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ABSTRACT
Background and Objectives: The Primary Care Exception (PCE) in US graduate
medical education allows billing for low complexity outpatient primary care
visits with indirect faculty supervision, where the faculty does not directly see
the patient. The PCE historically applied only to lower complexity billing codes;
but during the COVID-19 public health emergency (PHE) from March 2020 to
May 2023, the PCE was expanded to include moderate and high complexity
visits. Prior PCE studies have evaluated family medicine residencies before
the 2021 update to the Evaluation and Management Services guidelines, which
include different definitions of complexity. This is the first study to evaluate the
billing impact of PCE in a primary care residency of internal medicine after the
Evaluation and Management Services update.

Methods: We conducted a retrospective billing data evaluation of 99213, 99214,
and 99215 billing codes from July to September 2022 (during PHE) and July to
September 2023 (post-PHE) in a single institution internal medicine residency
clinic. We assessed the frequencies using χ2.

Results: A total of 11,358 patient visits met criteria. During the PHE, the majority
were billed 99214 (4,602 of 5,557, or 82.8%) followed by 99213 (870 of 5,557, or
15.7%). Post-PHE, the majority were 99213 (4,000 of 5,801, or 68.3%) followed
by 99214 (1,742 of 5,801, or 30.6%).

Conclusions: We observed an absolute 52.2% higher use of 99214 during the
COVID-19 PHE expansion of the PCE. This finding has important implications for
both clinic operations and education.

INTRODUCTION
The Primary Care Exception (PCE) allows
resident physicians to perform specific
services with indirect attending physi-
cian supervision, without an attending
directly seeing the patient.1 PCE frequency
has been evaluated in family medicine,
but not in other primary care special-
ties like internal medicine.2,3 The PCE is
limited to the primary care setting when
the resident has completed 6 months
of training, and the supervising physi-
cian must ensure the quality of care.
PCE applies to low-level complexity visits
such as Current Procedural Terminol-
ogy (CPT) 99213, whereas moderate and
high level complexity, 99214 and 99215,
are historically ineligible. Supervising
physicians weigh multiple factors when
electing to use the PCE, including resident

autonomy, education, patient safety, and
efficiency.4 During the COVID-19 Public
Health Emergency (PHE), the PCE was
expanded to moderate and high complex-
ity visits, 99214 and 99215, from March
2020 to May 2023.5,6

PCE use during the PHE impacted
billing in family medicine, as assessed
by Cummings et al, specifically when
comparing faculty and resident physi-
cians.7 Importantly, that study preda-
ted the update to the Evaluation and
Management Services billing guidelines,
which included dramatically changed
requirements for moderate and high
complexity visits. Whether PCE frequency
changed at other institutions and primary
care specialties such as internal medi-
cine is unknown. This study aimed to fill
this gap.
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METHODS
We conducted a retrospective evaluation of a single residency
continuity clinic with approximately 145 residents and 35
precepting faculty. The typical resident:faculty ratio was 3 :
1. The setting was an urban, hospital-based outpatient clinic.
We performed analysis on billing data for CPT 99213, 99214,
and 99215. Clinic policy required direct supervision for all
new patients, preventive visits, and Medicare annual wellness
visits, so we excluded those billing codes. Additional scenarios
where the supervising physician directly saw patients included
the first 6 months of residency training, posthospitalization
visits, or request; all other visits used indirect supervision, a
practice unchanged during the PHE.

We compared a 3 month sample of the PHE period (July–
September 2022) with the post-PHE period (July–Septem-
ber 2023). We selected this period because all post-graduate
year (PGY) one visits would have been conducted without the
PCE, serving as a control for visit complexity. We used χ2 to
determine the difference in use of 99213, 99214, and 99215
during (2022) and after (2023) the PCE expansion. Statistical
analysis was performed using SPSS version 28.0 (IBM). The
institutional review board reviewed and approved this study
with ID number 202311074.

RESULTS
A total of 11,358 visits met our criteria. During the PHE, the
majority were 99214 (4,602 of 5,557, or 82.8%) followed by
99213 (870 of 5,557, or 15.7%). In contrast, post-PHE, the
majority were 99213 (4,000 of 5,801, or 68.3%) followed by
99214 (1,742 of 5,801, or 30.6%). These results are demonstra-
ted in Table 1. The CPT 99215 billing code was infrequently
used. The difference in CPT usage was statistically significant
with a P value less than .001.

PGY-2 and PGY-3 residents had a near reversal of the
frequency of 99213 and combined higher complexity 99214
and 99215 visits between the PHE and post-PHE periods
(Table 2). Comparing the 2 years, PGY-3 residents went
from having a higher rate of 99214 or 99215 use during
the PHE (85.3% vs 80.8%) to a lower rate in the post-PHE
period (13.0% vs 16.6%). The distribution of billing code
use was similar for PGY-1 residents during the PHE and
post-PHE periods, which was expected because they only had
direct supervision.

DISCUSSION
We found an absolute 52.2% higher use of 99214 during the
PHE as compared to the post-PHE period. The main difference
of decreased 99214 or 99215 visits appeared similar to the
increased 99213 visits. This finding suggests that patients seen
by PGY-2 and PGY-3 residents were typically moderate or high
complexity but billed as 99213 during the post-PHE period
because they were seen independent of the teaching physician
(Figure 1). Additionally, 99214 or 99215 use was similar
by PGY-1 residents during both periods at approximately

86%–88%, indicating this is the typical complexity for an
established patient visit. The lower rate of 99214 or 99215
use by PGY-3 compared to PGY-2 residents in the post-PHE
period suggests a higher use of indirect supervision, possibly
due to progressive autonomy for residents over the course of
their training. Importantly, this study adds to the literature by
examining an additional primary care specialty and reporting
specific rates of 99213, 99214, and 99215 visits, which has not
been performed since the 2021 Evaluation and Management
Services guidelines update.

We identified noteworthy implications of these results.
Financially, the estimated revenue difference of 52.2%
increased 99214 visits extrapolated to a full fiscal year, using
estimated Medicare payment, could result in annual revenue
increases exceeding $300,000.8 This amount likely underes-
timates revenue impacts, assuming commercial insurance
reimburses higher than Medicare and Medicaid, and resident
visit templates increase during typical year progression.
Uncertainty exists regarding the optimal use of PCE for billing.
Data and anecdotes from prior studies have suggested that
99214 and 99215 complexity visits may be billed as 99213
with indirect supervision.2,3,7 Proposed reasons for this finding
include rule interpretation, preceptor availability, and resident
physician autonomy.

Education is another important aspect of the PCE. Indirect
supervision empowers greater resident physician autonomy,
potentially promoting their patient care relationship and
learning.9 Supervising faculty assess competence in residents
through continuity clinic with longitudinal faculty-resi-
dent relationships and resident-patient relationships.10 Once
competence is achieved, then expanded indirect supervision
could follow, given observed increased use for PGY-3 residents
compared to PGY-2. Additionally, residents need preparation
in billing for independent primary care practice at the end of
their training. If the majority of encounters bill 99213 with
indirect supervision, then residents may not learn correct
billing practices, an essential skill for lifelong clinical practice.
Lack of formal education and feedback on billing during
residency is cited as a reason for inaccuracies in faculty
practice.11 Lastly, for education, policy limiting the PCE to
low complexity visits is incongruent with competency-based
training despite calls for this practice to be reexamined.12,13

TABLE 1. Level of Service During and After PHE

Billing code During PHE n (%) Post-PHE n (%) P
value

99213 870 (15.7) 4,000 (68.3)

<.00199214 4,602 (82.8) 1,742 (30.6)

99215 85 (1.5) 59 (1.0)

Total 5,557 5,801

99213 is the code for an established patient office visit, low complexity.
99214 and 99215 are the codes for an established patient office visit,
moderate and high complexity, respectively.
Abbreviation: PHE, public health emergency
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For example, the majority of PGY-3 residents likely can
address hypertension not at goal with adjustments in therapy
plan with indirect supervision, yet this is a 99214 level
of complexity. A change in the PCE from visit complexity-
based to resident physician competency-based could result in
focused use of direct supervision to those residents not yet
demonstrating competence.

Importantly, this was a single institution study, and likely
wide variations exist in clinic structure and use of the PCE
by specific specialties and programs. The financial benefit

of PCE expansion would vary by clinic in relationship to
the average visit complexity. We hope our study prompts
further assessment of additional outcomes, including patient
care-related outcomes. While the PCE impact on these can
be speculated, we believe that the current data support the
position that re-expansion of the PCE would promote financial
health of primary care clinics in multiple specialties.

CONCLUSIONS
In conclusion, this retrospective review of 11,358 patient
visits found an absolute 52.2% higher use of 99214 during

TABLE 2. Level of Service by PGY During and After PHE

Billing code
PGY-1 during PHE n

(%)

PGY-1
post-PHE

n (%)

PGY-2 during
PHE

n (%)

PGY-2
post-PHE

n (%)

PGY-3 during
PHE

n (%)

PGY-3
post-PHE

n (%)

99213 167 (11.8) 182 (13.9) 401 (19.2) 1,997 (83.4) 302 (14.7) 1,821 (87.0)

99214 & 99215 1,244 (88.2) 1,130 (86.1) 1,692 (80.8) 398 (16.6) 1,751 (85.3) 273 (13.0)

Total encounters 1,411 1,312 2,093 2,395 2,053 2,094

99213 is the code for an established patient office visit, low complexity.
99214 and 99215 are the codes for an established patient office visit, moderate and high complexity, respectively.
Abbreviations: PGY, postgraduate year; PHE, public health emergency

FIGURE 1. Level of Service by PGY, PCE Modifier, and Time During/After PHE
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the COVID-19 PHE expansion of PCE as compared to
after expansion ended. This finding has notable implica-
tions for financial success of residency continuity clinics
and education.

PRESENTATIONS
The data from the study described in this manuscript were
presented as an oral presentation at the University of Colorado
Academy of Medical Educators in May 2024 and a poster
presentation at the Society of General Internal Medicine
Northwest Regional Meeting in March 2025. The content herein
is substantially different from those presentations.
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