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Practice Guidelines

Autism Spectrum Disorder:   
Updated Guidelines from the 

American Academy of Pediatrics

Autism spectrum disorder (ASD) is a neuro-
developmental disorder affecting one in 59 chil-
dren in the United States and other industrialized 
nations. In addition to behavior issues, ASD is 
associated with seizures, gastrointestinal con-
cerns, sleep difficulties, and mental health issues 
that can profoundly impact the quality of life of 
children and their families. The American Acad-
emy of Pediatrics (AAP) has published updated 
guidelines for diagnosis and treatment of ASD.

Screening and Diagnosis
Although the U.S. Preventive Services Task 
Force (USPSTF) found insufficient evidence for 
screening, the AAP recommends a combination 
of developmental surveillance and standard-
ized autism screening tests at 18 and 24 months 
of age based on better outcomes with earlier 

intervention. Early symptoms that may be iden-
tified via surveillance include not responding to 
name by 12 months of age, not pointing to items 
of interest by 14 months of age, avoiding eye con-
tact, repetitive movements, unusual reactions to 
sensations, and echolalia. The AAP recommends 
the Modified Checklist for Autism in Toddlers 
(M-CHAT) for initial screening in children up to 
30 months of age. Children with persistent defi-
cits on M-CHAT Revised with Follow-Up have a 
47% risk of ASD and a 95% risk of any develop-
mental disorder. No screening tools are valid for 
children older than 30 months.

According to criteria from the Diagnostic and 
Statistical Manual of Mental Disorders, 5th ed., 
ASD is diagnosed by the presence of three social 
communication issues and two of four restrictive 
or repetitive behaviors (https:// www.aafp.org/
afp/2016/1215/p972.html#afp20161215p972-t1). 
Nearly one-third of children with ASD have 
intellectual disability or minimal verbal ability.

After ASD is diagnosed, severity of deficits 
should be characterized by a multidisciplinary 
team;  all evaluations require formal cognitive 
and language assessments. Occupational therapy, 
physical therapy, audiology, and visual assess-
ments also should be included. Children with 
developmental delays benefit from referral to 
early intervention school services.

One in 10 children with ASD will no longer 
meet diagnostic criteria by adulthood. Patients 
who lose their ASD diagnosis in young adulthood 
tend to have higher verbal and intellectual capac-
ity in early childhood and earlier intervention.

Testing for Causes of ASD
Chromosomal microarray and fragile X testing are 
recommended for all children with ASD to predict 
prognosis. Chromosomal microarray will reveal 
genetic abnormalities in up to 42% of children 
with ASD. Fragile X testing is positive in less than 
1% of patients with ASD, but it is important for 
genetic counseling. Targeted testing for disorders 
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Key Points for Practice

•  AAP, in contrast to the USPSTF, recommends screening 
for ASD at 18 and 24 months of age.

•  Chromosomal microarray and fragile X testing can pro-
vide prognostic and genetic counseling information to 
parents of children with ASD.

•  Applied behavior analysis is an intensive behavior therapy 
for ASD that can improve outcomes, especially at younger 
ages.

•  Wandering and suicide are major safety threats in children 
and adolescents with ASD.
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such as tuberous sclerosis and Rett syndrome is 
useful only if presentation suggests these disor-
ders. Whole exome sequencing shows an abnor-
mality in up to one-fifth of patients with ASD and 
can be considered if other testing is negative.

Screening for metabolic abnormalities outside 
of required state newborn screening is typically 
not useful. Children with motor delays should 
have creatine kinase and thyroid-stimulating 
hormone testing. Although children with ASD 
have increased risk of seizures, findings on 
screening electroencephalography are often 
abnormal in children without seizures. Electro-
encephalography is used only to evaluate neuro-
logic abnormalities and suspected seizures.

Interventions
Early intervention usually includes applied 
behavior analysis, which focuses on learning 
and reinforcing acceptable behaviors while 
extinguishing problematic behaviors. Applied 
behavior analysis improves cognitive skills and 
behavior but is an intensive process that typically 
requires many hours per week of patient partic-
ipation. Early intervention that includes applied 
behavior analysis improves cognitive function-
ing and language skills, with better results from 
more intense therapy.

Nearly all children with ASD require school-
based assistance through an individualized edu-
cation program, which often includes educational 
interventions, speech therapy, and occupational 
therapy. Up to 30% of children with ASD never 
acquire verbal speech;  some will use augmented 
and alternative communication that includes 
a picture exchange communication system or 
speech-generating devices. About two-thirds of 
preschool children with ASD require occupational 
therapy for motor, strength, and adaptive skills.

Other treatments proposed for ASD, including 
antifungal agents, immunotherapy, or hyperbaric 
oxygen, do not have evidence of benefit. There is 
caution against using chelation therapy because 
of ineffectiveness and a risk of harm. Discussing 
treatments with little or negative evidence often 
requires shared decision-making with parents or 
caregivers.

Associated Psychiatric Conditions
Most children with ASD have mood or attention 
disorders. Cognitive behavior therapy is effec-
tive for anxiety in school-aged children with 
ASD, although medications are often necessary.  

Depression and suicide occur more often in 
patients with ASD, making screening important. 
Suicide risk is elevated in racial minorities and 
males and those with peer victimization, behav-
ior problems, lower socioeconomic status, and 
lower education level.

New-onset aggression or self-injury should 
trigger a medical examination, review of home 
safety, and potentially emergency stabilization 
with medication. Antidepressants have incon-
sistent results in children with ASD and do not 
effectively treat aggression. Risperidone (Risp-
erdal) and aripiprazole (Abilify) are approved by 
the U.S. Food and Drug Administration for irri-
tation or aggression in ASD, but they can cause 
extrapyramidal symptoms (e.g., tardive dyskine-
sia) and excessive weight gain.

Disrupted sleep is common and can exacer-
bate behavior issues and limit the effectiveness of 
behavior therapies. Parent education and behav-
ior interventions can be effective, and melatonin 
improves sleep in ASD. Other therapies are 
unproven.

Wandering is a dangerous behavior common 
in ASD. Nearly one-half of children younger 
than 10 years have wandered from home, leading 
to police calls, drownings, and accidents. Strict 
supervision with boundaries, including locks, is 
often required.

Associated Medical Conditions
Seizures affect one in 16 children with ASD, and 
risk increases with intellectual disability. In 20% 
of patients, the first seizure occurs in adulthood.

Gastrointestinal symptoms are common in 
children with ASD and often manifest as poor 
behavior or sleep disruption. Acute abdominal 
pain may suggest bowel obstruction or perfo-
ration. Selective eating is common and can be 
dangerous if associated with pica. Food refusal 
often requires assistance from a dietitian and 
the applied behavior analysis professional. Blood 
iron and lead levels should be monitored in those 
with persistent pica.

Poor dentition is a common source of pain, and 
children with ASD have fewer dental visits. Den-
tists who use behavioral strategies can prevent 
the need for sedation with dental treatments.

Transition to Adulthood
Guardianship should be discussed as the patient 
approaches adulthood. Full or limited guard-
ianship will depend on function and cognitive 
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ability. Young adults with ASD may qualify for 
selective security income for care of people with 
developmental disabilities.

Editor’s Note:  This updated AAP guideline 
continues to recommend universal screening for 
ASD at the 18- and 24-month visits in contrast to 
the USPSTF findings of insufficient evidence to 
recommend for or against screening. The Amer-
ican Academy of Family Physicians continues to 
endorse the USPSTF recommendation. A recent 
intervention that achieved 91% screening in a 
medical system with 26,000 children showed 
the limitations and advantages of ASD screening 
(https:// pediatrics.aappublications.org/con-
tent/144/4/e20183963). Only 39% of children with 
autism were identified by screening, yet those 
who were identified by screening were diagnosed 
an average of seven months earlier.—Michael J. 
Arnold, MD, Contributing Editor

The views expressed in this article are those of the 
author and do not necessarily reflect the official pol-
icy or position of the Department of the Navy, the 
Department of Defense, or the U.S. government.
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Offi ce visit evaluation and management coding guidelines 
change January 1, 2021. Ensure you receive accurate payment 
with the AAFP’s new E/M reference card. Use this reference 
card to:

• Understand the new guidelines
• Select the appropriate code based on total time or MDM
• Reduce documentation time 

E/M Coding Changes are Coming
Are You Ready?

Preorder your card today!
Orders will begin shipping by January 15, 2021.

aafp.org/emcodingaafp.org/emcoding

2021 Office Visit Evaluation and Management Coding and Documentation
Reference Card

Evaluation and management (E/M) office visit codes (99202-99205 and 99211-99215) are the family  

physician’s bread and butter. Understanding how to appropriately document and code E/M visits can  

optimize payment, decrease administrative burden, and reduce the stress associated with potential audits.
This guidance is not all-inclusive. It is meant as a quick reference for daily use in the clinic setting. For further clarification, please 

refer to the Evaluation and Management Services Guide published by the Centers for Medicare & Medicaid Services (CMS) 

and the Current Procedural Terminology (CPT®) code set published by the American Medical Association (AMA).

DPA20011625

CODE SELECTION METHODSThe level of service for CPT codes 99202-99205 and 99212-99215 is selected by using either total time spent on the date of the encounter or 

medical decision making. 
The 2021 E/M documentation guidelines do not include history and exam as elements of code selection. The physician or other qualified health 

care professional (QHP) should determine the nature and extent of the history and/or exam performed. There are no specific documentation 

requirements, so the physician or other QHP should use clinical judgment to determine appropriate documentation of history and/or exam. 

 

CODE SELECTION USING TOTAL TIMEWhen total time is used to select the level of E/M service, it is defined by the 2021 CPT code descriptor noted in Table 1 and includes all services 

listed in the guidelines below. Please note: midpoint calculations are no longer necessary for the times associated with CPT codes 99202-99205 

and 99212-99215, and there is no longer a need to be concerned with how much of the time is spent in counseling or coordination of care.
Table 1. Office Visit E/M Total Time

Level 1
Level 2

Level 3
Level 4

Level 5

New Patient --
99202 (15-29 min.) 99203 (30-44 min.) 99204 (45-59 min.) 99205 (60-74 min.)

Established Patient 99211 (see specific guidance on back page)
99212 (10-19 min.) 99213 (20-29 min.) 99214 (30-39 min.) 99215 (40-54 min.)

2021 GUIDELINES FOR CALCULATING TOTAL TIME Code selection using total time should be based on the total time spent in care of the patient on the date of the encounter. Total time includes face-

to-face and non-face-to-face time personally spent by the physician and/or other QHPs on the date of the encounter. The total time does not include 

time normally spent by clinical staff. 
Physician/other QHP time includes the following: • Time spent in visit preparations, which may include review of previous test results 
• Time spent obtaining a history or reviewing a separately obtained history 
• Time spent in a medically appropriate examination and/or evaluation 
• Time spent counseling and educating the patient/family/caregiver 
• Time spent ordering medications, tests, or procedures • Time spent referring and communicating with other health care professionals (if this service is not being separately reported) 

• Time spent documenting clinical information in the patient’s electronic health record (EHR) or other health record 

• Time spent independently interpreting results (if this service is not being separately reported) and communicating those results to the patient/

family/caregiver*
• Time spent in care coordination that is not being separately reported

 
* If the physician’s interpretation of the results of diagnostic tests/studies includes preparation of a separate and distinct signed report, it may be reported with an 

additional CPT code and, when appropriate, with a modifier appended (e.g., professional component modifier -26). If a test/study is independently interpreted and 

documented in the EHR but is not separately reportable with a distinct CPT code, it is part of the total time. 
Total time spent in care of the patient on the date of the encounter should be clearly documented in the patient’s medical record. Each EHR may 

have a unique way of capturing total time. Please confirm with your vendor the appropriate method to capture total time in a patient’s record. 

ADDITIONAL CODING GUIDANCECPT CODE 99211 
CPT has deleted the level 1 office visit code for new patients.Level 1 office visits for established patients (CPT code 99211) are not based on medical decision making or time. This code is used when the patient 

presents either with a minimal complaint or for a routine service (often previously ordered), such as a blood pressure check. CPT code 99211 does not 

require the presence of a physician or other QHP, but the service is provided under the physician or QHP’s supervision. PRIMARY CARE ADD-ON CODE – GPC1XCreated by CMS, Healthcare Common Procedure Coding System (HCPCS) code GPC1X covers additional face-to-face visit complexity inherent 

to primary care E/M services provided by family physicians and the QHPs who work with them. This code describes visit complexity inherent to 

evaluation and management associated with medical care services that serve as the continuing focal point for all needed health care 

services and/or with medical care services that are part of ongoing care related to a patient’s single, serious, or complex condition. It is 

applicable to services furnished to a new or established patient and may include aspects of care management, counseling, or treatment of an acute or 

chronic condition. This add-on code is intended to capture the additional resource costs of providing face-to-face primary care services, and CMS has 

said it expects code GPC1X will be reported in addition to most office/outpatient E/M services billed by family physicians.  USE OF MODIFIER -25
Modifier -25 is used to indicate that a significant separately identifiable E/M service has been delivered on the same day as a procedure or other 

service. It should be appended to the E/M CPT code when the evaluation and management service is over and above the usual pre- and post-work of 

the procedure or other service. A different diagnosis for the E/M CPT code is not required, but medical necessity must be documented and support 

both services.

Have you seen the 
patient face to face  
in the last three 
years?

no

Has anyone in your Tax Identification  Number (TIN) within the same specialty  or subspecialty seen the patient in the  last three years?

Select a code from the  Established Patient Category.

Select a code from the  New Patient Category.

Select a code from the  Established Patient Category.

yes

no

yes

How do I determine if a patient is new or established?

Information from Centers for Medicare & Medicaid Services. Evaluation and management services guide. January 2020. Accessed June 9, 2020.  

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/eval-mgmt-serv-guide-icn006764.pdf. Need additional coding support?This is one in a series of coding reference cards from the AAFP. Visit aafp.org/shop to learn about other available resources.

CPT® is trademarked and copyright © 2020 by the American Medical Association. All rights reserved.

CPT® is trademarked and copyright © 2020 by the American Medical Association. All rights reserved.

CODING SCENARIOS USING MDM99213 - Office visit with a 3-year-old female established patient for earache
• The number and complexity of problems addressed is one acute, uncomplicated illness.
• The risk associated with the patient’s care is low.99214 - Office visit with a 55-year-old male established patient for management of stable hypertension and mild fatigue; on beta blocker/thiazide regimen

• The number and complexity of problems addressed is one chronic illness with side effects of treatment.

• The amount and/or complexity of data to be reviewed and analyzed includes more than three orders for unique tests.

• The risk associated with the patient’s care is moderate and includes prescription medication management.
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