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2019 CPT and ICD-10 Update
Doing It Right the First Time
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Topics 

• QPP and MACRA Update
• EM Changes now and in 

the Future
• Surgery Section
• Radiology Changes
• Pathology Changes
• ICD-10 Updates

Some Miscellaneous 
Issues First

The 2019 MPFS conversion 
factor is increasing slightly from 
$35.9996 this year to $36.0391

CMS will not apply the multiple 
procedure payment reduction 
policy to office visits and other 
services done at the same 
encounter.

CMS is continuing to help small 
practices in Year 3 of Quality 
Payment Program (QPP) by 
increasing the small practice bonus 
to six points, but including it in the 
Quality performance category 
score of clinicians in small 
practices instead of as a 
standalone bonus
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QPP and MIPS

CMS also added an additional low-
volume threshold exemption to MIPS 
for next year. To be excluded, providers 
or groups need to meet at least one of 
the following conditions:

1. Have $90,000 or less in Medicare 
Part B allowed charges for covered 
professional services.

2. Provide care to 200 or fewer Part 
B-enrolled patients.

3. Provide 200 or fewer covered 
professional services under the 
PFS.

QPP and MIPS The minimum period for 
each performance 
category remains 
unchanged, so quality 
and cost stay at 12 
months while 
improvement activities 
and promoting 
interoperability remain at 
a continuous 90-day 
period.

However, the weighting 
to the final score of the 
cost and quality 
categories have both 
changed. Cost increases 
from 10 percent to 15 
percent of the total score, 
and quality drops from 50 
percent to 45 percent.
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We proposed to expand this policy to further simplify the 
documentation of history and exam for established patients such that, 

for both of these key components, when relevant information is 
already contained in the medical record, practitioners would only be 

required to focus their documentation on what has changed since the 
last visit or on pertinent items that have not changed, rather than re-
documenting a defined list of required elements such as review of a 
specified number of systems and family/social history. Practitioners 

would still review prior data, update as necessary, and indicate in the 
medical record that they had done so. Practitioners would conduct 
clinically relevant and medically necessary elements of history and 

physical exam, and conform to the general principles of medical record 
documentation in the 1995 and 1997 guidelines. However, 

practitioners would not need to re-record these elements (or parts 
thereof) if there is evidence that the practitioner reviewed and updated 

the previous information. 

Chief Complaint and HPI

Additionally, we are clarifying that for E/M 
office/outpatient visits, for new and established 
patients for visits, practitioners need not re-enter 
in the medical record information on the patient’s 
chief complaint and history that has already been 
entered by ancillary staff or the beneficiary. The 
practitioner may simply indicate in the medical 
record that he or she reviewed and verified this 
information; and
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Review and Validated
For established patient office/outpatient 
visits, when relevant information is already 
contained in the medical record, practitioners 
may choose to focus their documentation on 
what has changed since the last visit, or on 
pertinent items that have not changed, and 
need not re-record the defined list of required 
elements if there is evidence that the 
practitioner reviewed the previous 
information and updated it as needed. 
Practitioners should still review prior data, 
update as necessary, and indicate in the 
medical record that they have done so.

Teaching 
Physicians and 
Residents

Removal of potentially duplicative 
requirements for notations in medical 
records that may have previously been 
included in the medical records by 
residents or other members of the 
medical team for E/M visits furnished by 
teaching physicians.
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New HCPCS 
Codes for 
2019

Brief communication 
technology-based service, e.g. 
virtual check-in (HCPCS code 
G2012) and

Remote evaluation of 
recorded video and/or images 
submitted by an established 
patient (HCPCS code G2010)
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G2012

(Brief communication technology-based service, 
e.g. virtual check-in, by a physician or other 
qualified health care professional who can report 
evaluation and management services, provided 
to an established patient, not originating from a 
related E/M service provided within the previous 
7 days nor leading to an E/M service or 
procedure within the next 24 hours or soonest 
available appointment; 5-10 minutes of medical 
discussion)

G2010

(Remote evaluation of recorded video and/or 
images submitted by an established patient (e.g., 
store and forward), including interpretation with 
follow-up with the patient within 24 business 
hours, not originating from a related E/M service 
provided within the previous 7 days nor leading 
to an E/M service or procedure within the next 
24 hours or soonest available appointment)
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Definitions

Practitioners could be separately 
paid for the brief communication 
technology-based service when the 
patient checks in with the 
practitioner via telephone or other 
telecommunications device to 
decide whether an office visit or 
other service is needed. This would 
increase efficiency for practitioners 
and convenience for beneficiaries.

Similarly, the service of remote 
evaluation of recorded video and/or 
images submitted by an established 
patient would allow practitioners to 
be separately paid for reviewing 
patient-transmitted photo or video 
information conducted via pre-
recorded “store and forward” video 
or image technology to assess 
whether a visit is needed.

2021 Changes

Reduction in the payment variation for E/M 
office/outpatient visit levels by paying a single 
rate for E/M office/outpatient visit levels 2 
through 4 for established and new patients while 
maintaining the payment rate for E/M 
office/outpatient visit level 5 in order to better 
account for the care and needs of complex 
patients;
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2021 Changes

Permitting practitioners to choose to document E/M office/outpatient level 2 
through 5 visits using medical decision-making or time instead of applying the 
current 1995 or 1997 E/M documentation guidelines, or alternatively 
practitioners could continue using the current framework;

2021 Changes

Beginning in CY 2021, for E/M office/outpatient levels 2 through 5 visits, we will 
allow for flexibility in how visit levels are documented - specifically, a choice to use 
the current framework, MDM, or time. For E/M office/outpatient level 2 through 4 
visits, when using MDM or current framework to document the visit, we will also 
apply a minimum supporting documentation standard associated with level 2 visits. 
For these cases, Medicare would require information to support a level 2 E/M 
office/outpatient visit code for history, exam and/or medical decision-making; 
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2021 Changes
When time is used to document, 
practitioners will document the medical 
necessity of the visit and that the billing 
practitioner personally spent the required 
amount of time face-to-face with the 
beneficiary;

2021 Changes

Implementation of add-on codes that 
describe the additional resources inherent 
in visits for primary care and particular kinds 
of non-procedural specialized medical care, 
though they would not be restricted by 
physician specialty. These codes would only 
be reportable with E/M office/outpatient 
level 2 through 4 visits, and their use 
generally would not impose new per-visit 
documentation requirements. 
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2021 Changes

Adoption of a new “extended visit” add-on code 
for use only with E/M office/outpatient services. 
To report extended time for E/M office and other 
outpatient E/M services when face-to-face time 
exceeds 34 minutes for an established patient or 
38 minutes for a new patient whose E/M service 
is reported as level 2 through 4 and to report a 
level 5 code with prolonged service add-on code 
when face-to-face time exceeds 69 minutes for 
established patients or 89 minutes for new 
patients.

CPT Changes 2019
The new current procedural terminology 
(CPT®) codes have been released with 335
code changes in 2019.  There were many 
code revisions with guideline, description 
and instructional note changes.   Let’s look at 
the highlights of many new CPT codes for 
2019.
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Remote Monitoring

99453: 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: 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

Remote Monitoring

99457 (Remote physiologic monitoring treatment 
management services, 20 minutes or more of clinical 
staff/physician/other qualified health care professional 
time in a calendar month requiring interactive 
communication with the patient/caregiver during the 
month)

Use 99457 for time spent managing care when patients or the 
practice do not meet the requirements to report more specific 
services - CPT explains.
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99091

Differences

The Rule states that CPT Code 99457 describes only professional time 
and “therefore cannot be furnished by auxiliary personnel incident to 

a practitioner’s professional services.”
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More to 
Come…

CMS stated in the Rule that it plans to issue 
further guidance to help practitioners and 
stakeholders determine the scope of service and 
better interpret the code descriptors listed above. 
Specifically, we can expect guidance on (i) the 
types of technology that can be used to provide 
these new RPM services, (ii) whether the 
descriptor for CPT Code 99454 includes 
transmissions that occur other than daily, and (iii) 
whether CPT Code 99453 can be furnished via 
telecommunication technology.

Fee Data
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Interprofessional Consults

99446: Interprofessional telephone/Internet assessment and management 
service provided by a consultative physician including a verbal and written 
report to the patient's treating/requesting physician or other qualified health 
care professional; 5-10 minutes of medical consultative discussion and review

99447: Same as 99446, but 11-20 minutes of medical consultative discussion 
and review

99448: Same as 99446, but 21-30 minutes of medical consultative discussion 
and review

99449: Same as 99446, but 31 minutes or more of medical consultative 
discussion and review

Interprofessional Consults
99451 (Interprofessional telephone/Internet/electronic health record 
assessment and management service provided by a consultative physician, 
including a written report to the patient’s treating/requesting physician or 
other qualified health care professional, 5 minutes or more of medical 
consultative time) 

*99452 (Interprofessional telephone/Internet/electronic health record 
referral service[s] provided by a treating/requesting physician or other 
qualified health care professional, 30 minutes)
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Interprofessional Consults
• 99446 $17.92 

• 99447 $35.52 

• 99448 $53.44 

• 99449 $71.04 

• 99451 $36.56 

• 99452 $36.56 

New for 
2019
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FNAB and a Core Needle Biopsy (CNB)

The FNAB involves 
aspiration of material with 

a fine needle and 
cytological examination of 

the cells. 

A core needle biopsy 
involves obtaining a core 
sample with a larger bore 

needle and histopathologic 
examination of the tissue

2019 
FNAB Codes

10021 (Fine needle aspiration biopsy; without 
imaging guidance) will be revised to state “Fine 
needle aspiration biopsy; without imaging 
guidance; first lesion.” When appropriate, a 
provider would report a new add-on code: 

10004 (Each additional lesion [List separately in 
addition to code for primary procedure]). 

Four more primary and add-on pairings will be 
available to report FNAB with 

(10005-10006) – Ultrasound;
(10007-10008) – Fluoroscopy;
(10009-10010) – CT; or
(10011-10012) – MRI 
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Allowables

10004 $51.88 

10005 $122.57 

10006 $59.67 

10007 $269.89 

10008 $152.79 

10009 $438.57 

10010 $265.55 

10021 $94.70 
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Biopsy Codes Deleted

+11101 (…; each separate/additional lesion [List separately in addition to 
code for primary procedure]) 

11100 (Biopsy of skin, subcutaneous tissue and/or mucous membrane 
[including simple closure], unless otherwise listed; single lesion); and

11102 (Tangential biopsy of skin [e.g., shave, scoop, saucerize, curette]; single lesion) 
and 

+11103 (…, each separate/additional lesion [List separately in addition to code for 
primary procedure]

The definition states that the biopsy is performed - with a sharp blade, such as a flexible 
biopsy blade, obliquely oriented scalpel or curette to remove a sample of epidermal 
tissue with or without portions of the underlying dermis

11104 Punch biopsy of skin, single lesion

+11105 (…; each separate/additional lesion [List separately in addition to code for 
primary procedure]) also includes a simple closure 

11106 Incisional biopsy of skin, single lesion

+11107 (…; each separate/additional lesion [List separately in addition to code for 
primary procedure]) also includes a simple closure
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Allowables

11102 $93.68 

11103 $50.62 

11104 $117.76 

11105 $58.06 

11106 $142.57 

11107 $68.50 

Vulvectomy 
Notes
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Non-Image 
Guided Services

In addition, the new guidance warns 
practices that nonimage-guided tracking or 
localization – such as radar should not be 
reported with radiology codes. 

According to CPT: - Imaging guidance 
should only be reported when an 
imaging modality (e.g., radiography, 
fluoroscopy, ultrasonography, magnetic 
resonance imaging, computed 
tomography, or nuclear medicine) is used 
and is appropriately documented the 
new guidance states.

Here It Is In 
Writing

According to the supervision and interpretation, imaging 
guidance section, all imaging guidance codes require 
image documentation in the patient chart and a 
description of the image guidance in the procedure note.

Radiological supervision and interpretation (S & I) 
documentation must include documentation in the 
patient’s “permanent record” and a procedure or 
separate image report “that includes written 
documentation of interpretive findings of information 
contained in the images and radiologic supervision of the 
service.”

In addition, new text in the written reports section states 
that for the purposes of descriptors for imaging services, 
the images “must contain anatomic information unique 
to the patient for which the imaging service is provided.”
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Breast MRI 
Procedures

CPT codes 77058 and 77059 
were deleted.
Four new breast MRI 
procedures were added 
(77046-77049). Codes are 
selected based on laterality 
(unilateral vs. bilateral) and 
with or without contrast 
material.  

Breast MRI 
Images

77046 Magnetic resonance imaging, breast, without contrast 
material unilateral

77047 bilateral 

77048 Magnetic resonance imaging, breast, without and with 
contrast material(s), including computer-aided detection (CAD 
real-time lesion detection, characterization and pharmacokinetic 
analysis), when performed unilateral 3 CPT Changes: 

77049 bilateral 
(77051 has been deleted. To 
report, see 77065, 77066) 
(77052 has been deleted. To 
report, use 77067
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Pathology 
Changes

Due to frequent use, many services 
previously classified with the Tier 2
molecular pathology codes are now 
described using standalone Tier 1 
codes like 81171-81183

The BRCA1 & BRCA2 codes have 
also been revised due to changes in 
clinical practice and are listed under 
Tier 1 codes
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New Flu 
Vaccine

CPT code 90689 was 
added to report an 

inactivated adjuvanted 
preservative free flu 

vaccination.

Chapter 4
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Chapter 5

Chapter 11
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Chapter 13

Chapter 15
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