 
provider’s time

• Preparing to see the patient 
(e.g., review of tests)

• Obtaining and/or reviewing a 
separately obtained history

• Performing a medically 
appropriate examination and/or 
evaluation

• Counseling and educating the 
patient/family/caregiver

• Ordering medications, tests, or 
procedures

• Referring to and communicating 
with other healthcare 
professionals (when not 
separately reported)

• Documenting clinical information 
in the electronic or other health 
record

• Independently interpreting 
results (this cannot be a test that 
the provider is performing in 
their practice and 
reporting/billing separately) and 
communicating results to the 
patient/family/caregiver

• Care coordination (this cannot be 
a service that the provider is 
performing in their practice and 
reporting/billing separately)



• The performance of services that 
are reported separately

• Travel
• Teaching that is general and not 

limited to discussion that is 
required for the management of 
a specific patient

• Activities not occurring on the 
same date of service

• Clinical staff or front office time

When time is used to choose the 
E/M level, documentation of time is 
a required element to support the 
selected E/M service. With the 2021 
and 2023 guidelines, time will no 
longer require the prior “50% 
counseling/coordination of care” 
verbiage. 

Documentation for time should 
reflect a definitive total time spent 
rather than a “typical” time and 
provide the activities performed. 
Keep in mind that it is not necessary 
to break down minute by minute 
each activity performed; it is more 
important to provide the total time 
of all activities.

Activities that do 
not count toward 
the billing provider’s 
time



EXAMPLE

If time is chosen for a 99223 Initial Inpatient/Observation E/M, the 

provider must document the medical necessity of the visit, which 

includes a medically appropriate history and physical, and that the 

billing provider personally spent 75 minutes with specifics on how 

the 75 minutes were spent. 

A statement such as, 

“A total of 75 minutes was spent on this visit 
reviewing previous notes, counseling the patient 
on (insert topics), ordering tests (list tests ordered), 
adjusting meds, and documenting the findings in 
the note”

would be sufficient to support billing based on 
time. 

Defaulted templates are not recommended as the documentation 

needs to be unique to the patient encounter. Providing details of 

what activities were performed is required to support the time 

statement. Lastly, each E/M CPT code is uniquely defined at different 

times. It is essential to review the CPT code descriptions for the time 

associated with each code to determine the appropriate level of 

E/M. Remember, time is not permitted for Emergency Department 

visits.



Utilizing time instead of MDM may be relevant 

if the provider spent a considerable amount of 

time collecting the history or performing the 

exam or spent considerable time speaking 

with other physicians and reviewing complex 

data. The key to remember with time is the 

medical necessity: was it necessary to spend a 

large amount of time on a certain task? Also, 

remember that time strictly needs to be for 

items related to the medical care of the 

patient that the provider is directly performing 

themselves. Providers need to be mindful of 

total time spent for the day. If the total time 

documented seeing patients in a day exceeds 

the number of hours the providers work, this 

could be a red flag for an auditor.



Prolonged Services



In addition to the above changes, CMS has released three Medicare 

prolonged service codes that can be added to a time-based E/M visit, 

following the maximum code time (highest codes in a series). For Medicare, 

the time for supporting units of their add-on codes does not begin until a 

full 15-minute period after the maximum time is met for the primary code. 

The midpoint rule does NOT apply for either CPT or Medicare; a full 15-

minute block is required for each additional unit of the add-on codes. 

For example, the highest level for Initial Hospital Observation/Inpatient is 

CPT code 99223 and has a threshold time of 75 minutes. Time would have to 

be 15 minutes above the threshold of 75 minutes to consider using a 

prolonged code. 

The CMS’s new prolonged services codes are:

G0316: prolonged Hospital Inpatient and Observation Care 
evaluation and management service(s) beyond the total time 
for the primary service; each additional 15 minutes

G0317: prolonged Nursing Facility evaluation and 
management service(s) beyond the total time for the primary 
service; each additional 15 minutes

G0318: prolonged Home or Residence evaluation and 
management service(s) beyond the total time for the primary 
service; each additional 15 minutes

Keep in mind commercial payers will have a difference of opinion on 

prolonged services and payer guidelines can vary. It is important to know 

what each payer requires for prolonged services and if they require a CPT 

code or HCPS code.



Pitfalls: Other Areas of 
Change and Potential 
Reimbursement and 
Revenue Impact



With the significant 2023 guideline changes to the E/M services sections, 

revision, consolidation and/or deletion of CPT codes will also take place. 

For example, on the grid below, observation codes have been deleted and 

have been incorporated into the inpatient hospital codes. The inpatient 

codes have been revised to reflect a description of hospital inpatient and 

outpatient. This is just one example.

Higher-risk items are prioritized for follow-
up and placed on a remediation work plan.

CPT Code 2022 Description 2023 Description

99221 Initial hospital care, per day, for 
the evaluation and management 
of a patient, which requires these 
3 key components
A detailed or comprehensive 
history
A detailed or comprehensive 
exam
Medical decision making that is 
straightforward or low. 
Typical time is 30 minutes by 
bedside or on the floor or unit

Initial hospital inpatient or 
observation care, per day, for the 
evaluation and management of a 
patient, which requires a 
medically appropriate history 
and/or examination and 
straightforward or low-level 
medical decision making. 
When using total time on the date 
of the encounter for code 
selection, 40 minutes must be met 
or exceeded

99222 Initial hospital care, per day, for 
the evaluation and management 
of a patient, which requires these 
3 key components
A comprehensive history
A comprehensive exam
Medical decision making that is 
moderate complexity. 
Typical time is 50 minutes by 
bedside or on the floor or unit

Initial hospital inpatient or 
observation care, per day, for the 
evaluation and management of a 
patient, which requires a 
medically appropriate history 
and/or examination and 
moderate level medical decision 
making. When using total time on 
the date of the encounter for 
code selection, 55 minutes must 
be met or exceeded



Higher-risk items are prioritized for follow-
up and placed on a remediation work plan.

CPT Code 2022 Description 2023 Description

99223 Initial hospital care, per day, for the 
evaluation and management of a 
patient, which requires these 3 key 
components
A comprehensive history
A comprehensive exam
Medical decision making that is 
high complexity. 
Typical time is 70 minutes by 
bedside or on the floor or unit

Initial hospital inpatient or 
observation care, per day, for the 
evaluation and management of a 
patient, which requires a medically 
appropriate history and/or 
examination and high- medical 
decision making. 
When using total time on the date 
of the encounter for code 
selection, 75 minutes must be met 
or exceeded

99231 Subsequent hospital care, per day, 
for the evaluation and 
management of a patient, which 
requires these 3 key components
A problem focused history
A problem focused exam
Medical decision making that is 
straightforward or low. 
Typical time is 15 minutes by 
bedside or on the floor or unit

Subsequent hospital inpatient or 
observation care, per day, for the 
evaluation and management of a 
patient, which requires a medically 
appropriate history and/or 
examination and straightforward or 
low-level medical decision making. 
When using total time on the date 
of the encounter for code 
selection, 25 minutes must be met 
or exceeded

99232 Subsequent hospital care, per day, 
for the evaluation and 
management of a patient, which 
requires these 3 key components
An expanded problem focused 
history
An expanded problem focused 
exam
Medical decision making that is 
moderate complexity. 
Typical time is 25 minutes by 
bedside or on the floor or unit

Subsequent hospital inpatient or 
observation care, per day, for the 
evaluation and management of a 
patient, which requires a medically 
appropriate history and/or 
examination and moderate level 
medical decision making. When 
using total time on the date of the 
encounter for code selection, 35 
minutes must be met or exceeded



Higher-risk items are prioritized for follow-
up and placed on a remediation work plan.

CPT Code 2022 Description 2023 Description

99233 Subsequent hospital care, per day, 
for the evaluation and 
management of a patient, which 
requires these 3 key components
A detailed history
A detailed exam
Medical decision making that is 
high complexity. 
Typical time is 35 minutes by 
bedside or on the floor or unit

Initial hospital inpatient or 
observation care, per day, for the 
evaluation and management of a 
patient, which requires a medically 
appropriate history and/or 
examination and high- medical 
decision making. 
When using total time on the date 
of the encounter for code 
selection, 50 minutes must be met 
or exceeded

Another area of change with the upcoming 2023 guidelines is with the work 

RVU. The grid below provides an example of the shift in work RVUs for 

inpatient/observation care services.

CPT Code Current Work RVU
RUC Recommended 

Work RVU
Final 2023 CMS 

Work RVU

99221 1.92 1.63 1.63

99222 2.61 2.60 2.60

99223 3.86 3.50 3.50

99231 0.76 1.00 1.00

99232 1.39 1.59 1.59

99233 2.00 2.40 2.40

This shift may appear small, but it has the potential for a large impact on 

revenue depending on the frequency of hospital services provided 

annually.



Now is the time to contact commercial payers to determine 

how these services will need to be documented or identified.

How to identify if hospital codes are being used for 

outpatient observation or inpatient admission? Will 

it be Place of Service driven?

How to document time? This will vary among 

the payers. Determine if the payer has any 

unique policies that were being implemented 

for the 2021 guidelines.

How will the payer handle prolonged care services? 

What time threshold will be used and does the 

payer have an edit on the number of units of 

prolonged care services that may be reported?

In addition to various payer requirements, it is crucial to know 

if the electronic health record being used at the hospital will 

be updated to incorporate these guidelines. The provider will 

need to know if there will be any edits to the existing look or 

templates that may be currently used in that system.



Lastly, as a reminder, any 
deleted CPT codes that 
get billed out after January 
1st, 2023, can increase 
claim denials and hold up 
the revenue stream. Now is 
the time to be sure that all 
internal billing and coding 
systems are updated 
appropriately.

These additional areas of 
change with the 2023 guidelines 

can create pitfalls for practices 
and medical groups. Awareness 
of the changes that occurred on 

January 1, 2023, and taking 
action is the best defense 

against lost or delayed revenue 
and will help avoid any audit 

risks in the future.



How to Address the 2023 Changes

Although the 2021 Office/Outpatient E/M guidelines have been in 
place for almost two years, providers that will be impacted by the 
2023 guidelines should discuss standardized approaches to the 
documentation choices available to them in 2023. Here are five 
essential steps for the transition.

Identify an Internal Champion to Lead Efforts
With the significant documentation changes forthcoming, identifying an 
internal champion to facilitate change within your practice/hospital is 
essential. There are likely many subject matter experts within your 
practice/hospital who could fulfill this role. We recommend selecting a 
physician who is interested in leadership or facilitating positive change. 
This individual will often lend credibility to the necessity of changing 
current practices with other providers.

Educate Providers, Coders, and Billing Staff
Many E/M CPT codes have been deleted in 2023, so it is important that 
providers know the appropriate codes to use going forward. In addition, 
some major changes are in play related to how E/M visits are leveled. All 
providers, coders, and billing specialists will need to understand these 
new requirements to stay in compliance in the coming year. 

Re-Visit EMR Templates
EMR E/M templates are in various formats from practice to practice and 
hospital to hospital. In many practices and hospitals, providers have the 
authority to create personal templates resulting in hundreds of template 
types within a single group. These types of software systems and 
individually created templates have the potential to cause a provider’s 
documentation not to meet the new requirements. Revisiting the 
templates can be a lengthy process and should not be delayed as it often 
requires EMR vendor involvement as well as clinical input.



Schedule Follow-up Audits and Individualized Education
The new changes went into effect on January 1, 2023, so you will want to 
schedule baseline post-change audits no later than the end of the first 
quarter of 2023 to ensure documentation is on track. Prompt individualized 
education for providers who score below the established compliance 
threshold will significantly improve compliance.

Update Compliance Risk Assessment and Work Plan
The focus on medical decision-making and removal of history and exam as 
key elements in E/M code selection may very well be an identified risk in 
your practice. The results of your baseline post-change audits will help you 
determine where this issue fits in your risk profile, and your compliance 
work plan can be adjusted accordingly. Do you have a provider audit policy 
and plan in place? If not, now is the time to implement one.

SUMMARY

Knowledge is power, as the adage goes—the more you know, the more 

you can control. Moreover, what you do not know can hurt you, 

particularly about the compliance and financial matters of your medical 

group. Make sure conversations are happening now, not only with 

providers but with staff, billers, coders, and auditors. Ensure there is an 

understanding of the new requirements for each E/M code within the 

different categories. Gather information from commercial payers on what 

their guidelines are in 2023. Payers’ guidelines may vary for MDM, time, 

and prolonged services, so it is important to know what payers require. 

In addition to the changes within the 2023 guidelines, there will also be 

changes in the CPT code sets, which include 225 new codes, 75 

deletions, and 93 revisions which can also impact your medical practice. 

So have the conversations, determine a standard approach to these 

changes, and be prepared.



Sources
1. AMA 2023 Revision and Changes: https://www.ama-

assn.org/system/files/2023-e-m-descriptors-guidelines.pdf

2. CMS 2023 Final Rule: Calendar Year (CY) 2023 Medicare Physician Fee 
Schedule Final Rule | CMS 
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