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Learning Objectives
• At the completion of this educational activity, the learner will be able to:

– Update and implement billing and documentation policy changes starting Jan. 1, 
2022

– Understand revisions of split/shared billing policy and time documentation 
required

– Critical Care and Hospital practices will be aware of the bundling changes with 
critical care

– Know how the 2022 Medicare Physician Fee Schedule will affect your practice

– Understand the latest standard guiding E/M office visits

– Know how ICD-10 Updates will affect your E/M coding



2022 MEDICARE  PHYSICIAN FEE SCHEDULE

Fact Sheet Released November 2, 2021

https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2022-medicare-physician-fee-schedule-final-rule?mkt_tok=MTQ0LUFNSi02MzkAAAGAgW0Btbqy04qZY_v1oInZQwHjQpV5L-Ev4g9y2DJ1cgQdC7gJnfKhzn8Wf4RKPaxNfC5sNt_Vck1Zoi6wPJRTOkYWH8Jv-SrkVjnGu5Kb


Split E/M visits

• Definition of split (or shared) E/M visits as E/M visits provided in the facility setting by a 
physician and an NPP in the same group. The visit is billed by the physician or practitioner 
who provides the substantive portion of the visit.

• By 2023, the substantive portion of the visit will be defined as more than half of the total 
time spent. For 2022, the substantive portion can be history, physical exam, medical 
decision-making, or more than half of the total time (except for critical care, which can only 
be more than half of the total time).

• Split (or shared) visits can be reported for new as well as established patients, and initial 
and subsequent visits, as well as prolonged services.

• A modifier is required on the claim to identify these services to inform policy and help 
ensure program integrity.

• Documentation in the medical record must identify the two individuals who performed the 
visit. The individual providing the substantive portion must sign and date the medical 
record.



Critical Care Services

• When medically necessary, critical care services can be furnished concurrently to 
the same patient on the same day by more than one practitioner representing more 
than one specialty, and critical care services can be furnished as split (or shared) 
visits.

• Critical care services may be paid on the same day as other E/M visits by the same 
practitioner or another practitioner in the same group of the same specialty, if the 
practitioner documents that the E/M visit was provided prior to the critical care 
service at a time when the patient did not require critical care, the visit was 
medically necessary, and the services are separate and distinct, with no duplicative 
elements from the critical care service provided later in the day. Practitioners must 
report modifier -25 on the claim when reporting these critical care services.



Critical Care Services

• Critical care services may be paid separately in addition to a procedure with a global 
surgical period if the critical care is unrelated to the surgical procedure. 

• Preoperative and/or postoperative critical care may be paid in addition to the 
procedure if the patient is critically ill (meets the definition of critical care) and 
requires the full attention of the physician, and the critical care is above and beyond 
and unrelated to the specific anatomic injury or general surgical procedure 
performed (e.g., trauma, burn cases).

• CMS is creating a new modifier for use on such claims to identify that the critical 
care is unrelated to the procedure.

• If care is fully transferred from the surgeon to an intensivist (and the critical care is 
unrelated), the appropriate modifiers must also be reported to indicate the transfer 
of care. Medical record documentation must support the claims.



Teaching Physician Services

• Selection of Level of E/M Services under the Primary Care 
Exception

• Time cannot be used to select visit level.

• Only MDM may be used to select the E/M visit level, to guard 
against the possibility of inappropriate coding that reflects 
residents’ inefficiencies rather than a measure of the total 
medically necessary time required to furnish the E/M services.



Telehealth Services

• Coding and payment policy will be adopted for a longer virtual check-in 
service

• Geographic restrictions removed

• Home of beneficiary added as an originating site for mental health

• There must be an in-person, non-telehealth service with the provider 
within twelve months prior to the initial telehealth services

– Exceptions may be made based on beneficiary circumstances

– Documented in the medical record

– More frequent visits are also allowed, based on clinical needs on a case-by-case 
basis



Telehealth Technology for Mental Health

• Audio-only communications technology when used for telehealth services for 
the diagnosis, evaluation, or treatment of mental health disorders furnished to 
established patients in their homes under certain circumstances.

• CMS is limiting the use of an audio-only interactive telecommunications system 
to mental health services furnished by practitioners who have the capability to 
furnish two-way, audio/video communications, but where the beneficiary is not 
capable of, or does not consent to, the use of two-way, audio/video technology.

• A new modifier for services furnished using audio-only communications, which 
would serve to verify that the practitioner had the capability to provide two-way, 
audio/video technology, but instead, used audio-only technology due to 
beneficiary choice or limitations. 

• We are also clarifying that mental health services can include services for 
treatment of substance use disorders (SUDs).



THERAPY SERVICES

Physical Therapy and Occupational Therapy



Physical Therapy and Occupational Therapy

• CMS, through the use of new modifiers (CQ and CO), will make payment at 85% of 
the Part B payment amount for physical therapy and occupational therapy services 
furnished in whole or in part by physical therapist assistants (PTAs) and occupational 
therapy assistants (OTAs), for dates of service on and after January 1, 2022.

• PFS will allow a timed service to be billed without the CQ/CO modifier in cases when 
a PTA/OTA participates in providing care to a patient with a PT/OT
– The PT/OT meets the Medicare billing requirements for the timed service without the minutes 

furnished by the PTA/OTA by providing more than the 15-minute midpoint

• Also known at the 8-minute rule



PT/OT de minimus standard
• When the PTA/OTA independently furnishes a service, or a 15-minute 

unit of a service “in whole” without the PT/OT furnishing any part of the 
same service.

• In instances where the service is not defined in 15-minute increments 
including: supervised modalities, evaluations/reevaluations, and group 
therapy.

• When the PTA/OTA furnishes eight minutes or more of the final unit of a 
billing scenario in which the PT/OT furnishes less than eight minutes of 
the same service.

• When both the PTA/OTA and the PT/OT each furnish less than eight 
minutes for the final 15-minute unit of a billing scenario.



Medicare Payment Rates

• For 2022, CMS finalized the proposed Conversion Factor 

• Physicians $33.59  (-$1.30) 

• Anesthesia $21.0442
• (a decrease of -3.75% and -2.39%, respectively, over final 2021 rates)

• Appropriate Use Criteria (AUC)
• Delay the payment penalty phase of the Appropriate Use Criteria (AUC) program to 

• Jan. 1, 2023, or 

• Jan. 1 that follows the end of the COVID-19 public health emergency (PHE),

• whichever is later



EVALUATION AND MANAGEMENT

Understand the latest standard guiding E/M office visits



AMA’s March 9, 2021 Revisions

• Medical decision making is revised in the following ways:

• Clarifying when reporting a test that is considered, but not selected after shared 
decision making.

• Providing a definition of “Analyzed” for reporting tests in the data column.

• Clarifying the definition of a “unique” test.

• Clarifying what is meant by “discussion” between physicians, and other qualified 
health care professionals and patients.

• Providing a definition of major vs. minor surgery.

• Clarification around which activities are not counted when reporting 
time as a key criterion for code level selection.



Ordering a test

• Ordering a test may include those considered, but not selected 
after shared decision making. 

• For example, a patient may request diagnostic imaging that is 
not necessary for their condition and discussion of the lack of 
benefit may be required.

• Alternatively, a test may normally be performed, but due to 
the risk for a specific patient it is not ordered. 

• These considerations must be documented



Tests

• Tests are imaging, laboratory, psychometric, or physiologic data

• A clinical laboratory panel (eg, basic metabolic panel [80047]) 
is a single test

• Unique Test

– The differentiation between single or multiple unique tests is defined 
in accordance with the CPT code set. 

– For the purposes of data reviewed and analyzed, pulse oximetry is 
not a test



Medical Decision Making clarification

• The ordering and actual performance and/or interpretation of 
diagnostic tests/studies during a patient encounter are not included in 
determining the levels of E/M services when the professional 
interpretation of those tests/studies is reported separately by the 
physician or other qualified health care professional reporting the E/M 
service. 

• Tests that do not require separate interpretation (eg, tests that are 
results only) and are analyzed as part of MDM do not count as an 
independent interpretation but may be counted as ordered or reviewed 
for selecting an MDM level. 



Number and Complexity of Problems 
Addressed

• The final diagnosis for a condition does not, in and of itself, determine the 
complexity or risk, as extensive evaluation may be required to reach the conclusion 
that the signs or symptoms do not represent a highly morbid condition. 

• Presenting symptoms that are likely to represent a highly morbid condition may 
“drive” MDM even when the ultimate diagnosis is not highly morbid. 

• The evaluation and/or treatment should be consistent with the likely nature of the 
condition. 

• Multiple problems of a lower severity may, in the aggregate, create higher risk due 
to interaction



Combination of Data Elements

• A combination of different data elements, for example, a 
combination of notes reviewed, tests ordered, tests reviewed, 
or independent historian, allows these elements to be 
summed. 

• It does not require each item type or category to be 
represented. 

• A unique test ordered, plus a note reviewed and an 
independent historian would be a combination of three 
elements.



Discussion

• Discussion requires an “interactive” exchange

• Direct, not through intermediaries (clinical staff or trainees)

• Written exchanges (progress notes) does not qualify

• Discussion does not need to be on the date of the encounter, 
but it is counted once when it is used in the MDM of the 
encounter

• It may be asynchronous (not in person) 

• Must be initiated and completed within a short time period (a 
day or two)



Independent Historian

• The independent history does not need to be obtained in 
person but does need to be obtained directly from the 
historian providing the independent information



Risk

• One element used in selecting the level of service is the risk of 
complications and/or morbidity or mortality of patient management at 
an encounter. 

• This is distinct from the risk of the condition itself

• The risk of patient management criteria applies to the patient 
management decisions made by the reporting physician or other 
qualified health care professional as part of the reported encounter



Surgery Risk

• Minor or Major: The classification of surgery into minor or major is based on the common 
meaning of such terms when used by trained clinicians, similar to the use of the term “risk.” 
– These terms are not defined by a surgical package classification. 

• Elective or Emergency: Elective procedures and emergent or urgent procedures describe the 
timing of a procedure when the timing is related to the patient’s condition. 
– An elective procedure is typically planned in advance (eg, scheduled for weeks later), while an 

emergent procedure is typically performed immediately or with minimal delay to allow for 
patient stabilization. Both elective and emergent procedures may be minor or major procedures. 

• Risk Factors, Patient or Procedure: Risk factors are those that are relevant to the patient and 
procedure. 
– Evidence-based risk calculators may be used, but are not required, in assessing patient and 

procedure risk



Intensive Monitoring for Toxicity

• Therapeutic agent that has the potential to cause serious morbidity or 
death

• Monitoring is performed for assessment of adverse effects and not 
primarily for assessment of therapeutic efficacy

• May be patient-specific is some cases

• Long term or short term

• Not less than quarterly

• Laboratory test, physiologic test or imaging

• History and exam does not qualify



Services Reported Separately

• Any specifically identifiable procedure or service (ie, identified with a 
specific CPT code) performed on the date of E/M services may be 
reported separately

• If a test/study is independently interpreted in order to manage the 
patient as part of the E/M service, but is not separately reported, it is 
part of MDM

• For Time-Based E/M coding, do not count the time spent on services 
reported separately



Time Revisions

• Do not count time spent on the following:

– The performance of other services that are reported separately

– Travel

– Teaching that is general and not limited to discussion that is required 
for the management of a specific patient



NEW CPT CODES

Discover new codes, including an expansion of chronic care management (CCM) 
services, that offer new revenue 



CPT Code Changes

• Nearly 250 new CPT codes will be implemented on January 1, 
2022

– 24 vaccine-specific codes for Coronavirus (SARS-CoV-2)

• August 2021 2 new vaccine-administration codes for use in 3rd dose COVID-19 
vaccines from Pfizer and Moderna

• October 2021 8 new vaccine administration codes to report Pfizer tris-
sucrose, Pfizer and Moderna Boosters



Therapeutic Remote Monitoring
CPT Code Description

98975 Remote therapeutic monitoring (eg, respiratory system status, musculoskeletal system status, therapy 
adherence, therapy response); initial set-up and patient education on use of equipment

98976 Remote therapeutic monitoring (eg, respiratory system status, musculoskeletal system status, therapy 
adherence, therapy response); device(s) supply with scheduled (eg, daily) recording(s) and/or programmed 
alert(s) transmission to monitor respiratory system, each 30 days

98977 Remote therapeutic monitoring (eg, respiratory system status, musculoskeletal system status, therapy 
adherence, therapy response); device(s) supply with scheduled (eg, daily) recording(s) and/or programmed 
alert(s) transmission to monitor musculoskeletal system, each 30 days

98980 Remote therapeutic monitoring treatment management services, physician or other qualified health care 
professional time in a calendar month requiring at least one interactive communication with the patient or 
caregiver during the calendar month; first 20 minutes

98981 Remote therapeutic monitoring treatment management services, physician or other qualified health care 
professional time in a calendar month requiring at least one interactive communication with the patient or 
caregiver during the calendar month; each additional 20 minutes (List separately in addition to code for 
primary procedure)



Principal Care Management-
CPT Code Description

99424 Principal care management services, for a single high-risk disease, with the following required elements: one complex 
chronic condition expected to last at least 3 months, and that places the patient at significant risk of hospitalization, 
acute exacerbation/decompensation, functional decline, or death, the condition requires development, monitoring, or 
revision of disease-specific care plan, the condition requires frequent adjustments in the medication regimen and/or the 
management of the condition is unusually complex due to comorbidities, ongoing communication and care coordination 
between relevant practitioners furnishing care; first 30 minutes provided personally by a physician or other qualified 
health care professional, per calendar month

99425 each additional 30 minutes provided personally by a physician or other qualified health care professional, per calendar 
month (List separately in addition to code for primary procedure)

99426 Principal care management services, for a single high-risk disease, with the following required elements: one complex 
chronic condition expected to last at least 3 months, and that places the patient at significant risk of hospitalization, 
acute exacerbation/decompensation, functional decline, or death, the condition requires development, monitoring, or 
revision of disease-specific care plan, the condition requires frequent adjustments in the medication regimen and/or the 
management of the condition is unusually complex due to comorbidities, ongoing communication and care coordination 
between relevant practitioners furnishing care; first 30 minutes of clinical staff time directed by physician or other 
qualified health care professional, per calendar month.

99427 each additional 30 minutes 



Chronic Care Management
CPT Code Description

99439
(code 
added 
1/1/21)

Chronic care management services 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 that 
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 
(List separately in addition to code for primary procedure)

99437
New 
Code

Chronic care management services 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 that 
place the patient at significant risk of death, acute exacerbation/decompensation, or functional decline, 
comprehensive care plan established, implemented, revised, or monitored; each additional 30 minutes by 
a physician or other qualified health care professional, per calendar month (List separately in addition to 
code for primary procedure)



New Collaborative Care Codes

• 99492 CoCM, is used to bill the first 70 minutes in the first 
initial month of collaborative care.

• 99493 CoCM, is used to bill the first 60 minutes in any 
subsequent months of collaborative care.

• 99494 CoCM is used to bill each additional 30 minutes in any 
month. It can be used in conjunction with 99492 or 99493.

• G2214 CoCM, is used to bill for the first 30 minutes in the first 
month of care or any subsequent month.



ICD-10 CHANGES

Social Determinants of Health



Social Determinants of Health

• Required ICD-10 codes for ACO Requirements

• Essential new component of Medical Decision Making using 
the 2021 AMA’s Complexity of Medical Decision Making Grid

• This element can change the complexity of a visit.  

• Documentation in the note must support the SDoH codes

– This may be found in the History section (Social) or HPI

– Can also be added in the Assessment/Plan as appropriate





Social Determinants of Health
• New Codes

• Z55.5 Less than High School Diploma

• Z58.6 Inadequate drinking-water supply



Social Determinants of Health 2022 changes

– Z59.0- Homelessness

• Z59.01 sheltered  or Z59.02 unsheltered 

– Z59.4 Lack of food to include 

• Z59.41 Food insecurity

– Z59.48 Other specified lack of adequate food 

– Z59.8- Other Problems Related to Housing and Economic 
Circumstances providing three new codes 

– Z59.81 Housing instability, housed

– Z59.89 Other problems related to housing and economic circumstances to 
account for foreclosure on loan, isolated dwelling, and problems with 
creditors.



Social Determinants of Health
• Z55 Problems related to education and literacy

ICD-10 Code Description

Z55.0 Illiteracy and low-level literacy

Z55.1 Schooling unavailable and unattainable

Z55.2 Failed school examinations

Z55.3 Underachievement in school

Z55.4 Educational maladjustment and discord with teachers and classmates

Z55.5 Less than a high school diploma

Z55.8 Other problems related to education and literacy

Z55.9 Problems related to education and literacy, unspecified

Excludes: disorders of psychological development F80-F89



Social Determinants of Health

• Z56 Problems related to employment and unemployment

ICD-10 Code Description

Z56.0 Unemployment, unspecified

Z56.1 Change of Job

Z56.2 Threat of job loss

Z56.3 Stressful work schedule

Z56.4 Discord with boss and workmates

Z56.5 Uncongenial work environment

Z56.6 Other physical and mental strain related 
to work



Social Determinants of Health

• Z56.8 Other problems related to employment

ICD-10 Code Description

Z56.81 Sexual harassment on the job

Z56.82 Military deployment status:
Individual (civilian or military) currently 
deployed in theater or in support of military 
war, peacekeeping and humanitarian 
operations

Z56.89 Other problems related to employment

Z56.9 Unspecified problems related to 
employment



Social Determinants of Health

• F59.4 Lack of adequate food

ICD-10 Code Description

Z59.41 Food insecurity

Z59.48 Other specified lack of adequate food

T73.0-T3.0XXS Deprivation of food

T73.0 – T30.XXS Effects of hunger

Z72.4 Inappropriate diet or eating habits

E400-E46 Malnutrition

Z58.6 Inadequate drinking-water supply



Social Determinants of Health
Financial Resources and Housing

ICD-10 Code Description

Z59.5 Extreme Poverty

Z59.6 Low Income

Z59.7 Insufficient social insurance and welfare support

Z59.811 Housing instability, housed, with risk of homelessness

Z59.812 Housing instability, housed, homelessness in past 12 months

Z59.819 Housing instability, housed unspecified

Z59.89 Other problems related to housing and economic circumstances

Z59.9 Problem related to housing and economic circumstances, unspecified



Social Determinants of Health
• Stress and Depression

ICD-10 Code Description

F43.0 Acute stress reaction

F43.11 Post-traumatic stress disorder; acute

F43.12 Post-traumatic stress disorder; chronic

R45.7 State of emotional shock and stress,unspecified

Z86.51 Personal history of combat and operational stress reaction

F32.3 Major depressive disorder, single episode, severe with psychotic features

F32.0 Major depressive disorder, single episode, mild

F32.1 Major depressive disorder, single episode, moderate

F32.2 Major depressive disorder, single episode, severe without psychotic features

F53.0 Postpartum depression



Social Determinants of Health

• Lack of social connection

ICD-10 Description

Z60.2 Problems related to living alone

Z60.0 Problems of adjustment to life-cycle transitions (empty nest, 
retirement, phase)

Z60.3 Acculturation difficulty (migration, social transplantation)

Z60.4 Social exclusion and rejection (personal characteristics such as 
physical appearance, illness or behavior)

Z60.5 Target of (perceived) adverse discrimination and persecution

Z60.8 Other problems related to social environment



Social Determinants of Health

• Lack of Transportation

• There are no ICD-10 codes related to transportation, some 
advocates have suggested use of lack of funds

• Today, use Z59.6 low income

– Future codes may include:

• Z59.641 Unable to pay for transportation for medical appointments or 
prescriptions

• Z59.642 Unable to pay for transportation unrelated to health care-work 

• Z59.643 Unable to pay for transportation unrelated to health care-getting 
things needed for daily living



Social Determinants of Health

• Tobacco, Alcohol and Drug Abuse (partial list)

ICD-10 Code Description

F17.2 Nicotine dependence, cigarettes

F12.150 Cannabis abuse with psychotic disorder with delusions

F11.13 Opioid abuse with withdrawal

F10.131 Alcohol abuse with withdrawal delirium

F14.13 Cocaine abuse, unspecified with withdrawal

Z72.0 Tobacco use



Social Determinants of Health

• Lack of Physical Activity, High risk sexual behavior

ICD-10 Code Description

Z72.3 Lack of Physical exercise

Z72.51 High risk heterosexual behavior

Z72.52 High risk homosexual behavior

Z72.53 High risk bisexual behavior



Social Determinants of Health

• Abuse and Domestic Violence

ICD-10 Code Description

Z91.410 Personal history of adult physical and sexual abuse 

T74.11, T76.11 Current adult physical abuse

T74.21, T76.11 Current adult sexual abuse

Z91.411 Personal history of adult psychological abuse

Z91.412 Personal history of adult neglect

Z91.42 Personal history of forces labor or sexual exploitation



Takeaway

• Notes should support all “reportable” ICD-10 Codes

• MEAT – was the condition

– Managed, Evaluated, Assessed, Treated?

• Remember to report all chronic conditions addressed

• Order of diagnoses- Primary reason listed first, etc

• Link diagnosis and procedure

• SDoH and risks that affected management



• Questions and Answers


