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Agenda

• History of E/M Workgroup

• E/M Revisions for 2021: Office and Other Outpatient Services
o New Patient (99201-99205)

o Established Patient (99211-99215)

o Medical Decision Making (MDM)

o Time

o Prolonged Services 

• RUC Recommendations

• AMA CPT® E/M Education
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How Did We Get Here?

Medicare E/M Initial 2019 Fee Schedule Proposal (Released July 2018): SUMMARY

The goal was administrative simplification and CMS perceived current E/M codes as “outdated” based on past 
comment letters

• Medical Necessity: 

o Eliminate the requirement to document medical necessity of furnishing visits in the home rather than 
office 

o Eliminates the prohibition of same-day E/M visits billing by physicians in the same group or medical 
specialty

o Documentation of level 2 necessity for Office E/M is sufficient

• Documentation redundancy:

o Eliminates the need to re-enter information regarding chief complaint and history that is 
already recorded by ancillary staff or the beneficiary. The practitioner must only document 
that they reviewed and verified the information.
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How Did We Get Here?

Medicare E/M Initial 2019 Fee Schedule Proposal (Released July 2018): 
SUMMARY

1. Simplify code level selection and remove unnecessary history and 
examination elements

• Physicians may choose method of documentation

o CMS 1995/1997 Documentation Guidelines (ie, current standards)

o MDM only, or 

o Face-to-Face time

• Simplification included elimination of payment differentials between 
services
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Medicare E/M Initial 2019 Proposal (Released 
July 2018): Summary
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2.   Condensing Visit-Payment Amounts

CMS calls the system of 10 visits for new and established office visits 
“outdated” and proposes to retain the codes but simplify the payment by
applying a single-payment rate for level 2 through 5 office visits.

CPT® Code
New Office 
Visits

CY 2018 
Non-Facility 
Payment Rate

CY 2019 Proposed 
Non-Facility 
Payment Rate

99201 $45 $43
99202 $76 $134
99203 $110
99204 $167
99205 $211

CPT Code
New Office 
Visits

CY 2018 
Non-Facility 
Payment Rate

CY 2019 Proposed 
Non-Facility 
Payment Rate

99211 $22 $24
99212 $45 $92
99213 $74
99214 $109
99215 $148
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Medicare E/M Initial 2019 Proposal (Released 
July 2018): Summary
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• CMS projected that the payment groups created significant impact 
(positive or negative) on specialties as a whole and might not address 
complexity adequately

• CMS proposed solutions to address this with a specialty add-on code 
($14) and prolonged services add-on ($67)

• Adjustments created budget issues, which CMS addressed by reducing 
payment for perceived overlap when E/M is performed the same day as a 
procedure (50% reduction)
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Medicare E/M Initial 2019 Proposal (Released 
July 2018)

3.   Other Related Coding/Payment Proposals

• CMS identifies several specialties that often report higher level office visits 

• CMS proposes offsets via the addition of $14 to each office visit performed by 
the specialties listed below with a new code:

o GCG0X,Visit complexity inherent to evaluation and management associated with

7

Proposed Specialties Affected

Allergy/Immunology Neurology

Cardiology Obstetrics/Gynecology

Endocrinology Otolaryngology

Hematology/Oncology Rheumatology

Interventional Pain Management-Centered Care Urology
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Proposed Rule’s Major Concerns: 
Comment Letter (170 Organizations Signed)

• Physicians are extremely frustrated by “note bloat”

• CMS should finalize proposals to streamline required documentation by:
o Only requiring documentation of interval history since previous visit

o Eliminating requirement to re-document information from practice staff or patient

o Removing need to justify home visits in place of office visits

• CMS should not implement collapsed payment rates and add-on codes

• CMS should not reduce payment for office visits on same day as other 
services

• CMS should set aside office visit proposal, work with medical community on 
mutually agreeable policy to achieve shared goal and avoid unintended 
consequences

8
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CPT®/RUC Workgroup Formed

In July 2018, CMS released the 
2019 Medicare Physician Payment 
Schedule Proposed Rule

In response, the CPT Editorial 
Panel Co-Chairs, Doctors Ken Brin 
and Mark Synovec, and the RUC 
Chair, Doctor Peter Smith formed a 
Workgroup
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Name CPT/RUC Specialty Other
Peter Hollmann, MD RUC, AMA Alternate Representative
Co-Chair CPT Editorial Panel, Former Chair
Barbara Levy, MD CPT Editorial Panel Member
Co-Chair RUC, Former Chair
Margie Andreae, MD RUC Member Pediatrics
Linda Barney, MD CPT Editorial Panel General 

CPT Editorial Panel Member (former)
Health Care Professionals Advisory Committee 

Scott Collins, MD RUC Member Dermatology
CPT Editorial Panel Member (former)
Chair of Previous CPT E/M Workgroup
CPT Editorial Panel Member
Medical Director, Aetna

Douglas Leahy, MD RUC Member Internal 
RUC Member
Chair, PE Subcommittee

Robert Piana, MD CPT Editorial Panel Member Cardiology
Robert Zwolak, MD RUC Member (Former & Present Alternate) Vascular 

Scott Manaker, MD Pulmonary 
Medicine

David Ellington, MD Family 
Medicine

AMA 
HoD

Chris Jagmin, MD Family 
Medicine

Geriatric
Medicine

AMA
HoD

Obstetrics & 
Gynecology

AMA 
HoD

Patrick Cafferty, PA-C Physician 
Assistant

Workgroup Members
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CPT®/RUC Workgroup Charge

• Capitalize on the CMS proposal:

o The Workgroup will solicit suggestions and feedback on the best coding 
structure to foster burden reduction, while ensuring appropriate valuation.

• Act quickly to present CMS with a tangible alternative

o A coding proposal may be submitted by early November 2018 for 
consideration at the February 7-8, 2019 CPT Editorial Panel meeting

o Demonstrate the effectiveness of and follow the CPT and RUC processes
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Workgroup Process: - Focus On Transparency & 
Inclusion
• The Workgroup held 7 open calls and 1 face-to-face meeting to discuss 

issues

• On average over 300 participants participated on each call, representing 
medical specialty societies, commercial and government payers, and CMS 
policy staff 

• The Workgroup conducted five surveys designed to collect targeted feedback 
from the large, interested-party community and those results were 
summarized by AMA staff and presented to the Workgroup and call-in 
participants
o On average, the surveys received nearly 60 unique responses representing 

stakeholder organizations

• Many of the major decisions by the Workgroup including, the definition of time and key 
definitions of MDM criteria, were based on these stakeholder-surveys results
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Workgroup Process: Focus On Transparency & 
Inclusion

Workgroup established Guiding Principles from the beginning:
The CPT/RUC Workgroup on E/M is committed to changing the current coding and 
documentation requirements for office E/M visits to simplify the work of the health 
care provider and improve the health of the patient. 

Guiding Principles:

1. To decrease administrative burden of documentation and coding

2. To decrease the need for audits

3. To decrease unnecessary documentation in the medical record that is not 
needed for patient care 

4. To ensure that payment for E/M is resource based and has no direct goal 
for payment redistribution between specialties.

12
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Guiding Principles: Reduce Burden
PRINCIPLE ACTIONS

Decrease administrative burden Remove scoring by History and Examination
Code the way physicians/other qualified health care 
professional (QHP) think

Decrease needs for audits More detail in CPT® codes to promote payer 
consistency if audits are performed and to promote 
coding consistency

To decrease unnecessary documentation that is not 
needed for patient care in the medical record

Eliminate History and Examination scoring
Promote higher-level activities of MDM

To ensure that payment for E/M is resource based 
and has no direct goal for payment redistribution 
between specialties

Use current MDM criteria (CMS and educational/audit 
tools to reduce likelihood of change in patterns)
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Lase Ajayi, MD
Member since 2013
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Summary of Major E/M 
Revisions for 2021: 
Office or Other Outpatient 
Services
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It is not 2021 yet and this is ONLY E/M Office codes

15

Caution
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Summary of Major E/M Revisions for 2021: 
Office or Other Outpatient Services

• Extensive E/M guideline additions, revisions, and restructuring

• Deletion of code 99201 and revision of codes 99202-99215

o Codes 99201 and 99202 currently both require straightforward MDM

• Components for code selection:

o Medically appropriate history and/or examination*

o MDM or

o Total time on the date of the encounter

*Not used in code level selection
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Summary of Major E/M Revisions for 2021: 
Office or Other Outpatient Services

• E/M level of service for office or other outpatient services can be 
based on:
o MDM

 Extensive clarifications provided in the guidelines to define the 
elements of MDM

o Time: Total time spent with the patient on the date of the encounter
 Including non-face-to-face services
 Clear time ranges for each code

• Addition of a shorter 15-minute prolonged service code (99XXX)
o To be reported only when the visit is based on time and after the total 

time of the highest-level service (ie, 99205 or 99215) has been 
exceeded. 
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Overview of Major E/M Revisions for 2021: Office or 
Other Outpatient Services Compared to Other E/M 
Codes

Component(s) for 
Code Selection

Office or Other Outpatient Services

Other E/M Services (Hospital Observation, Hospital 
Inpatient, Consultations, Emergency Department, 

Nursing Facility, Domiciliary, Rest Home or Custodial 
Care, Home)

History and 
Examination

 As medically appropriate. Not used in code 
selection

 Use Key Components (History, Examination, MDM)

Medical Decision 
Making (MDM)

 May use MDM or total time on the date of 
the encounter

 Use Key Component (History, Examination, MDM)

Time  May use MDM or total time on the date of 
the encounter

 May use face-to-face or time at the bedside and on 
the patient’s floor or unit when counseling and/or 
coordination of care dominates.

Time is not a descriptive component for E/M levels of  
emergency department services

MDM Elements  Number and complexity of problems 
addressed at the encounter

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

 Risk of complications and/or morbidity or 
mortality of patient management

 Number of diagnoses or management options
 Amount and/or complexity of data to be reviewed
 Risk of complications and/or morbidity or mortality

18
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Betty Chu, MD
Member since 1997
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Office or Other 
Outpatient Services
(99201-99215)
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Office or Other Outpatient Services: New Patient

Office or Other Outpatient Services/New Patient

★99201 Office or other outpatient visit for the evaluation and 
management of a new patient, which requires these 3 key 
components:
 A problem focused history;

 A problem focused examination;

 Straightforward medical decision making.

Counseling and/or coordination with other physicians, other qualified health care 
professionals, or agencies are provided consistent with the nature of the problem(s) 
and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are self-limited or minor. Typically, 10 minutes are 
spent face-to-face with the patient and/or family.

(99201 has been deleted. To report, use 99202)
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Office or Other Outpatient Services: New Patient

Office or Other Outpatient Services/New Patient

★99202 Office or other outpatient visit for the evaluation and management of a new 
patient, which requires these 3 key components:a medically appropriate history 
and/or examination and straightforward medical decision making.
 An expanded problem focused history;

 An expanded problem focused examination;

 Straightforward medical decision making.

Counseling and/or coordination with other physicians, other qualified health care professionals, or 
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or the 
family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 20 minutes are spent 
face-to-face with the patient and/or family.

When using time for code selection, 15-29 minutes of total time is spent on the 
date of the encounter.
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Office or Other Outpatient Services: New Patient

Office or Other Outpatient Services/New Patient
★99203 Office or other outpatient visit for the evaluation and management of a new 

patient, which requires these 3 key components:a medically appropriate history 
and/or examination and low level of medical decision making.
 A detailed history;

 A detailed examination;

 Medical decision making of low complexity.

Counseling and/or coordination with other physicians, other qualified health care professionals, or agencies 
are provided consistent with the nature of the problem(s) and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 30 minutes are spent face-to-
face with the patient and/or family.

When using time for code selection, 30-44 minutes of total time is spent on the 
date of the encounter.
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Office or Other Outpatient Services: New Patient

Office or Other Outpatient Services/New Patient
★99204 Office or other outpatient visit for the evaluation and management of a new 

patient, which requires these 3 key components:a medically appropriate history and/or 
examination and moderate level of medical decision making.
 A comprehensive history;

 A comprehensive examination;

 Medical decision making of moderate complexity.

Counseling and/or coordination with other physicians, other qualified health care professionals, or agencies are provided 
consistent with the nature of the problem(s) and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 45 minutes are spent face-to-face with the 
patient and/or family.

When using time for code selection, 45-59 minutes of total time is spent on the date 
of the encounter.
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Office or Other Outpatient Services: New Patient
Office or Other Outpatient Services/New Patient
★99205 Office or other outpatient visit for the evaluation and management of a new patient, which 

requires these 3 key components:a medically appropriate history and/or examination and 
high level of medical decision making.

 A comprehensive history;

 A comprehensive examination;

 Medical decision making of high complexity.

Counseling and/or coordination with other physicians, other qualified health care 
professionals, or agencies are provided consistent with the nature of the problem(s) and the 
patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 60 minutes are 
spent face-to-face with the patient and/or family.

When using time for code selection, 60-74 minutes of total time is spent on the date of the 
encounter.

(For services 75 minutes or longer, see Prolonged Services 99XXX)
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Office or Other Outpatient Services: 
Established Patient

Office or Other Outpatient Services/Established Patient

99211 Office or other outpatient visit for the evaluation and 
management of an established patient, that may not require the 
presence of a physician or other qualified health care professional. 
Usually, the presenting problem(s) are minimal. Typically, 5 
minutes are spent performing or supervising these services. 
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Office or Other Outpatient Services: 
Established Patient

Office or Other Outpatient Services/Established Patient
★99212 Office or other outpatient visit for the evaluation and management of an established patient, which 

requires at least 2 of these 3 key components:a medically appropriate history and/or examination and 
straightforward medical decision making.

 A problem focused history;

 A problem focused examination;

 Straightforward medical decision making.

Counseling and/or coordination with other physicians, other qualified health care professionals, or agencies 
are provided consistent with the nature of the problem(s) and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 10 minutes are spent face-to-
face with the patient and/or family.

When using time for code selection, 10-19 minutes of total time is spent on the date of the 
encounter.
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Office or Other Outpatient Services: 
Established Patient

Office or Other Outpatient Services/Established Patient
★99213 Office or other outpatient visit for the evaluation and management of an established patient, which 

requires at least 2 of these 3 key components:a medically appropriate history and/or examination 
and low level of medical decision making.

 An expanded problem focused history;

 An expanded problem focused examination;

 Medical decision making of low complexity.

Counseling and/or coordination with other physicians, other qualified health care 
professionals, or agencies are provided consistent with the nature of the problem(s) 
and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 15 
minutes are spent face-to-face with the patient and/or family.
When using time for code selection, 20-29 minutes of total time is spent on the date of the 
encounter.
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Office or Other Outpatient Services:
Established Patient

Office or Other Outpatient Services/Established Patient
★99214 Office or other outpatient visit for the evaluation and management of an established patient, which 

requires at least 2 of these 3 key components:a medically appropriate history and/or examination and 
moderate level of medical decision making.

 A detailed history;

 A detailed examination;

 Medical decision making of moderate complexity.

Counseling and/or coordination with other physicians, other qualified health care professionals, or agencies 
are provided consistent with the nature of the problem(s) and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 25 minutes are spent face-to-
face with the patient and/or family.

When using time for code selection, 30-39 minutes of total time is spent on the date of the 
encounter.
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Office or Other Outpatient Services: 
Established Patient
Office or Other Outpatient Services/Established Patient
★99215 Office or other outpatient visit for the evaluation and management of an established patient, which 

requires at least 2 of these 3 key components:a medically appropriate history and/or examination and high 
level of medical decision making.

 A comprehensive history;

 A comprehensive examination;

 Medical decision making of high complexity.

Counseling and/or coordination with other physicians, other qualified health care 
professionals, or agencies are provided consistent with the nature of the problem(s) and the 
patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. Typically, 40 minutes are 
spent face-to-face with the patient and/or family.

When using time for code selection, 40-54 minutes of total time is spent on the date of the 
encounter.

(For services 55 minutes or longer, see Prolonged Services 99XXX)
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Related Revisions (99201-99215)

Guidelines and parenthetical notes throughout the code set have been 
updated to reflect the deletion of code 99201.

• Evaluation and Management Section

• Surgery Section

• Medicine Section

30
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Hari Iyer
Member since 2017

31

Selecting a Level of 
Service
(Office or Other 
Outpatient E/M Service)
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Selecting a Level of Service
(Office or Other Outpatient E/M Service)

2020

The appropriate level of E/M service is based on the following: 

• Key components

o History

o Examination

o MDM

Or

o Time
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Selecting a Level of Service
(Office or Other Outpatient E/M Service)

2020

Time Rules:

• When counseling and/or coordination of care dominates (more 
than 50%) of the encounter with the patient and/or family

• Only face-to-face time in the office on the date of the encounter
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Selecting a Level of Service
(Office or Other Outpatient E/M Service)

Effective January 1, 2021

The appropriate level of E/M service is based on the following: 

• The level of the MDM as defined for each service; or

• The total time for E/M services performed on the date of the 
encounter. 
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Vijaya Appareddy, MD
Member since 1993
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Medical Decision 
Making (MDM)
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Medical Decision Making (MDM)

Modifications to the criteria for MDM:

• Create sufficient detail in CPT® code set to reduce variation 
between contractors/payers

• Attempt to align criteria with clinically intuitive concepts

• Use existing CMS and contractor tools to reduce disruption in 
coding patterns

Workgroup came back to real-life examples in their 
deliberations
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Medical Decision Making (MDM)

Modifications to the criteria for MDM:

• Current CMS Table of Risk used as a foundation to create the 
Level of Medical Decision Making Table

• Current CMS Contractor audit tools also consulted to minimize 
disruption in MDM level criteria

• Removed ambiguous terms (eg, “mild”) and defined previously 
ambiguous concepts (eg, “acute or chronic illness with systemic 
symptoms”)
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CMS Table of 
Risk from the

Documentation 
Guidelines

(minimal to 
moderate shown)
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Definition Examples

39

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. 
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Definition Examples
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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 who 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, noninsulin-dependent diabetes, cataract, or benign 
prostatic hyperplasia.
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Definition Examples
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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.
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Medical Decision Making (MDM)

Effective January 1, 2021

Level of Medical Decision Making Table

• Guide to assist in selecting the level of MDM

• Used for office or other outpatient E/M services only

• Includes 4 levels of MDM (unchanged from current levels of MDM)

o Straightforward

o Low

o Moderate

o High
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Medical Decision Making Table

MDM 2020

Number of Diagnoses or Management 
Options

Amount and/or Complexity of Data to be 
Reviewed

Risk of Complications and/or Morbidity 
or Mortality

MDM Effective January 1, 2021

Number and Complexity of Problems 
Addressed at the Encounter

Amount and/or Complexity of Data to be 
Reviewed and Analyzed

Risk of Complications and/or Morbidity 
or Mortality of Patient Management
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Code

Level of MDM
(Based on 2 out 
of 3 Elements of 

MDM)

Elements of Medical Decision Making

Number and Complexity of Problems 
Addressed at the Encounter

Amount and/or Complexity of Data to be 
Reviewed and Analyzed

* - Each unique test, order, or document 
contributes to the combination of 2 or 
combination of 3 in Category 1 below.

Risk of Complications 
and/or Morbidity or 
Mortality of Patient 

Management

99211 N/A

99202
99212

Straightforwar
d

99203
99213

Low
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MDM: Number and Complexity of Problems 
Addressed at the Encounter

• Based on CMS Documentation Guidelines’ Table of Risk

• New guidelines and numerous definitions added to clarify each 
type of problem addressed in the MDM table

o Stable, chronic illness

o Acute, uncomplicated illness or injury

• Removed examples
o Some were not office oriented

o Examples in guidelines to make MDM table less complex
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Code

Level of MDM
(Based on 2 out 
of 3 Elements of 

MDM)

Elements of Medical Decision Making

Number and Complexity of Problems 
Addressed at the Encounter

99211 N/A N/A

99202
99212

Straightforward Minimal
 1 self-limited or minor problem

99203
99213

Low Low
 2 or more self-limited or minor 

problems;
or

 1 stable chronic illness;
or

 1 acute, uncomplicated illness or 
injury
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99204
99214

Moderate Moderate
 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
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99205
99215

High High
 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
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MDM: Number and Complexity of Problems 
Addressed at the Encounter: Clinically Relevant

• Straightforward

o Self-limited

• Low

o Stable, uncomplicated, single problem

• Moderate

o Multiple problems or significantly ill

• High

o Very ill
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MDM: Amount and/or Complexity of Data to be 
Reviewed and Analyzed

• Simplified and standardized contractor scoring guidelines

• Emphasized clinically important activities over number of 
documents

• Need to account for quantity of documents ordered/reviewed (as it 
is MDM work) and create “counting rules”
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MDM: Amount and/or Complexity of Data to be 
Reviewed and Analyzed

• Data are divided into three categories:

o Tests, documents, orders, or independent historian(s)—each 
unique test, order, or document is counted to meet a 
threshold number

o Independent interpretation of tests not reported separately

o Discussion of management or test interpretation with external 
physician/other QHP/appropriate source (not reported 
separately)
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Code

Level of MDM
(Based on 2 out 
of 3 Elements of 

MDM)

Elements of Medical Decision Making
Amount and/or Complexity of Data to be 

Reviewed and Analyzed
*Each unique test, order, or document 
contributes to the combination of 2 or 
combination of 3 in Category 1 below.

99211 N/A N/A

99202
99212

Straightforward Minimal or none

99203
99213

Low 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)
(For the categories of independent 
interpretation of tests and discussion of 
management or test interpretation, see 
moderate or high)
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99204
99214

Moderate Moderate

(Must meet the requirements of at least 1 out of 
3 categories)

Category 1: Tests, documents, or independent 
historian(s)

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 health care 
professional (not separately reported); 

or
Category 3: Discussion of management or test 
interpretation
 Discussion of management or test interpretation 

with external physician/other qualified health care 
professional/appropriate source (not separately 
reported)
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99205
99215

High Extensive

(Must meet the requirements of at least 2 out 
of 3 categories)

Category 1: Tests, documents, or independent 
historian(s)
 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 health care 
professional (not separately reported); 

or
Category 3: Discussion of management or test 
interpretation
 Discussion of management or test interpretation 

with external physician/other qualified health care 
professional/appropriate source (not separately 
reported)
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MDM: Amount and/or Complexity of Data to be 
Reviewed and Analyzed

• Straightforward
o Minimal or None

• Low (one category only)
o Two documents or independent historian

• Moderate (one category only)
o Count: Three items between documents and independent historian; or

o Interpret; or 

o Confer

• High (two categories)
o Same concepts as moderate
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MDM: Risk of Complications and/or Morbidity or 
Mortality of Patient Management

• Risk of complications and/or morbidity, or mortality of patient 
management decisions made at the visit, associated with the 
patient’s problem(s), treatment(s)

o Includes possible management options selected and those 
considered, but not selected

o Addresses risks associated with social determinants of health
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Code

Level of MDM
(Based on 2 out 
of 3 Elements of 

MDM)

Elements of Medical Decision Making

Risk of Complications 
and/or Morbidity or 
Mortality of Patient 

Management

99211 N/A N/A

99202
99212

Straightforward Minimal risk of morbidity 
from additional 
diagnostic testing or 
treatment

99203
99213

Low Low risk of morbidity 
from additional 
diagnostic testing or 
treatment
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99204
99214

Moderate 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
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9920
5
9921
5

High 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 
emergency major surgery

 Decision regarding 
hospitalization

 Decision not to resuscitate 
or to de-escalate care 
because of poor prognosis
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MDM: Risk of Complications and/or Morbidity or 
Mortality of Patient Management

• Straightforward
o Minimal risk from treatment (including no treatment) or testing. (Most 

would consider this effectively as no risk)

• Low
o Low risk (ie, very low risk of anything bad), minimal consent/discussion

• Moderate
o Would typically review with patient/surrogate, obtain consent and 

monitor, or there are complex social factors in management

• High
o Need to discuss some pretty bad things that could happen for which 

physician or other qualified health care professional will watch or monitor
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Code

Level of MDM
(Based on 2 out 
of 3 Elements of 

MDM)

Elements of Medical Decision Making

Number and Complexity of Problems 
Addressed at the Encounter

Amount and/or Complexity of Data to be 
Reviewed and Analyzed

*Each unique test, order, or document 
contributes to the combination of 2 or 
combination of 3 in Category 1 below.

Risk of Complications 
and/or Morbidity or 
Mortality of Patient 

Management

99211 N/A N/A N/A N/A

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 Low
 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)
(For the categories of independent 
interpretation of tests and discussion of 
management or test interpretation, see 
moderate or high)

Low risk of morbidity 
from additional 
diagnostic testing or 
treatment
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99204
99214

Moderate Moderate
 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

Moderate
(Must meet the requirements of at least 1 out of 3 
categories)

Category 1: Tests, documents, or independent 
historian(s)
 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 health 
care professional (not separately reported); 

or
Category 3: Discussion of management or test 
interpretation
 Discussion of management or test 

interpretation with external physician/other 
qualified health care 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
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9920
5
9921
5

High High
 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

Extensive
(Must meet the requirements of at least 2 out of 3 
categories)

Category 1: Tests, documents, or independent 
historian(s)
 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 health care 
professional (not separately reported); 

or
Category 3: Discussion of management or test 
interpretation
 Discussion of management or test 

interpretation with external physician/other 
qualified health care 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 
emergency major surgery

 Decision regarding 
hospitalization

 Decision not to resuscitate 
or to de-escalate care 
because of poor prognosis
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Medical Decision Making Table

To qualify for a particular 
level of medical decision 
making, two of the three 
elements for that level of 
decision making must be 
met or exceeded (concept 
unchanged from current 
guidelines).
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Toms V. Thomas, MD
Member since 2017
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Time: Office and Other Outpatient E/M Services

Key elements addressed regarding time:

1. Ambiguity

• “What is the exact increment of time I can move to the next code level?”

• “Which elements of my visit can be included as part of my E/M and 
which should be reported separately or not at all?”

2. Too restrictive

• “Why can’t E/M codes be more flexible to allow the most accurate 
elements to be considered for code selection?”
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Time: Office and Other Outpatient E/M Services

2020

• When counseling and/or coordination of care dominates (over 
50%) the encounter with the patient and/or family, time shall be 
the key or controlling factor to qualify for a particular level of E/M 
service

• Only face-to-face time counted
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Time: Office and Other Outpatient E/M Services

Effective January 1, 2021

• Time may be used to select a code level in office or other 
outpatient services whether or not counseling and/or coordination 
of care dominates the service

• Time may only be used for selecting the level of the other E/M 
services when counseling and/or coordination of care dominates 
the service
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Time: Office and Other Outpatient E/M Services

Total Time on the date of the encounter

• Includes physician/other QHP face-to-face and non-face-to-
face time

• Time spent by clinical staff is not included 

• More than one clinician addressed (count only 1 person per 
minute)
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Time: Office and Other Outpatient E/M Services

Total Time on the date of the encounter

• Recognizes the important non-face-to-face activities

• Uses easy to remember increments based on time data of 
past valuations

• Removes “midpoint” vs “threshold” by giving exact ranges

• Is for Code Selection When Using Time

o Not a required minimum amount when using MDM
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Code Selection Is Not Code Valuation

• CPT® code selection is total time on the date of the encounter

• RUC valuation includes work before and after the date of the 
encounter
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Time: Office and Other Outpatient E/M Services

Physician/other QHP time includes the following activities (when 
performed):

• Preparing to see the patient (eg, review of tests)

• Obtaining and/or reviewing separately obtained history

• Performing a medically necessary appropriate examination and/or 
evaluation

• Counseling and educating the patient/family/caregiver
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Time: Office and Other Outpatient E/M Services

• Ordering medications, tests, or procedures

• Referring and communicating with other health care professionals 
(when not reported separately)

• Documenting clinical information in the electronic or other health 
record

• Independently interpreting results (not reported separately) and 
communicating results to the patient/family/caregiver

• Care coordination (not reported separately)
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Time: Office and Other Outpatient E/M Services—New 
Patient (Total time on the Date of the Encounter)

New Patient E/M Code Typical Time (2020) Total Time (2021)

99201 10 minutes Code deleted

99202 20 minutes 15-29 minutes

99203 30 minutes 30-44 minutes

99204 45 minutes 45-59 minutes

99205 60 minutes 60-74 minutes

75



© 2020 American Medical Association. All rights reserved.

Time: Office and Other Outpatient E/M Services—
Established  Patient (Total time on the Date of the 
Encounter)

Established Patient E/M 
Code

Typical Time (2020) Total Time (2021)

99211 5 minutes Time component 
removed

99212 10 minutes 10-19 minutes

99213 15 minutes 20-29 minutes

99214 25 minutes 30-39 minutes

99215 40 minutes 40-54 minutes
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Related Revisions: Time

• Revised and relocated Time guidelines in the Evaluation and 
Management (E/M) Services Guidelines to clarify how time is used 
with the following services:

o Office or other outpatient E/M services (99202-99205, 99212-99215)

o Outpatient services (99241-99245, 99324-99328, 99334-99337, 
99341-99345, 99347-99350, 99483)

o Hospital observation services (99218-99220, 99224-99226, 99234-
99236), hospital inpatient services (99221-99223, 99231-99233), 
inpatient consultations (99251-99255), nursing facility services 
(99304-99318)
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Prolonged Services
(Office or Other 
Outpatient E/M Service)
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Prolonged Services (99XXX)

• The E/M Workgroup identified the need for a prolonged service 
code to capture services for a patient that required longer time on 
the date of the encounter

• The Workgroup agreed with CMS that a shorter time was 
appropriate
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Prolonged Services (99354, 99358, 99XXX) 

2020

• Prolonged services codes with direct patient contact (99354, 
99355) and without direct patient contact (99358, 99359)

o First hour (base code)

o Each additional 30 minutes (add-on code)

• Currently, prolonged services of 30 minutes or less beyond the 
typical time of the E/M service is not reported separately

• If criteria met, 99354 and/or 99358 may be reported on the date of 
service.
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Prolonged Services (99XXX)

Effective January 1, 2021

• Shorter prolonged services code to capture each 15 minutes of 
critical physician/other QHP work beyond the time captured by the 
office or other outpatient service E/M code.

o Used only when the office/other outpatient code is selected 
using time

o For use only with 99205, 99215

o Prolonged services of less than 15 minutes should not be 
reported
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Prolonged Services (99XXX)

• Allows for face-to-face and non-face-to-face care on the date of 
the encounter

• Therefore, do not report 99354 or 99358 for time on the date of 
the encounter

• 99358 (non-face-to-face prolonged services of 30 minutes in a 
single day) may be reported on a date other than the date of the 
encounter, just as it may be reported in 2019 

(Per CPT®, but note CMS comments in 2020 PFS Final Rule)
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Prolonged Services (99XXX)

Prolonged Services/Prolonged Service With or Without Direct Patient 
Contact on the Date of an Office or Other Outpatient Service
★99XXX Prolonged office or other outpatient evaluation and management service(s) 

(beyond the total time of the primary procedure which has been selected using total 
time), requiring total time with or without direct patient contact beyond the usual 
service, on the date of the primary service, each 15 minutes (List separately in 
addition to codes 99205, 99215 for office or other outpatient Evaluation and 
Management services)

(Use 99XXX in conjunction with 99205, 99215)

(Do not report 99XXX in conjunction with 99354, 99355, 99358, 
99359, 99415, 99416)

(Do not report 99XXX for any time unit less than 15 minutes)
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Prolonged Services (99XXX)

84

Total Duration of New Patient 
Office or Other Outpatient 
Services (use with 99205)

Code(s)

Less than 75 minutes Not reported separately

75-89 minutes 99205 X 1 and 99XXX X 1

90-104 minutes 99205 X 1 and 99XXX X 2

105 or more 99205 X 1 and 99XXX X 3 or more 
for each additional 15 minutes
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Prolonged Services (99XXX)

Total Duration of Established 
Office or Other Outpatient 
Services (use with 99215)

Code(s)

Less than 55 minutes Not reported separately

55-69 minutes 99215 X 1 and 99XXX X 1

70-84 minutes 99215 X 1 and 99XXX X 2

85 or more 99215 X 1 and 99XXX X 3 or more 
for each additional 15 minutes
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TIMELINE  

NEW 1-14 15-29 30-44 45-59 60-74 75-89 90-104
Do not 
use 
time 
(99202 
by 
MDM)

99202 99203 99204 99205 99205+ 
99XXX

99205+ 
2 units 
99XXX

ESTABLISHED 1-9 10-19 20-29 30-39 40-54 55-69 70-84
Do not 
use 
time 
(99212 
by 
MDM)

99212 99213 99214 99215 99215+ 
99XXX

99215+ 
2 units 
99XXX
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Related Revisions (99XXX) 

• Addition of Prolonged Service With or Without Direct Patient 
Contact on the Date of an Office or Other Outpatient Service 
(99XXX) guidelines

• Existing prolonged service codes (99354, 99355, 99356) revised 
to restrict reporting with office or other outpatient E/M services 
(99202-99215)

• Revised Prolonged Services with Direct Patient Contact and 
Prolonged Services without Direct Patient Contact guidelines
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Final Rule – 2021 Medicare Reporting Rules on 
Prolonged Services

• CMS finalized decision to adopt CPT code 99XXX to report all prolonged time 
spent on the date of the primary office or other outpatient E/M visit 
(99205/99215)

• CMS states confusion with the reporting guidelines for codes 99358, 99359
o “The new prefatory language seemed unclear regarding whether CPT codes 99358, 99359 could be 

reported instead of, or in addition to, CPT code 99XXX, and whether the prolonged time would have to 
be spent on the visit date, within 3 days prior or 7 days after the visit date, or outside of this new 10-day 
window relevant.”

• Finalized Medicare 2021 reporting instructions that codes 99358, 99359 will 
no longer be reportable in conjunction with office or other outpatient E/M visits

o “When using time to select office/outpatient E/M visit level, any additional time spent by the reporting 
practitioner on a prior or subsequent date of service (such as reviewing medical records or test results) 
could not count toward the required times for reporting CPT codes 99202-99215 or 99XXX, or be 
reportable using CPT codes 99358, 99359.”
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AMA CPT® E/M 
Education
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AMA CPT® E/M Education – AMA Microsite
ama-assn.org/cpt-office-visits
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AMA CPT® E/M Education – Full CPT Guidelines 
Language
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AMA CPT® E/M Education – Training Modules
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