
 
 
 
 
 
 
 
 

ATTN: ALL PROVIDERS 
 

2021 Proposed Federal Register - Comment NOW! 
 
Posted to the US Government National Archives website on 08/17/20, this years’ Federal Register edits/updates include 
some significant changes to the Medicare Program related to:  
 

 CY 2021 Payment Policies Under the Physician Fee Schedule and Other Changes to Part B Payment Policies 

 Office/Outpatient Evaluation and Management Services (99202-99215) 

 New Changes to Prolonged Services 

 Medicare Shared Savings Program Requirements 

 Medicaid Promoting Interoperability Program Requirements for Eligible Professionals 

 Quality Payment Program 

 Coverage of Opioid Use Disorder Services Furnished by Opioid Treatment Programs 

 Medicare Enrollment of Opioid Treatment Programs 

 Electronic Prescribing for Controlled Substances for a Covered Part D Drug  

 Hospital Inpatient Quality Reporting (IQR) Program 

 Establish New Code Categories 

 Medicare Diabetes Prevention Program (MDPP) Expanded Model Emergency Policy 
 

Providers are encouraged to review the applicable sections of the federal register and submit comments 
disputing or approving the proposed changes. To be assured consideration, comments must be received 
no later than 5 p.m. on October 5, 2020.  
 
Below is an outline of some of the more noteworthy changes with a suggested comment to submit to the federal register.  
 
 
 
 
 
 
 
 
 
 
 
 
 

Look for the  symbol on the next few pages for text that can be copied/pasted to submit a comment on the 
federal register, and/or get with your specialty college or society for suggested comments.   

 
Resources: 
Federal Register: https://www.federalregister.gov/documents/2020/08/17/2020-17127/medicare-program-cy-2021-payment-

policies-under-the-physician-fee-schedule-and-other-changes-to-part 
Decision Health, Part B News: https://pbn.decisionhealth.com/ 
ISASS CMS Proposed Rule: https://www.isass.org/proposedrule2021/#.X0qDmVY-xJU.mailto 
 
For assistance or any questions, contact MDS/MSI via: 
From MEDPM or MEDEHR Sign On screens, double click on ‘helpdesk@medtronsoftware.com’ to compose an email 
which will automatically create a ticket in our ticketing system. The ticketing system will then send an automated reply with 
your ticket # for all future correspondence related to your question/concern. 

091520 NEWS BLAST      

 

CLICK HERE TO 

COMMENT NOW !! 
 

https://www.federalregister.gov/documents/2020/08/17/2020-17127/medicare-program-cy-2021-payment-policies-under-the-physician-fee-schedule-and-other-changes-to-part
https://www.federalregister.gov/documents/2020/08/17/2020-17127/medicare-program-cy-2021-payment-policies-under-the-physician-fee-schedule-and-other-changes-to-part
https://pbn.decisionhealth.com/
https://www.isass.org/proposedrule2021/#.X0qDmVY-xJU.mailto
https://www.federalregister.gov/documents/2020/08/17/2020-17127/medicare-program-cy-2021-payment-policies-under-the-physician-fee-schedule-and-other-changes-to-part#open-comment
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A. CONVERSION FACTOR DECREASE (Federal Register section) 

The Physician Fee Schedule (PFS) relies on national relative values that are established for work, practice expense (PE), 
and malpractice (MP), which are adjusted for geographic cost variations. The relative value units (RVU) assigned to CPT 
codes are multiplied by a conversion factor (CF) to convert the RVUs into Medicare fee schedule (F/S) rates.   
 
In the proposed rule, CMS announced a 10.61% FS cut based on the proposed CF from $36.09 to $32.26 for 2021.  
 
Medicare reallocates payments to the new higher RVUs for office/outpatient E&M visit codes 99202-99215 which represent 
20% of the total spending. According to CMS, the new higher E&M RVU valuations benefit primary care providers more than 
specialists. The proposed policy will give primary care providers an effective “raise” in the amount they are reimbursed for 
commonly undervalued E&M services. While this is good for primary care providers, it is not good for specialists that 
perform surgeries and other interventions, which generally have a ‘bundled payment’. Bundled payments are payments 
made for procedure CPT codes that also include the initial E&M service, the procedure itself, and any follow-up E&M post-
procedure visits.  Due to this proposed change, specialists will see a decrease in their payment due to the rule of budget 
neutrality.  
 
Because of budget neutrality, the increase in RVUs for E&M codes 99202–99215 means a significant decrease in the 
conversion factor is needed to offset the dollars to be paid on higher valuated E&M codes; which translates into a decrease 
in payment for many services. Budget neutrality basically says that there is X dollars, and where dollars are moved for higher 
payment, there must be a payment reduction in some other area (most often bundled services). 
 
Congress can change this situation, by passing new legislation, waiving budget neutrality, and making a more equal system 
of addressing the payment needs of E&M services, while not cutting payments from bundled procedural services, making a 
more equitable and fair payment system for all. We have seen them act in the past with previous ‘doc fix’ legislation. While 
this latest “fix” is necessary to reverse the 10.61% cut to payments, the issue is more pervasive as costs of running clinical 
practices and facilities have increased and reimbursements have continuously gone down. Congress should address these 
latest cuts, as well as address the consistent and constant reduction in reimbursement over the last 16-17 years. 
 
Some specialties that will experience a decrease include radiology (-11%), anesthesia (-8%), certified registered nurse 
anesthetists (CRNA) (-11%), pathology (-9%), cardiac surgery (-9%), and orthopedic surgery (-5%), largely attributable to the 
redistribution of the previously finalized changes to the office/outpatient E&M visits taking effect in 2021.  
 
Overall, CMS has stated that nearly three dozen specialty groups are expected to see fee cuts next year due to this CF 
decrease on codes these specialties use. (see Federal Register, pg 897 for full list of estimated impact by specialty) 
 
CMS is cutting payments for Part B physical and occupational therapy services by 9%; this is not a proposed change, this is 
real.  The change has already been finalized and will be effective January 1, 2021.  CMS’s justification for slicing Medicare 
payments for rehab therapy services is to increase reimbursements for other specialties.   
 
CMS legally cannot increase payments to therapy providers – no matter what.  However, our federal congressional leaders, 
our US Representatives and Senators, can temporarily suspend (or completely remove) CMS’s budget neutrality 
requirement.  This would give CMS the ability to cancel the 9% cut without backpedaling on the E&M proposed 
reimbursement hikes. 
 
Several organizations have put together materials to make advocating easy, (Source: WebPT Founder Letter 09/04/2020): 

American Physical Therapy Association (APTA) https://www.apta.org/advocacy/issues/medicare-physician-fee-schedule  
American Occupational Therapy Association (AOTA) https://cqrcengage.com/aota/Fight_The_Cut  
Alliance for Physical Therapy Quality and Innovation (APTQI)https://www.aptqi.com/take-action/  

 
 The nearly 11% reduction in the fee schedule conversation factor is extreme. This will negatively affect all CPT 

codes billed by providers whose services are already undervalued. We strongly urge Congress to waive 
Medicare’s budget neutrality requirement as Physicians are already experiencing substantial economic hardships 
due to COVID-19, excessive National Correct Coding (NCC) edits, the 14-day ‘hold’ rule on Medicare payments, 
as well as the 2% sequestration reduction to payments imposed in 2012. We note and thank the government for 
removing the 2% sequestration from payments issued May 2020 – December 2020, but believe this ‘penalty’ 
imposed on all healthcare payments should be permanently removed!  

 
 
 
 
 

https://www.federalregister.gov/d/2020-17127/p-2390
https://www.cms.gov/files/document/cms-1734-p-pdf.pdf
https://www.apta.org/advocacy/issues/medicare-physician-fee-schedule
https://cqrcengage.com/aota/Fight_The_Cut
https://www.aptqi.com/take-action/
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B. ANESTHESIA CONVERSION FACTOR DECREASE (Federal Register section) 
Anesthesia services are expected to see reduced fees as the anesthesia CF, subject to the budget neutrality adjustment,   
will be dropped from $20.20 to $19.96 for 2021.  
 
See below the previous anesthesia CFs and the changes year to year.  
 

Year National CF $ Change % Change 

2021 19.96 -0.24 -1.19% 

2020 20.20 -2.07 -10.26% 

2019 22.27 0.08 0.38% 

2018 22.19 0.14 0.65% 

2017 22.05 0.05 0.24% 

2016 21.99 -0.62 -2.80% 

2015 Jul-Dec 22.61 0.11 0.50% 

2015 Jan-Jun 22.50 -0.18 -0.80% 

 
 Anesthesia has experienced continued reduction over the last 6+ years and continues to be one of the most under 

valued specialties. Last year alone (2020) anesthesia received a 10.26% reduction. We strongly urge Congress to 
waive Medicare’s budget neutrality requirement as Physicians are already experiencing substantial economic 
hardships due to COVID-19, excessive National Correct Coding (NCC) edits, the 14-day ‘hold’ rule on Medicare 
payments, as well as the 2% sequestration reduction to payments imposed in 2012. We note and thank the 
government for removing the 2% sequestration from payments issued May 2020 – December 2020, but believe 
this ‘penalty’ imposed on all healthcare payments should be permanently removed!  

C. UPDATES TO E&M OFFICE VISIT CODES (99202-99215) (Federal Register section) 

CMS confirmed that the outpatient and office Evaluation & Management (E&M) codes remain on track for their first major 
overhaul in 25 years. CMS plans to increase the relative value units (RVU) for most of the office codes (99202-99215), and 
change document requirements.   
 
Under the new guidelines, which are approved by both the AMA and CMS, providers will no longer factor history and exam 
elements into code level selection. Instead, the selection of level of service (LOS) will rest solely on either medical decision-
making (MDM) or time. The AMA revamped MDM guidelines, and CMS has cleared them for use in reporting E&M services.  
 
CPT 99201 will be deleted.  
 

CPT History Exam MDM Time WRVU* 

99201 deleted     

99202 Medically Appropriate  Medically Appropriate  Straightforward 15-29 0.93 

99203 Medically Appropriate  Medically Appropriate  Low Level 30-44 1.60 

99204 Medically Appropriate  Medically Appropriate  Moderate Level 45-59 2.30 

99205 Medically Appropriate  Medically Appropriate  High Level 60-74 3.50 

99xxx Prolonged Services - for services 75 minutes or longer*  (in 15 min increments) 75+ 0.61 

99211 Minimal Problems   7 0.18 

99212 Medically Appropriate  Medically Appropriate  Straightforward 10-19 0.70 

99213 Medically Appropriate  Medically Appropriate  Low Level 20-29 1.30 

99214 Medically Appropriate  Medically Appropriate  Moderate Level 30-39 1.92 

99215 Medically Appropriate  Medically Appropriate  High Level 40-54 2.80 

99xxx Prolonged Services - for services 55 minutes or longer* (in 15 min increments) 55+ 0.61 

 
 Providers applaud the reduction of superfluous and redundant documentation requirements and appreciate the 

focus on the Medical Decision Making (MDM) and consideration for time impacting E&M collectively. However, 
providers have not been given adequate information related to interpretation of the MDM table, nor has the 
disparity in specialist services been fairly compensated, i.e., a specialist whose education exceeds that of a  

 Family Practitioner, Internal Medicine, and/or General Practitioner continues to not be adjusted to compensate for 
the additional 3-6 years of training required.  If these specialists are surgeons, the surgery codes continue to be 
bundled and cut by virtue of reducing Conversion Factors and/or under valued surgical CPT code ranges.      
Please revisit gross bundling and consider updating RVUs for surgical procedures. Every provider should be 
entitled to a new E&M visit regardless of surgery to follow.   

Cumulatively  
from 2015-2021  
down 12%  

https://www.federalregister.gov/d/2020-17127/p-2391
https://www.federalregister.gov/d/2020-17127/p-428
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D. REVALUED SERVICES THAT ARE SIMILAR TO E&M OFFICE VISITS (Federal Register section) 
CMS has identified a number of services that “are analogous to 
office/outpatient E&M visits” and is increasing their work RVUs.  
Increases are slated for Annual Wellness Visits (G0438-G0439), the 
“Welcome to Medicare” services (G0402), Transitional Care Management 
(TCM) services (99495-99496) and Cognitive Assessment Services 
(99483).  
 
The revaluation also supposedly increases payments for E&M codes in the 
maternity bundle, however, E&Ms billed during maternity care are bundled 
into the Delivery CPT. This suggestion is unclear. 
 
Below compare shows the documentation requirements and WRVUs for 
Office/Outpatient Visits (OV/OP) vs Nursing Home (NH) Visits. While the 
documentation requirements are virtually identical, the WRVUs are not 
inline. There are proposed updates to OV/OP visits, however, there is no 
mention of the NH code WRVUs being changed at this time. 

 
 
 
 

 
 Impact on maternity care visits should be clarified. It also appears that the Nursing Home (NH) Visits (CPT 99304-

99318) were completely neglected in the Federal Register revaluation sans some consideration to telehealth 
clarity, i.e., where coding requirements are virtually the same as outpatient/office visits codes. See below examples 
of NH codes that need to be reevaluated and revalued.  

 
For Example:  

 99213 Office Visit level 3/5 2020 WRVU: 0.97 2021 WRVU: 1.30 
99308 Nursing Home Visit Minor 2020 WRVU: 1.16 2021 WRVU: 1.16 
Pre 2021, these codes each require 2 of 3 components: Expanded Problem Focused History, Expanded 
Problem Focused Exam, and/or Low Complexity of Medical Decision Making; and each has an average time 
of 15 minutes.   

   
  99214 Office Visit level 4/5 2020 WRVU: 1.50 2021 WRVU: 1.92 

99309 Nursing Home Visit Major 2020 WRVU: 1.55 2021 WRVU: 1.55 
Pre 2021, these codes each require 2 of 3 components: Detailed History, Detailed Exam, and/or Moderate 
Complexity of Medical Decision Making; and each has an average time of 25 minutes. 
 
However, the NH visits were not revalued, please revisit.  
 

 
E. SURGICAL CODES (Federal Register section) 
Surgical code relative units with a 0, 10 or 90-day global period were specifically excluded from the CPT revaluations.   
CMS states, the work value for the global period codes is set based on “magnitude estimation,” not on the direct value of a 
certain number of E&M RVUs. 
 

 The surgery codes continue to be bundled and cut by virtue of reducing Conversion Factors and/or under valued 
surgical CPT code ranges.  Please revisit gross bundling and consider updating RVUs for surgical procedures. 
Every provider should be entitled to a new E&M visit regardless of surgery to follow.   

 
 
F. CREATION OF NEW ADD-ON PROLONGED SERVICES CODE 99XXX  (Federal Register section) 
99xxx changed to assigned code: 
99417 Prolonged office or other outpatient evaluation and management service(s) (beyond the minimum required 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 additional 15 minutes (List separately in 
addition to CPT codes 99205, 99215 for office or other outpatient evaluation and management services). 

 
CMS is tweaking its interpretation and guidance of a new prolonged services code 99417. Previously, CMS asserted that the 
99417 code could be attached to a 99205 or 99215 office visit code 15 minutes after the minimum time threshold was met.  
 

https://www.federalregister.gov/d/2020-17127/p-441
https://www.federalregister.gov/d/2020-17127/p-441
https://www.federalregister.gov/d/2020-17127/p-435
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New proposed threshold, 2020: 99205-60 mins, 99215-40 mins; 2021: 99205-75 mins, 99215-55 mins. Now, CMS is stating 
that they believe that allowing reporting of CPT code 99417 after the minimum time for the level 5 visit is exceeded would 
result in double counting time. Instead, CMS is proposing that providers will be able to report 99417 only when the 
“maximum time” for the Level 5 service has been exceeded by a full 15 minutes. 
 

 First, expanding the time to a range for primary service codes 99205 and 99215 is in itself requiring an additional 
15 minutes and then requiring a full additional 15 minutes to achieve usage of the new 99417 results in achieving a 
full 30 minutes to use the new code.  Prolonged code 99417 should follow standard time rules in that if a provider 
reaches the half way mark of time, the 99417 code should be reported, i.e., 8 minutes. Requiring providers to meet 
the full 15 minutes after meeting the full NEW time requirement range is double imposing restraints to providers, 
i.e., in order for a provider to report the new prolonged addon code to level 5 E&M codes, the provider must first 
exceed the new extended time range assessed to the level 5 E&M code (2020: 99205-60 mins, 99215-40 mins; 
2021: 99205-75 mins, 99215-55 mins), then achieve a full additional 15 mins before eligible to bill the addon code 
99417 virtually unobtainable, i.e., a full 30 minutes must be achieved to bill a 15 minute code.  

 
 
G. CREATION OF NEW ADD-ON CODE GPC1X (Federal Register section) 
GPC1X - visit complexity inherent to E&M 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 

 
CMS continues to believe that even with updated RVU values for E&M services 99202-99215, those codes don’t accurately 
reflect the resources required to care for patients in primary care and certain non-procedural specialties. CMS finalized the 
introduction of add-on code GPC1X as a way to better reflect the resources provided during E&M encounters. Questions 
remain on the scope of the code and in which instances it might apply.  
 
This code is not restricted based on provider specialty. Code GPC1X may be used by physicians and non-physician 
practitioners, as an add-on to an E&M service. 
 
CMS is specifically soliciting comment on what aspects of the code definition are unclear.  
 
NOTE:  Not restricted based on specialty; technically could be billed with every visit.  
 

 First, there is great confusion among providers between GPC1x and 99417 (add on code to 99205 and 99215). 
Please provide more clarity. Specialty providers were hopeful and presumed this new addon code would be 
available for use with any E&M level of service billed, and would not be tethered to an unobtainable time 
requirement. It would help if CMS could bring a specialty encounter value to a more realistic appreciation.   

 
 
H. CHRONIC CARE MANAGEMENT UPDATES (Federal Register section) 
Chronic Care Management (CCM) is reported via CPT codes:  
99490 - Chronic care management services, at least 20 minutes of clinical staff time directed by a physician or other 

qualified health care professional, per calendar month, with the following required elements: Multiple (two or 
more) chronic conditions expected to last at least 12 months, or until the death of the patient, Chronic conditions 
place the patient at significant risk of death, acute exacerbation/decompensation, or functional decline, and 
Comprehensive care plan established, implemented, revised, or monitored. Assumes 15 minutes of work by the 
billing practitioner per month.  

99491 - Chronic care management services, provided personally by a physician or other qualified health care 
professional, at least 30 minutes of physician or other qualified health care professional time, per calendar month, 
with the following required elements: Multiple (two or more) chronic conditions expected to last at least 12 months, or 
until the death of the patient, Chronic conditions place the patient at significant risk of death, acute 
exacerbation/decompensation, or functional decline,  Comprehensive care plan established, implemented, revised, 
or monitored. 

 
G2058 Chronic care management services, each additional 20 minutes of clinical staff time directed by a physician or 

other qualified healthcare professional, per calendar month 
Replaced by: 
994XX Chronic care management services, each additional 20 minutes of clinical staff time directed by a physician or 

other qualified healthcare professional, per calendar month 
 
CCM add-on code G2058 which is currently used in conjunction with CPT 99490 for clinical staff time will be replaced by an 
E&M code (994XX) with descriptor identical to G2058, with the following required elements: 

https://www.federalregister.gov/d/2020-17127/p-477
https://www.federalregister.gov/d/2020-17127/p-737
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 Multiple (two or more) chronic conditions expected to last at least 12 months, or until the death of the patient, 

 Chronic conditions place the patient at significant risk of death, acute exacerbation/decompensation, or functional 
decline, 

 Comprehensive care plan established, implemented, revised, or monitored; 

 Each additional 20 minutes of clinical staff time directed by a physician or other qualified health care professional, 
per calendar month. 

The new code will maintain the 0.54 work RVU that’s currently assigned to the G code. 
 

 Why was the valuation of this potentially mis valued code’s RVU not increased to reflect the significance of this 
service; especially as evidenced during COVID-19? Further, providers and patients need more detailed 
understanding of CCM as only one provider can bill, however patients often see multiple providers. Specifically, 
provide detailed guidelines when a patient changes the provider of CCM services. Additionally, providers need a 
better resource as to which codes may or may not be billed with CCM, TCM,… codes.  

 
 
I. TRANSITION CARE MANAGEMENT UPDATES (Federal Register section) 
99495 Transitional Care Management services with the following required elements: Communication (direct contact, 

telephone, electronic) with the patient and/or caregiver within two business days of discharge; medical decision 
making of at least moderate complexity during the service period; face-to-face visit within 14 calendar days of 
discharge 

99496 Transitional Care Management services with the following required elements: Communication (direct contact, 
telephone, electronic) with the patient and/or caregiver within two business days of discharge; medical decision 
making of at least high complexity during the service period; face-to-face visit within 7 calendar days of discharge 

 
Transition Care Management (TCM) codes are proposed for a RVU boost.  
CPT 99495 work RVUs are slated to go from 2.36 to 2.78  
CPT 99496 work RVUs are slated to go from 3.10 to 3.74 
 
CMS proposing for CY 2021 to remove 14 actively priced (not bundled or non-covered) HCPCS codes from the list of 
HCPCS codes that cannot be billed concurrently with TCM. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 The consideration to this potentially mis valued code is appreciated. However, bundling with 57 codes that cannot 
be billed concurrently with TCM services because of potential duplication of services is counter intuitive, i.e., a 
provider cannot bill the following codes during the time period covered by the TCM: Care plan oversight services 
(99339-99340 (Rest Home/Domiciliary), 99374-99380 (Home Health/Hospice)), Home health or hospice 
supervision: HCPCS codes G0181 and G0182, Prolonged services without direct patient contact (99358, 99359), 
Home and outpatient INR monitoring (93792-93793), Medical team conferences (99366-99368), Education and 
training (98960-98962, 99071, 99078), Telephone services (98966-98968, 99441-99443), End stage renal disease 

NOTE: G2058 replaced 
with 994XX.  

NOTE: List of codes that could 
be concurrently billed 
with TCM should 
include Home Health 
and Hospice 
certification / 
recertification codes 
G0180, and G0179.  

https://www.federalregister.gov/d/2020-17127/p-411
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services (90951-90970), Online medical evaluation services (98969, 99444), Preparation of special reports 
(99080), Analysis of data (99090), Complex Chronic Care Coordination services (99487, 99489), Medication 
therapy management services (99605-99607), Chronic Care Management (CCM) services (99490-99491) and 
TCM service (99495-99496)periods cannot overlap.  

 
 

J. CONTINUED COVID BREAKS FOR PHYSICAL THERAPISTS (Federal Register section) 
CMS proposes to continue to allow Physical Therapists (PT) and Occupational Therapists (OT) the discretion to delegate the 
performance of maintenance therapy services, as clinically appropriate, to a therapy assistant - a Physical Therapist 
Assistant (PTA) or an Occupational Therapy Assistant (OTA). 
 
 
K. REVALUATION OF SPINAL CODE CPT 22867 (Federal Register section) 
22867 Insertion of interlaminar/interspinous process stabilization/distraction device, without fusion, including image 

guidance when performed, with open decompression, lumbar; single level 
63047 Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with decompression of spinal cord, cauda equina 

and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; lumbar 
 
CMS proposed revaluation of CPT: 22867 as a potentially misvalued code.  
This code includes the work of laminectomy code 63047 in addition to insertion of the device.  
The agency will also examine whether to increase the malpractice RVU for code 22867.  
Spinal code CPT: 22867 has a work RVU of 13.50 and a malpractice RVU of 3.88, while  
Laminectomy CPT: 63047 has a work RVU of 15.37 and a malpractice RVU of 4.51. 
 
 
L. NEW EXTERNAL ELECTROCARDIOGRAM RECORDING CPT CODES (Federal Register section) 
93224 External electrocardiographic recording up to 48 hours by continuous rhythm recording and storage;  

 includes recording, scanning analysis with report, review and interpretation by a physician/other qualified health care 
professional 
93225 … includes recording (includes connection, recording, and disconnection) 
93226 … includes scanning analysis with report 
93227 … includes review and interpretation by a physician or other qualified health care professional 

 
93XX0 External electrocardiographic recording for more than 48 hours up to 7 days by continuous rhythm recording and 

storage; includes recording, scanning analysis with report, review and interpretation 
93XX1 … includes recording (includes connection and initial recording) 
93XX2 … includes scanning analysis with report 
93XX3  … includes review and interpretation 

 
93XX4 External electrocardiographic recording for more than 7 days up to 15 days by continuous rhythm recording and 

storage; includes recording, scanning analysis with report, review and interpretation 
93XX5 … includes recording (includes connection and initial recording) 
93XX6 … includes scanning analysis with report 
93XX7 … includes review and interpretation 

 
Eight external electrocardiogram recording codes will be added to the Medicine chapter of the 2021 CPT manual.  
Cardiology practices should note that CMS is only proposing to assign work RVUs for the four codes (93XX0, 93XX3, 
93XX4, and 93XX7) that involve review and interpretation. 
 

93224 and 93227 work RVUs are slated to go from 0.52 to 0.39 
93XX0 and 93XX3 work RVUs are slated to be set at 0.50 
93XX4 and 93XX7 work RVUs are slated to be set at 0.55 
93225, 93226, 93XX1, 93XX2, 93XX5, 93XX6 are technical component codes that do not have a work RVU 
 

 
M. PERMANENT TELEHEALTH SERVICES (Federal Register section) 
GPC1X Visit complexity inherent to evaluation and management associated with primary medical care services that serve as 

the continuing focal point for all needed health care services (Add-on code, list separately in addition to an 
established patient evaluation and management visit) 

99xxx changed to assigned code: 
99417 Prolonged office or other outpatient evaluation and management service(s) (beyond the minimum required time of 

the primary procedure which has been selected using total time), requiring total time with or without direct patient 

https://www.federalregister.gov/d/2020-17127/p-542
https://www.federalregister.gov/d/2020-17127/p-278
https://www.federalregister.gov/d/2020-17127/p-699
https://www.federalregister.gov/d/2020-17127/p-280
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contact beyond the usual service, on the date of the primary service; each additional 15 minutes (List separately in 
addition to CPT codes 99205, 99215 for office or other outpatient evaluation and management services). 

90853 Group psychotherapy including interpersonal interactions and support with several patients;  
typically, 45 to 60 minutes in length 

96121 Neurobehavioral status exam (clinical assessment of thinking, reasoning and judgment, [eg, acquired knowledge, 
attention, language, memory, planning and problem solving, and visual spatial abilities]), by physician or other 
qualified health care professional, both face-to-face time with the patient and time interpreting test results and 
preparing the report; each additional hour (List separately in addition to code for primary procedure) 

99334 Domiciliary or rest home visit for the evaluation and management of an established patient, which requires at least 2 
of 3 key components. Usually, the presenting problem(s) are self-limited or minor. Typically, 15 minutes are spent 
with the patient and/or family or caregiver. 

99335 Domiciliary or rest home visit for the evaluation and management of an established patient, which requires at least 2 
of 3 key components. Usually, the presenting problem(s) are of low to moderate severity. Typically, 25 minutes are 
spent with the patient and/or family or caregiver. 

99347 Home visit for the evaluation and management of an established patient, which requires at least 2 of 3 key 
components. Usually, the presenting problem(s) are self limited or minor. Typically, 15 minutes are spent face-to-
face with the patient and/or family. 

99348 Home visit for the evaluation and management of an established patient, which requires at least 2 of 3 key 
components. 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. 

99483 Assessment of and care planning for a patient with cognitive impairment, requiring an independent historian, in the 
office or other outpatient, home or domiciliary or rest home, with all required elements. Typically, 50 minutes are 
spent face-to-face with the patient and/or family or caregiver. 

 
CMS intends to add nine services to the CPT code book Telehealth section on a permanent basis.  
Seven codes were added during the COVID-19 Public Health Emergency (PHE) and include home visits (99347-99348).  
The only additions are two new E&M add-on codes GPC1X and 99XXX. 
 
Barring Congressional action, the traditional telehealth restrictions would apply to these codes (as well as all other codes) 
when the PHE ends. 
 

 Providers and Recipients have shown the value of Telehealth Medicine during the 2020 COVID-19 Public Health 
Emergency (PHE); it is obvious that the traditional telehealth restrictions were poorly designed and counter 
intuitive to their use.    Immediately adopt more ‘real life’ protocols, i.e., a patient’s home should have always been 
an approved origination site.  

 
 

N. PUBLIC HEALTH EMERGENCY (PHE) SCOPE OF PRACTICE EXTENSIONS (Federal Register section) 
CMS proposes to allow the following scope of practice expansions for Non Physician Practitioners (NPPs) to continue after 
the PHE expires, either to the end of 2021 or permanently: 

 Supervision of diagnostic tests by nurse practitioners, certified nurse specialists, physician assistants and certified 
nurse midwives. 

 Pharmacists providing services incident-to a physician, with appropriate supervision. 

 Therapy assistants providing maintenance therapy services. 

 Medical record documentation: Physicians and NPPs, including therapists, would be able to review and verify 
documentation entered into the medical record by members of the medical team for their own services, according to 
a CMS fact sheet. 

 Teaching physicians would be able to use telehealth to be virtually present for key portions of a service provided by a 
resident. 

 In addition, residents furnishing services at primary care centers would be able to provide an expanded set of 
services to beneficiaries, including Level 4-5 office visits, care management and communication technology-based 
services. 

 
 The Public Health Emergency (PHE) economic and patient care requirement will obviously impact all of 2021. 

Providers are urging that CMS immediately announce a year long continuance of their extensions, especially in 
regards each of the Non Physician Practitioners (NPPs) scope of practice extensions. Physicians are already 
experiencing substantial economic hardships due to COVID-19, excessive National Correct Coding (NCC) edits, 
the 14-day ‘hold’ rule on Medicare payments, as well as the 2% sequestration reduction to payments imposed in 
2012. We note and thank the government for removing the 2% sequestration from payments issued May 2020 – 
December 2020, but believe this ‘penalty’ imposed on all healthcare payments should be permanently removed!  

 

https://www.federalregister.gov/d/2020-17127/p-482
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O. UPDATES TO SEVERAL COVID-19 EMERGENCY MEASURES POST-PUBLIC HEALTH EMERGENCY (PHE)   
Phone telehealth. (Federal Register section) 

CMS found that use of audio-only services was more prevalent than CMS had previously considered after allowing the 
services to be billed as telehealth more widely in the PHE. CMS will take comments on whether it "should develop coding 
and payment for a service similar to the virtual check-in but for a longer unit of time with an accordingly higher value”. 
 
 The Public Health Emergency (PHE) economic and patient care requirement will obviously impact all of 2021. 

Providers are urging that CMS immediately announce a year long continuance of their extensions, especially in 
regards to audio only services. Physicians are already experiencing substantial economic hardships due to 
COVID-19, excessive National Correct Coding (NCC) edits, the 14-day ‘hold’ rule on Medicare payments, as well 
as the 2% sequestration reduction to payments imposed in 2012. We note and thank the government for removing 
the 2% sequestration from payments issued May 2020 – December 2020, but believe this ‘penalty’ imposed on all 
healthcare payments should be permanently removed!  

 
Reporting COVID test with E&M. (Federal Register section) 

CMS will take comments on continuing the post-PHE use of E&M code 99211 to bill for “services furnished incident to 
their professional services, for both new and established patients, when clinical staff assess symptoms and collect 
specimens for purposes of COVID–19 testing.” 

 
 CPT 99211 use on a New Patient should never block the subsequent use by same specialty same Tax ID use of 

New Patient. The Public Health Emergency (PHE) economic and patient care requirement will obviously impact all 
of 2021. Providers are urging that CMS immediately announce a year long continuance of their extensions, 
especially in regards COVID testing. Physicians are already experiencing substantial economic hardships due to 
COVID-19, excessive National Correct Coding (NCC) edits, the 14-day ‘hold’ rule on Medicare payments, as well 
as the 2% sequestration reduction to payments imposed in 2012. We note and thank the government for removing 
the 2% sequestration from payments issued May 2020 – December 2020, but believe this ‘penalty’ imposed on all 
healthcare payments should be permanently removed!  

 
Teaching physician distance supervision. (Federal Register section) 

CMS will take comments on whether to allow teaching physicians to bill for resident supervision via audio/video real-time 
communications technology and for resident services thus supervised. 

 
 The Public Health Emergency (PHE) economic and patient care requirement will obviously impact all of 2021. 

Providers are urging that CMS immediately announce a year long continuance of their extensions, especially in 
regards supervision extensions. Physicians are already experiencing substantial economic hardships due to 
COVID-19, excessive National Correct Coding (NCC) edits, the 14-day ‘hold’ rule on Medicare payments, as well 
as the 2% sequestration reduction to payments imposed in 2012. We note and thank the government for removing 
the 2% sequestration from payments issued May 2020 – December 2020, but believe this ‘penalty’ imposed on all 
healthcare payments should be permanently removed!  

 
 
 

https://www.federalregister.gov/d/2020-17127/p-375
https://www.federalregister.gov/d/2020-17127/p-391
https://www.federalregister.gov/d/2020-17127/p-488

