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Keratinocyte carcinoma, which includes basal cell and cuta-
neous squamous cell carcinomas, is common, and the inci-
dence is increasing. According to the Centers for Medicare 
and Medicaid Services, the estimated number of keratino-
cyte carcinomas diagnosed in the United States in 2012 was 
more than 5.4 million.1 The treatment costs for such cancers 
are high. From 2007 to 2011, the average annual cost for skin 
cancer treatment in the United States was $8.1 billion.2 The 
article by Firnhaber in this issue discusses available treat-
ment options, which allows treatment to be tailored to min-
imize the functional and cosmetic consequences of these 
cancers while maximizing cure rates.3 A small proportion 
of cutaneous squamous cell carcinomas have the potential 
to metastasize;​ however, keratinocyte carcinoma has a very 
low risk of death with an incidence of 7,000 per 100,000 but 
a mortality rate of only 0.44 per 100,000.1,4,5

The morbidity and costs associated with keratinocyte 
carcinoma have led to significant attention on prevention, 
including clinical counseling on reducing sun exposure 
and limiting tanning bed use, and public health messages 
about sunscreen use.6,7 In addition to prevention, some have 
advocated systematic screening to reduce the burden of skin 
cancer, including keratinocyte carcinoma.

The decision of whether or not to screen people who are 
at average risk for skin cancer is challenging. Most of the 
discussion about skin cancer screening has focused on mel-
anoma because it is much more deadly than keratinocyte 
carcinoma. The decision to screen for skin cancer depends 
on if screening for melanoma (i.e., a systematic examination 
in the absence of specific patient symptoms or concerns) 
would be more effective in reducing melanoma mortality 
compared with usual care (i.e., an opportunistic exam-
ination or examination in response to patient concerns). 
Targeted screening for melanoma based on risk might be 
a more effective strategy, whether based on age alone;​ or by 
assessing for common, weak risk factors such as the pres-
ence of fair skin;​ or less common but stronger risk factors 
such as immunosuppression after organ transplantation, 
greater than 100 atypical moles, or a personal or family his-
tory of melanoma.

Unfortunately, no high-quality randomized trials have 
assessed whether screening for melanoma is more effective 
than usual care for reducing melanoma-related mortality;​ 
therefore, it is even harder to address screening practices for 

keratinocyte carcinoma. The U.S. Preventive Services Task 
Force has determined that evidence is insufficient to recom-
mend for or against screening for adults based on limited 
evidence for melanoma. The U.S. Preventive Services Task 
Force did not systematically review the evidence about kera-
tinocyte carcinoma because of the presumed limited impact 
on mortality.8,9

The decision to screen for skin cancer should ideally incor-
porate all positive and negative consequences of screening, 
including the effect of screening on the detection and treat-
ment of keratinocyte carcinoma. A visual screening exam-
ination will inevitably detect keratinocyte carcinoma and 
its precursors. This would seem to be an advantage because 
screening could detect keratinocyte carcinoma earlier when 
it could be treated with less involved or expensive treat-
ments that reduce cosmetic and functional morbidity. How-
ever, screening will also detect some lesions that would be 
defined pathologically as cancer, but that would never actu-
ally progress to cause any symptoms or disability. This phe-
nomenon of overdiagnosis results in treatment that would 
not have been required to maintain function or quality of 
life. Apart from overdiagnosis, false-positive screening 
results may cause worry, the need for additional visits, and 
potential scarring at the biopsy site. Therefore, systematic 
screening could increase costs and harms.

A German study on the effectiveness of skin cancer 
screening found that the number of keratinocyte carci-
nomas detected increased by 34% for men and 47% for 
women.10 Most of the increase in detection was on body 
sites that are usually covered by clothing. Despite increases 
in incidence, there was no discernable effect on mortality. 
Mortality rates from keratinocyte carcinoma across Ger-
many have been mostly stable or have slightly decreased 
over time.11 Unfortunately, physicians are unable to deter-
mine which individual keratinocyte carcinomas will prog-
ress to cause disability or metastasize;​ therefore, physicians 
should diagnose and treat each lesion with the goal of max-
imum treatment effect.

Patients or family members often detect keratinocyte 
carcinomas present in visible areas before they have caused 
significant morbidity. This makes it more difficult for sys-
tematic screening to be beneficial in comparison with usual 
care. The opportunity to reduce the currently unmet bur-
den of care from keratinocyte carcinoma may come from 
reducing the time from incidental detection to localized 
treatment, especially for patients with limited access to 
care because of a lack of health insurance or local treat-
ment resources. The issue of whether or not to screen for 
skin cancer must be resolved by answering if systematic 
screening reduces mortality from melanoma, which would 
require a large, randomized trial. Compared with usual 
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care, potential effects of screening on morbidity 
and mortality from keratinocyte carcinoma are 
at most small, and screening cannot be justified 
based on the impact on keratinocyte carcinoma 
alone.
Address correspondence to Michael P. Pignone, MD, 
MPH, MACP, at pignone@​austin.utexas.edu. Reprints 
are not available from the authors.

Author disclosure:​ No relevant financial affiliations.

References
	 1. 	Rogers HW, Weinstock MA, Feldman SR, et al. Incidence 

estimate of nonmelanoma skin cancer (keratinocyte car-
cinomas) in the U.S. population, 2012. JAMA Dermatol. 
2015;​151(10):​1081-1086.

	 2. 	Guy GP, Machlin SR, Ekwueme DU, et al. Prevalence and 
costs of skin cancer treatment in the U.S., 2002-2006 and 
2007-2011. Am J Prev Med. 2015;​48(2):183-187.

	 3. 	Firnhaber JM. Basal cell and cutaneous squamous cell 
carcinomas:​ diagnosis and treatment. Am Fam Physician. 
2020;​102(6):​339-346. Accessed September 15, 2020. 
https://​www.aafp.org/afp/2020/0915/p339.html

	 4. 	Karia PS, Han J, Schmults CD. Cutaneous squamous cell 
carcinoma:​ estimated incidence of disease, nodal metas-

tasis, and deaths from disease in the United States, 2012. 
J Am Acad Dermatol. 2013;​68(6):​957-966.

	 5. 	Weinstock MA, Bogaars HA, Ashley M, et al. Nonmela-
noma skin cancer mortality. A population-based study. 
Arch Dermatol. 1991;​127(8):​1194-1197.

	 6. 	U.S. Preventive Services Task Force;​ Grossman DC, Curry 
SJ, Owens DK, et al. Behavioral counseling to prevent skin 
cancer:​ US Preventive Services Task Force recommenda-
tion statement. JAMA. 2018;​319(11):​1134-1142.

	 7. 	Sandhu PK, Elder R, Patel M, et al;​ Community Preventive 
Services Task Force. Community-wide interventions to 
prevent skin cancer:​ two Community Guide systematic 
reviews. Am J Prev Med. 2016;​51(4):​531-539.

	 8. 	U.S. Preventive Services Task Force;​ Bibbins-Domingo K, 
Grossman DC, Curry SJ, et al. Screening for skin cancer:​ 
US Preventive Services Task Force recommendation state-
ment. JAMA. 2016;​316(4):​429-435.

	 9. 	Wernli KJ, Henrikson NB, Morrison CC, et al. Screening for 
skin cancer in adults:​ updated evidence report and sys-
tematic review for the US Preventive Services Task Force. 
JAMA. 2016;​316(4):​436-447.

	10. 	Eisemann N, Waldmann A, Geller AC, et al. Non-melanoma 
skin cancer incidence and impact of skin cancer screening 
on incidence. J Invest Dermatol. 2014;​134(1):​43-50.

	11. 	Leiter U, Keim U, Eigentler T, et al. Incidence, mortality, 
and trends of nonmelanoma skin cancer in Germany. 
J Invest Dermatol. 2017;​137(9):​1860-1867. ■

Offi ce visit evaluation and management coding guidelines 
change January 1, 2021. Ensure you receive accurate payment 
with the AAFP’s new E/M reference card. Use this reference 
card to:

• Understand the new guidelines
• Select the appropriate code based on total time or MDM
• Reduce documentation time 

E/M Coding Changes are Coming
Are You Ready?

Preorder your card today!
Orders will begin shipping by January 15, 2021.

aafp.org/emcodingaafp.org/emcoding

2021 Office Visit Evaluation and Management Coding and Documentation
Reference Card

Evaluation and management (E/M) office visit codes (99202-99205 and 99211-99215) are the family  

physician’s bread and butter. Understanding how to appropriately document and code E/M visits can  

optimize payment, decrease administrative burden, and reduce the stress associated with potential audits.
This guidance is not all-inclusive. It is meant as a quick reference for daily use in the clinic setting. For further clarification, please 

refer to the Evaluation and Management Services Guide published by the Centers for Medicare & Medicaid Services (CMS) 

and the Current Procedural Terminology (CPT®) code set published by the American Medical Association (AMA).

DPA20011625

CODE SELECTION METHODSThe level of service for CPT codes 99202-99205 and 99212-99215 is selected by using either total time spent on the date of the encounter or 

medical decision making. 
The 2021 E/M documentation guidelines do not include history and exam as elements of code selection. The physician or other qualified health 

care professional (QHP) should determine the nature and extent of the history and/or exam performed. There are no specific documentation 

requirements, so the physician or other QHP should use clinical judgment to determine appropriate documentation of history and/or exam. 

 

CODE SELECTION USING TOTAL TIMEWhen total time is used to select the level of E/M service, it is defined by the 2021 CPT code descriptor noted in Table 1 and includes all services 

listed in the guidelines below. Please note: midpoint calculations are no longer necessary for the times associated with CPT codes 99202-99205 

and 99212-99215, and there is no longer a need to be concerned with how much of the time is spent in counseling or coordination of care.
Table 1. Office Visit E/M Total Time

Level 1
Level 2

Level 3
Level 4

Level 5

New Patient --
99202 (15-29 min.) 99203 (30-44 min.) 99204 (45-59 min.) 99205 (60-74 min.)

Established Patient 99211 (see specific guidance on back page)
99212 (10-19 min.) 99213 (20-29 min.) 99214 (30-39 min.) 99215 (40-54 min.)

2021 GUIDELINES FOR CALCULATING TOTAL TIME Code selection using total time should be based on the total time spent in care of the patient on the date of the encounter. Total time includes face-

to-face and non-face-to-face time personally spent by the physician and/or other QHPs on the date of the encounter. The total time does not include 

time normally spent by clinical staff. 
Physician/other QHP time includes the following: • Time spent in visit preparations, which may include review of previous test results 
• Time spent obtaining a history or reviewing a separately obtained history 
• Time spent in a medically appropriate examination and/or evaluation 
• Time spent counseling and educating the patient/family/caregiver 
• Time spent ordering medications, tests, or procedures • Time spent referring and communicating with other health care professionals (if this service is not being separately reported) 

• Time spent documenting clinical information in the patient’s electronic health record (EHR) or other health record 

• Time spent independently interpreting results (if this service is not being separately reported) and communicating those results to the patient/

family/caregiver*
• Time spent in care coordination that is not being separately reported

 
* If the physician’s interpretation of the results of diagnostic tests/studies includes preparation of a separate and distinct signed report, it may be reported with an 

additional CPT code and, when appropriate, with a modifier appended (e.g., professional component modifier -26). If a test/study is independently interpreted and 

documented in the EHR but is not separately reportable with a distinct CPT code, it is part of the total time. 
Total time spent in care of the patient on the date of the encounter should be clearly documented in the patient’s medical record. Each EHR may 

have a unique way of capturing total time. Please confirm with your vendor the appropriate method to capture total time in a patient’s record. 

ADDITIONAL CODING GUIDANCECPT CODE 99211 
CPT has deleted the level 1 office visit code for new patients.Level 1 office visits for established patients (CPT code 99211) are not based on medical decision making or time. This code is used when the patient 

presents either with a minimal complaint or for a routine service (often previously ordered), such as a blood pressure check. CPT code 99211 does not 

require the presence of a physician or other QHP, but the service is provided under the physician or QHP’s supervision. PRIMARY CARE ADD-ON CODE – GPC1XCreated by CMS, Healthcare Common Procedure Coding System (HCPCS) code GPC1X covers additional face-to-face visit complexity inherent 

to primary care E/M services provided by family physicians and the QHPs who work with them. This code describes visit complexity inherent to 

evaluation and management 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. It is 

applicable to services furnished to a new or established patient and may include aspects of care management, counseling, or treatment of an acute or 

chronic condition. This add-on code is intended to capture the additional resource costs of providing face-to-face primary care services, and CMS has 

said it expects code GPC1X will be reported in addition to most office/outpatient E/M services billed by family physicians.  USE OF MODIFIER -25
Modifier -25 is used to indicate that a significant separately identifiable E/M service has been delivered on the same day as a procedure or other 

service. It should be appended to the E/M CPT code when the evaluation and management service is over and above the usual pre- and post-work of 

the procedure or other service. A different diagnosis for the E/M CPT code is not required, but medical necessity must be documented and support 

both services.

Have you seen the 
patient face to face  
in the last three 
years?

no

Has anyone in your Tax Identification  Number (TIN) within the same specialty  or subspecialty seen the patient in the  last three years?

Select a code from the  Established Patient Category.

Select a code from the  New Patient Category.

Select a code from the  Established Patient Category.

yes

no

yes

How do I determine if a patient is new or established?

Information from Centers for Medicare & Medicaid Services. Evaluation and management services guide. January 2020. Accessed June 9, 2020.  

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/eval-mgmt-serv-guide-icn006764.pdf. Need additional coding support?This is one in a series of coding reference cards from the AAFP. Visit aafp.org/shop to learn about other available resources.

CPT® is trademarked and copyright © 2020 by the American Medical Association. All rights reserved.

CPT® is trademarked and copyright © 2020 by the American Medical Association. All rights reserved.

CODING SCENARIOS USING MDM99213 - Office visit with a 3-year-old female established patient for earache
• The number and complexity of problems addressed is one acute, uncomplicated illness.
• The risk associated with the patient’s care is low.99214 - Office visit with a 55-year-old male established patient for management of stable hypertension and mild fatigue; on beta blocker/thiazide regimen

• The number and complexity of problems addressed is one chronic illness with side effects of treatment.

• The amount and/or complexity of data to be reviewed and analyzed includes more than three orders for unique tests.

• The risk associated with the patient’s care is moderate and includes prescription medication management.
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