
 
 

Virtual Practices Q&A session – New EM 2021 guidelines 
 

Q: What are the major changes to EM code set? 

A: The short answer is documentation guidelines. It will be important for everyone to understand there 
really has not been any changes to the guidelines since 1997 and those were driven by CMS (Medicare) 

these new changes effective January 1 are published by the American Medical Association, written into 

the CPT book and have been accepted by CMS as the new guidelines.  

 

Q: Will every carrier out there follow these new guidelines or is this just Medicare? 

A: Yes, the new code descriptions are in the CPT book. The AMA reports that commercial payers are on 

board with the change. 

 

Q: Can you briefly explain the changes at a high level? 

A: Sure: At the most basic level the codes are not changing with the exception of the deletion of code 

99201. The rest of the codes remain intact with changes to the documentation requirements to meet 
the specifications of the code providers will be given an option to code by time or by medical decision 

making.  

Time will be a factor in selection of code without any requirements of counseling or coordination of 
care. We used to have to train physicians to say 50% or more of my time was spent in counseling 

coordination of care total time spent X they no longer have to make that statement in the 
documentation. It only matters what time is spent on the activities provided by the AMA on the date of 

the encounter. The activities are: 

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

● Obtaining and/or reviewing separately obtained history 
● Performing a medically appropriate examination and/or evaluation 
● Counseling and educating the patient/family/caregiver 

● Ordering medications, tests, or procedures 
● Referring and communicating with other health care professionals (when not separately 

reported) 

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

● Care coordination (not separately reported) 

● Documenting clinical information in the electronic or other health record 

Examples will be provided as I review these 

 

 

 



 
 

 

Note that the AMA has already considered the day before and the day after in the RVU value so any 
prep work to see the patient the day before or documentation on following days would not be 

calculated for time.  

 

Times are as follows: 

 

 

 

Q: With the increase in the RVU value how will that actually impact the providers? 

A: Well with everything, CMS does provide the conversion factor or the value per RVU. The conversion 
factor is set to decrease in 2021 which does have a negative impact, but overall the established patient 

services should increase. Each jurisdiction (geographic location) will have a slightly different fee 

schedule. 

Q: We hear there is a new code that can be stacked and billed in addition to the EM service that will 

account for and reimburse additional time spent with the patient. Can you talk about those? 

A: Yes there is a new “Prolonged Service” code created for office and outpatient EM codes specifically. 

PROLONGED SERVICES – 99354-99358 no longer associated with these codes 

Prolonged services codes currently in effect do not go away, however will not be associated with 

office/outpatient code set. An addition of a shorter 15-minute prolonged service code - 99417 will be 

reported.  

Office/Outpatient 
E&M Code New 

Patients 
Current Assoc. 

Time 
Total Times in 
2021 

Current 
RVU 

2021 
RVU 

Value 

% 
Increas

e 

99201 10 minutes CODE DELETED 0.48 Deleted   

99202 20 minutes 15-29 minutes 0.93 0.93 0% 

99203 30 minutes 30-44 minutes 1.42 1.6 13% 

99204 45 minutes 45-59 minutes 2.43 2.6 7% 

99205 60 minutes 60-74 minutes 3.17 3.5 10% 

Office/Outpatient 
E&M Code Established 

Patients 
Current Assoc. 

Time 
Total Times in 
2021 

Current 
RVU 

2021 
RVU 

Value 

% 
increas

e 

99211 5 minutes TIME REMOVED 0.18 0.18 0% 

99212 10 minutes 10-19 minutes 0.48 0.7 46% 

99213 15 minutes 20-29 minutes 0.97 1.3 34% 

99214 25 minutes 30-39 minutes 1.5 1.92 28% 

99215 40 minutes 40-54 minutes 2.11 2.8 33% 



 
 

 

● To be reported only when the visit is based on time and after the total time of the highest-level 
service (99205 or 99215) has been exceeded 

● Represents each additional 15 minutes (number of units per 15 min) 
● Time has to be 15 minutes in order to bill a unit of the code.  
● For Medicare, they are creating a new code G2212 with more to come on how to add that to an 

EM visit for Medicare patients 

 

The chart on the next page will help describe how to utilize the new code 99417: 

 

Q: What about the other elements to billing? There used to be history, exam and medical decision 

making that were required to meet the code. If you do not use time as the driver for the code what is 

the other option? 

A:  Medical Decision Making only: (discussion will include chart information) 

This has actually been changed significantly they use the same terminology in regards to number and 
complexity of problems addressed, amount or complexity of data to review, and the risk. Those are all 

things that were elements previously in the medical decision making they have just redefined how they 
use those to qualify for code selection. So I highly recommend everybody go on the AMA website as 
they have a lot of information on how the medical decision-making works and they have a list of 

definitions everyone should read over. I will just touch on a few things that are super important. 

 

 

 

 

 



 
 

 

 

Code MDM Complexity Number 
Addressed 

Definition of Complexity 

99202/99212 Straight-For
ward 

Self-Limited or 
Minor 

1 Presenting 
Problem 

A condition that runs a definite course and 
not likely to alter patient's health 

99203/99213 Low Self-Limited or 
Minor 

2+ 
Presenting 
Problem 

A condition that runs a definite course and 
not likely to alter patient's health 

99203/99213 Low Chronic 
Problem or 
Condition 

1 Presenting 
Problem 

Chronic stable - expected 1 year or more 
duration and based on treatment plan, 
patient is at treatment goal and 
maintaining at time of encounter 

99203/99213 Low Acute Problem 
or Condition 

1 Presenting 
Problem 

Acute uncomplicated: a new short-term 
illness or injury with low risk of morbidity 
with treatment. A full recovery without 
impairment is expected. A problem which is 
normally self-limited or minor but is not 
resolving consistent with initial treatment. 
Uncomplicated.  

99204/99214 Moderate Chronic 
Problem or 
Condition 

2+ 
Presenting 
Problem 

Chronic stable - expected 1 year or more 
duration and based on treatment plan, 
patient is at treatment goal and 
maintaining at time of encounter 

99204/99214 Moderate Chronic 
Problem or 
Condition 

1 Presenting 
Problem 

Chronic exacerbated - Acutely worsening, 
progressing despite treatment, poorly 
controlled requiring additional attention by 
health care provider but not requiring 
hospitalization 

99204/99214 Moderate Acute Problem 
or Condition 

1 Presenting 
Problem 

Acute complicated injury or illness causing 
systemic symptom presentation other than 
fever, chills, etc. (constitutional symptoms) 
and/or extensive injury requiring more 
than one organ assessed or treated. 
Options to treat may be multiple associated 
risk with morbidity. 

99204/99214 Moderate Undiagnosed 
NEW Problem 

1 Presenting 
Problem 

Problem within a differential diagnosis that 
represents a condition LIKELY to result in a 
high risk of morbidity without treatment.  

99205/99215 High Chronic 
Problem or 
Condition 

1 Presenting 
Problem 

Chronic severe/treat: severe side effects of 
treatment or lack of treatment which has a 
significant threat to life or bodily function 
without intervention. 

99205/99215 High Acute Problem 
or Condition 

1 Presenting 
Problem 

Acute illness/injury posing a threat to life 
or bodily function: An acute illness with 
systemic  symptoms or acute complicated 
injury…either of which may pose a threat 
to life or bodily function without treatment 



 
 

 

 

Q: We have heard a lot and have discussed remote patient monitoring. What can you tell the group 

listening about those codes? 

A: In December, Medicare finalized some new policies surrounding the RPM services. RPM involves the 

collection and analysis of patient physiologic data which provider utilize to effectively manage 
treatment plans related to a chronic and/or acute illness or condition. The five primary Medicare RPM 

codes are CPT codes 99091, 99453, 99454, 99457, and 99458.   

● They still need to be ordered by a physician or non-physician practitioner who are eligible to bill 

for EM services.  
● The RPM device must meet the FDA’s definition of a medical device.  
● The RPM device must digitally upload patient physiologic data. 
● A patient’s physiologic data capture and interpretation must meet medical necessity by it 

being reasonable and necessary for the diagnosis or treatment of the patient’s illness or injury . 
● Typically monitoring must occur for at least 16 days of a 30-day period (99453 and 99454). 

Codes may specific something else more specific like the BP code 99474. 

 

Some of the codes involved:  

 

● Codes 99457 (20 min of RPM per month) and 99458 (each additional 20 min of RPM) can be 
furnished by a physician or other qualified healthcare professional, or by clinical staff under 

the general supervision of the physician.  
● 99091  - Collection and interpretation of physiologic data (eg, ECG, blood pressure, glucose 

monitoring) digitally stored and/or transmitted by the patient sent to a physician or other 

qualified health care professional, qualified by education, training, licensure/regulation (when 
applicable) minimum of 30 minutes of time, each 30 days 

● 99453 – Basic set up and education code Remote monitoring of physiologic parameter(s) (eg, 
weight, blood pressure, pulse oximetry, respiratory flow rate), initial, set-up and patient 

education on use of equipment 
● 99454 – Monitoring - Remote monitoring of physiologic parameter(s) (eg, weight, blood 

pressure, pulse oximetry, respiratory flow rate), initial; device(s) supply with daily recording(s) or 

programmed alert(s) transmission, each 30 days 
● 99473 – Set up - Self-measured blood pressure using a device validated for clinical accuracy; 

patient education/training and device calibration. 

● 99474 - Self-measured blood pressure using a device validated for clinical accuracy; separate 
self-measurements of two readings one minute apart, twice daily over a 30-day period 
(minimum of 12 readings), collection of data reported by the patient and/or caregiver to the 

physician or other qualified health care professional, with report of average systolic and diastolic 

pressures and subsequent communication of a treatment plan to the patient. 

 



 
 

These codes can be reported in addition to many of the chronic care management codes as long as 

the times do not overlap.  (99487, 99489, 99490) 

In the 2021 Final Rule, CMS proposed to allow auxiliary personnel, in addition to clinical staff, to 

furnish services described by CPT codes 99453 and 99454 under the general supervision of the 
billing physician or NPP. Auxiliary personnel include other individuals who are not clinical staff but 

are employees or leased or contracted employees. 

 


