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Practice Guidelines

Influenza Vaccination:​ Updated  
2020-2021 Recommendations from ACIP

Published online September 10, 2020.

The Centers for Disease Control and Prevention’s 
Advisory Committee on Immunization Practices (ACIP) 
has released its recommendations for routine influenza vac-
cination in the 2020-2021 season. Updates this year include 
the antigenic composition of seasonal influenza vaccines 
available in the United States, the addition of two new influ-
enza vaccines for use in people 65 years and older, and new 
contraindications and precautions for the use of live attenu-
ated influenza vaccine (LAIV).

Because the 2020-2021 influenza season will coincide 
with the coronavirus disease 2019 (COVID-19) pandemic, 
vaccination of people six months and older is of particu-
lar importance to reduce symptoms that could be confused 
with those of COVID-19 and to alleviate stress on the health 
care system. During the 2017-2018 influenza season, which 
had an unusually long duration of widespread influenza 
activity and high hospitalization rates, vaccination was cal-
culated to have prevented an estimated 7.1 million illnesses, 
3.7 million medical visits, 109,000 hospitalizations, and 
8,000 deaths.

Influenza vaccination is recommended for all people six 
months and older who do not have contraindications. Vac-
cination is most effective if received by the end of October, 
although a vaccine administered in December or later is 
likely still beneficial. Children six months to eight years of 
age who are not known to have received at least two doses 
of influenza vaccine at least four weeks apart before July 1, 
2020, require two doses of vaccine this season and should 
receive the first dose when the vaccine is available so the 
second dose can be administered by the end of October. For 
people who require only one dose this season, immunity 
will be best with vaccination in September or October, par-
ticularly among older adults. Influenza vaccination can be 
delayed in people with suspected or confirmed COVID-19 
until they are no longer acutely ill.

Inactivated influenza vaccines, recombinant influenza 
vaccine, and LAIV are available for the 2020-2021 influ-
enza season (Table 1). Standard-dose and high-dose, unad-
juvanted, inactivated influenza vaccines are available in 
quadrivalent formulations. Adjuvanted inactivated vaccines 
are available in trivalent and quadrivalent formulations. 
Recombinant influenza vaccine and LAIV are available in 
quadrivalent formulations. For the 2020-2021 influenza 
season, all inactivated vaccines are egg based, except for 
Flucelvax Quadrivalent, which is cell culture based, and 
Flublock Quadrivalent, a recombinant vaccine. People with 
egg allergy can receive any vaccine, although those with a 
history of severe allergy to egg should be supervised in a 
health care setting after administration.

The composition of the 2020-2021 U.S. influenza vac-
cines includes updates to the influenza A(H1N1)pdm09, 
influenza A(H3N2), and influenza B/Victoria lineage com-
ponents. These updated components are included in the 
trivalent and quadrivalent vaccines. Quadrivalent vaccines 
include an additional influenza B virus component from 
the B/Yamagata lineage, which is unchanged from the 2019-
2020 season.

Two new vaccines are available this season for older adults:​ 
Fluzone High-Dose Quadrivalent, which replaces the triva-
lent high-dose formulation, and Fluad Quadrivalent.

LAIV may be used intranasally in children at least two 
years of age and in adults up to 49 years of age. LAIV should 
not be used in pregnant women. Newly added contraindica-
tions for the use of LAIV include anatomic and functional 
asplenia;​ active communication between the cerebrospinal 
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Key Points for Practice

• � Influenza vaccination continues to be recommended for 
all people six months and older and is especially import-
ant during the COVID-19 pandemic to reduce health care 
system burden.

• � Vaccination in September or October is most effective, 
especially for older adults.

• � Two new high-dose quadrivalent vaccines are available 
for patients 65 years and older.
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TABLE 1

Influenza Vaccines—United States, 2020-2021 Influenza Season

Trade name Formulation Age indication 

Hemagglutinin or 
virus count per vac-
cine virus (per dose) 

Route of 
administration

Mercury from 
thimerosal (mcg 
per 0.5 mL) 

IIV4, standard dose, egg based*

Afluria Quadrivalent 0.25-mL prefilled syringe† 6 to 35 months 7.5 mcg per 0.25 mL IM‡ —

0.5-mL prefilled syringe† ≥ 3 years 15 mcg per 0.5 mL IM‡ —

5.0-mL multidose vial† ≥ 6 months 
(needle/syringe)

18 to 64 years 
(jet injector)

7.5 mcg per  
0.25 mL/15 mcg  
per 0.5 mL

IM‡ 24.5

Fluarix Quadrivalent 0.5-mL prefilled syringe ≥ 6 months 15 mcg per 0.5 mL IM‡ —

Flulaval Quadrivalent 0.5-mL prefilled syringe ≥ 6 months 15 mcg per 0.5 mL IM‡ —

Fluzone Quadrivalent 0.5-mL prefilled syringe§ ≥ 6 months 15 mcg per 0.5 mL IM‡ —

0.5-mL single-dose vial ≥ 6 months 15 mcg per 0.5 mL IM‡ —

5.0-mL multidose vial ≥ 6 months 15 mcg per 0.5 mL IM‡ 25

IIV4, standard dose, cell culture based 

Flucelvax 
Quadrivalent 

0.5-mL prefilled syringe ≥ 4 years 15 mcg per 0.5 mL IM‡ —

5.0-mL multidose vial ≥ 4 years 15 mcg per 0.5 mL IM‡ 25

IIV4, high dose, egg based*

Fluzone High-Dose 
Quadrivalent

0.7-mL prefilled syringe ≥ 65 years 60 mcg per 0.7 mL IM‡ —

IIV4, standard dose, egg based* with MF59 adjuvant

Fluad Quadrivalent 0.5-mL prefilled syringe ≥ 65 years 15 mcg per 0.5 mL IM‡ —

IIV3, standard dose, egg based* with MF59 adjuvant 

Fluad 0.5-mL prefilled syringe ≥ 65 years 15 mcg per 0.5 mL IM‡ —

Recombinant influenza vaccine

Flublok Quadrivalent 0.5-mL prefilled syringe ≥ 18 years 45 mcg per 0.5 mL IM‡ —

Live attenuated influenza vaccine, egg based*

Flumist Quadrivalent 0.2-mL prefilled single-use 
intranasal sprayer

2 to 49 years 106.5-7.5 fluorescent 
focus units per  
0.2 mL

Intranasal —

Note:​ Vaccination providers should consult prescribing information for 2020-2021 influenza vaccines for the most complete and updated infor-
mation. Package inserts for U.S.-licensed vaccines are available at https://​www.fda.gov/vaccines-blood-biologics/approved-products/vaccines-
licensed-use-united-states. Availability of specific products and presentations may change and differ from what is described in this table.

IIV3 = inactivated influenza vaccine, trivalent;​ IIV4 = inactivated influenza vaccine, quadrivalent;​ IM = intramuscular.

*—History of anaphylaxis to egg is a contraindication to the use of most inactivated influenza vaccines and live attenuated influenza vaccine. How-
ever, the Advisory Committee on Immunization Practices recommends that people with a history of less severe egg allergy receive any influenza 
vaccine that is appropriate for their age and health status. Patients with reactions to egg involving angioedema, swelling, respiratory distress, light-
headedness, or recurrent emesis or who required epinephrine or another emergency medical intervention and are receiving any vaccine other 
than standard-dose cell culture–based IIV4 or recombinant influenza vaccine should be vaccinated in a medical setting supervised by a health care 
professional who is able to recognize and manage severe allergic reactions.
†—The dose volume for Afluria Quadrivalent is 0.25 mL for children 6 to 35 months of age and 0.5 mL for people 3 years and older.
‡—Intramuscularly administered influenza vaccines should be given by needle and syringe only, with the exception of multidose vials of Afluria 
Quadrivalent, which may be given by the PharmaJet Stratis jet injector for people 18 to 64 years of age. For adults and older children, the recom-
mended site for IM influenza vaccination is the deltoid muscle. The preferred site for infants and young children is the anterolateral aspect of the 
thigh. Additional guidance regarding site selection and needle length for IM administration is available at https://​www.cdc.gov/vaccines/hcp/acip-
recs/general-recs/dowloads/general-recs.pdf.
§—Fluzone Quadrivalent is licensed for children 6 to 35 months of age as a 0.25- or 0.5-mL dose;​ however, 0.25-mL prefilled syringes are not 
available for the 2020-2021 influenza season.

Adapted from Grohskopf LA, Alyanak E, Broder KR, et al. Prevention and control of seasonal influenza with vaccines:​ recommendations of the 
Advisory Committee on Immunization Practices—United States, 2020-21 influenza season. MMWR Recomm Rep. 2020;​69(8):​3.
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fluid and oropharynx, nasopharynx, nose, ear, or other cra-
nial cerebrospinal fluid leak;​ and cochlear implants. For a 
full list of vaccine contraindications, see Table 2 at https://​
www.cdc.gov/mmwr/volumes/69/rr/rr6908a1.htm.

People of all ages are susceptible to seasonal influenza, but 
vaccination is particularly important for those at increased 
risk of severe complications or influenza-related hospital-
izations, and those who live with or care for such people. 
When vaccine supply is limited, vaccination efforts should 
target the following groups:​
• � Higher-risk people:​
◦ � Adults 50 years and older
◦ � American Indians/Alaska Natives
◦ � Children six to 59 months of age
◦ � Children up to 18 years of age who are receiving aspirin- 

or salicylate-containing medications (risk of Reye syn-
drome after influenza virus infection)

◦ � Immunocompromised people
◦ � People with a body mass index of 40 kg per m2 or greater
◦ � People with chronic pulmonary, cardiovascular, renal, 

hepatic, neurologic, hematologic, or metabolic disor-
ders other than uncomplicated hypertension

◦ � Pregnant women
◦ � Residents of long-term care facilities

• � Household contacts and caregivers of higher-risk people
• � Health care professionals, including students and staff 

who could be exposed to infectious agents
Guideline source:​ Advisory Committee on Immunization 
Practices

Evidence rating system used? No

Systematic literature search described? No

Guideline developed by participants without relevant financial 
ties to industry? Yes

Recommendations based on patient-oriented outcomes? Yes

Published source:​ MMWR Recomm Rep. August 21, 2020;​69(8):​
1-24

Available at:​ https://​www.cdc.gov/mmwr/volumes/69/rr/
rr6908a1.htm
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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.

Copyright © 2020 American Academy of Family Physicians. 
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