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•Medicareôs physician and hospital final rules are not likely to be affected 
by the change in administration, but longer term policy changes are likely

•President-Elect Trump and Congressional leaders have pledged to ñrepeal 
and replaceò the Affordable Care Act (ACA), but the scope and timing of 
action are uncertain

ï Reforms to the coverage mandate and subsidies?

ï Roll back Medicaid expansion?

ï New Medicare reforms? 

ï End the Center for Medicare & Medicaid Innovation (CMMI) ïcreator of the Oncology 
Care Model (OCM) and the proposed Part B Drug Model?

•Continued implementation of the OCM appears likely; finalization of the 
Part B Drug Model is uncertain

After the election, what comes next?



• Published in Federal Register on 

November 14, 2016

• Comments due by 

December 31, 2016

• Effective January 1, 2017

WHEN?

• Nationwide

WHERE?

Hospital outpatient prospective 

payment system (OPPS) and 

ambulatory surgical center (ASC) 

payment system final rule for the 

calendar year (CY) 2017 

CMS-1656-FC and IFC

81 Fed. Reg. 79562 (Nov. 14, 2016)

WHAT?

Centers for Medicare and Medicaid 

(CMS)

WHO?

QUICK FACTS

CY 2017 OPPS & ASC Proposed Rule
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• 1.65% projected update for 2017 

ï market basket increase of 2.7%

ï minus 0.3% productivity adjustment 

ï minus 0.75% Affordable Care Act (ACA) adjustment

• 2% payment reduction for hospitals that fail to report quality data

• Total Medicare payments to OPPS providers proposed to increase by approximately $773 
million to approximately $5.0 billion

Reference Materials:

• OPPS addenda available at:  https://www.cms.gov/apps/ama/license.asp?file=/ Medicare/Medicare -Fee-
for -Service-Payment/HospitalOutpatientPPS/Downloads/CMS -1656-FC-2017-OPPS-FR-Addenda.zip

• ASC addenda available at:  https://www.cms.gov/apps/ama/license.asp?file=/ Medicare/Medicare -Fee-
for-Service-Payment/ascpayment/downloads/CMS -1656-FC-2017-FR-ASC-Addenda.zip

Highlights

CY 2017 OPPS & ASC Final Rule

https://www.cms.gov/apps/ama/license.asp?file=/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/Downloads/CMS-1656-FC-2017-OPPS-FR-Addenda.zip
https://www.cms.gov/apps/ama/license.asp?file=/Medicare/Medicare-Fee-for-Service-Payment/ascpayment/downloads/CMS-1656-FC-2017-FR-ASC-Addenda.zip


CY 2017 OPPS & ASC Final Rule
What is Changing…
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•Drug packaging threshold increased from $100 to $110

•Thresholds revised for high/low cost status for skin substitute products

•Modified/expanded packaging policies

•Initiation and expiration of transitional pass -through status

•Drug administration payment rates 

•Updated Hospital Outpatient Quality Reporting (OQR) Program measures

•Payment for off-campus physician-based departments (implementation of section 
603 of the Bipartisan Budget Act (BBA))

“What is Changing…”

Finalized Policy Changes for 2017
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•Packaging threshold will increase from $100 to $110 per day

•ñPolicy packagedò regardless of cost:

Revised Policies for 2017

Payment for Non Pass-Through Drugs, Biologicals, and Radiopharmaceuticals

Diagnostic 
radiopharmaceuticals

Contrast agents Stress agents

Anesthesia drugs

Drugs, biologicals, and 
radiopharmaceuticals 

that function as supplies 
when used in a 

diagnostic test or 
procedure 

Drugs and biologicals
that function as supplies 
when used in a surgical 

procedure
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Refresher

• In 2014, CMS unconditionally packaged skin substitutes into their associated surgical procedures 

• Part of effort to package drugs and biologicals that function as supplies when used in a surgical procedure

Skin substitute policy for 2017

• For 2017, CMS changed its proposed thresholds to determine high/low cost status for each skin substitute products.  

• High/low cost status will continue to be based on a weighted average mean unit cost (MUC) threshold and a per day cost (PDC) 
threshold 

ï High cost group = above $33 per cm2 or pass-through status

ï Low cost group = at or below $33 per cm2

ï PDC of $719

• Where average sales price (ASP) is not available, CMS proposes that Wholesale Acquisition Cost (WAC) + six percent would be used 
instead

• New skin substitutes without pricing data automatically will be assigned to the low cost category

Revised Policies for 2017

Revised Thresholds for High/Low Cost Status for Skin Substitutes
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Refresher

• CMS currently packages payment for some items and services provided 
on the same date of service (DOS) while other items and services are 
packaged if billed on the same claim, regardless of whether the claim 
spans multiple days

Conditional packaging logic policy for 2017

• CMS finalized its proposal to change the packaging logic for all of the 
conditional packaging status indicators so that packaging would occur 
at the claim level instead of based on the DOS

• This change would increase packaging throughout the OPPS

Revised Policies for 2017

Modify/Expand Packaging Policies
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Refresher

• CMS currently conditionally packages certain clinical diagnostic laboratory tests that are listed on 
the Clinical Laboratory Fee Schedule into the primary services or services provided on the same 
DOS as the laboratory tests

• CMS excludes from this conditional packaging policy all molecular pathology tests, including any 
new codes that describe molecular pathology tests

Expanded molecular pathology test exception for 2017

• CMS finalized its proposal to expand this exclusion to include all advanced diagnostic laboratory 
tests that are offered and furnished only by a single laboratory and not sold for use by a laboratory 
other than the original developing laboratory (or a successor owner) and are an analysis of 
multiple biomarkers of DNA, RNA, or proteins combined with a unique algorithm to yield a single 
patient -specific result

Revised Policies for 2017

Modify/Expand Packaging Policies
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Refresher

• CMS currently pays separately for laboratory tests when they are considered 
ñunrelatedò laboratory tests

• Unrelated laboratory tests are tests on the same claim as other hospital outpatient 
services, but are ordered for a different diagnosis than the other hospital outpatient 
services and are ordered by a different practitioner than the practitioner who 
ordered the other hospital outpatient services

ñUnrelatedò laboratory test exception for 2017

• CMS finalized its proposal to discontinue the unrelated laboratory test exception and 
will package any and all laboratory tests if they appear on a claim with other hospital 
outpatient services

Revised Policies for 2017

Modify/Expand Packaging Policies
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Changes to C -APCs

• CMS finalized 25 new C-APCs to 
be paid under the existing C-APC 
payment policy beginning in CY 
2017

• C-5244 created for allogeneic 
hemotopoietic stem cell 
transplantation (HSCT).  CMS 
excluded claims from rate-
setting that do not include donor 
acquisition costs reported with 
revenue code 0819. As a result, 
the final payment rate for new C-
APC 5244 for CY is $27,752 
rather than the proposed rate of 
$15,267

Revised Policies for 2017

Modify/Expand Packaging Policies

C-APC Description

5072 Level 2 Excision/ Biopsy/ Incision and Drainage

5073 Level 3 Excision/ Biopsy/ Incision and Drainage

5091 Level 1 Breast/Lymphatic Surgery and Related Procedures

5092 Level 2 Breast/Lymphatic Surgery and Related Procedures

5112 Level 2 Musculoskeletal Procedures

5113 Level 3 Musculoskeletal Procedures

5153 Level 3 Airway Endoscopy

5154 Level 4 Airway Endoscopy

5155 Level 5 Airway Endoscopy

5164 Level 4 ENT Procedures

5191 Level 1 Endovascular Procedures

5200 Implantation Wireless PA Pressure Monitor

5244 Level 4 Blood Product Exchange and Related Services

5302 Level 2 Upper GI Procedures

5303 Level 3 Upper GI Procedures

5313 Level 3 Lower GI Procedures

5341 Abdominal/Peritoneal/Biliary and Related Procedures

5373 Level 3 Urology & Related Services

5374 Level 4 Urology & Related Services

5414 Level 4 Gynecologic Procedures

5431 Level 1 Nerve Procedures

5432 Level 2 Nerve Procedures

5491 Level 1 Intraocular Procedures

5503 Level 3 Extraocular, Repair, and Plastic Eye Procedures

5504 Level 4 Extraocular, Repair, and Plastic Eye Procedures
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Expansion of New Technology APCs

• CMS finalized its proposal to expand the New Technology APC groups by 
adding three pairs of New Technology APC levels

• The three new pairs will have the same payment levels, ranging from 
$100,001 to $160,000, with one set subject to the multiple procedure 
payment reduction (status indicator T ) and the other set not subject to 
the multiple procedure payment reduction (status indicator S)

Revised Policies for 2017

Modify/Expand Packaging Policies
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APC Consolidation

• CMS consolidated the 17 
CY 2016 imaging APCs 
into 7 CY 2017 APCs

• CMS did not finalize APC 
5525, ñLevel 5 Diagnostic 
Radiology without 
Contrastò

Revised Policies for 2017

Modify/Expand Packaging Policies

CY 2016 APC CY 2016 APC Group Title

5521 Level 1 X-Ray and Related Services

5522 Level 2 X-Ray and Related Services

5523 Level 3 X-Ray and Related Services 

5524 Level 4 X-Ray and Related Services 

5525 Level 5 X-Ray and Related Services

5526 Level 6 X-Ray and Related Services

5531 Level 1 Ultrasound and Related Services

5532 Level 2 Ultrasound and Related Services

5533 Level 3 Ultrasound and Related Services

5534 Level 4 Ultrasound and Related Services

5561 Level 1 Echocardiogram with Contrast

5562 Level 2 Echocardiogram with Contrast

5570 Computed Tomography without Contrast

5571 Level 1 Computed Tomography with Contrast and Computed Tomography 

Angiography

5572 Level 2 Computed Tomography with Contrast and Computed Tomography 

Angiography

5581 Magnetic Resonance Imaging and Magnetic Resonance Angiography without 

Contrast

5582 Magnetic Resonance Imaging and Magnetic Resonance Angiography with Contrast

Finalized CY 2017 APC Finalized CY 2017 APC Group Title

5521 Level 1 Imaging without Contrast

5522 Level 2 Imaging without Contrast

5523 Level 3 Imaging without Contrast

5524 Level 4 Imaging without Contrast

5571 Level 1 Imaging with Contrast

5572 Level 2 Imaging with Contrast

5573 Level 3 Imaging with Contrast

5521 Level 1 Imaging without Contrast
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Initiation & Expiration of Pass -Through Status

• CMS will allow for quarterly expiration of pass -through status for devices, drugs and biologicals ending on the 
quarter that is as close to three full years as possible after the devices, drugs or biologicals first were covered with 
a pass-through payment

• Pass-through payment status for deviceswill begin on the first day on which pass-through payment is made for 
the device, instead of the date CMS establishes a category

• Drugs and biologicals will continue to be eligible for pass-through status at the beginning of the next quarter 
following the approval of their application

• The new timeframe would apply to pass-through payment status for devices, drugs and biologicals approved in CY 
2017

• CMS finalized its proposal to use the ñImplantable Devices Charged to Patientsò cost to charge ratio (CCR) to 
calculate transitional pass-through payments for devices, instead of the average hospital-wide CCR.  Where the 
ñImplantable Devices Charged to Patientsò CCR is not available at a given hospital, CMS will continue to use the 
average hospital-wide CCR

• CMS finalized its proposal to calculate the offset amount for transitional pass-through payments at the Healthcare 
Common Procedure Coding System (HCPCS) code level as opposed to the APC level

Revised Policies for 2017

Transitional Pass-Through Status
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Final OPPS Drug Administration Rates for 2017
HCPCS Code Short Descriptor

2017 

Payment Rate

2016 

Payment Rate

Change 

2016-2017
90471 Immunization admin 53.15 42.31 25.6%

90473 Immune admin oral/nasal 53.15 42.31 25.6%

96360 Hydration iv infusion init 179.69 92.4 94.5%

96361 Hydrate iv infusion add-on 34.76 30.87 12.6%

96365 Ther/proph/diag iv inf init 179.69 173.18 3.8%

96366 Ther/proph/diag iv inf addon 34.76 30.87 12.6%

96367 Tx/proph/dg addl seq iv inf 53.15 42.31 25.6%

96369 Sc ther infusion up to 1 hr 179.69 173.18 3.8%

96370 Sc ther infusion addl hr 34.76 30.87 12.6%

96371 Sc ther infusion reset pump 53.15 N/A N/A

96372 Ther/proph/diag inj sc/im 53.15 42.31 25.6%

96373 Ther/proph/diag inj ia 179.69 92.4 94.5%

96374 Ther/proph/diag inj iv push 179.69 92.4 94.5%

96375 Tx/pro/dx inj new drug addon 34.76 42.31 -17.8%

96379 Ther/prop/diag inj/inf proc 34.76 30.87 12.6%

96401 Chemo anti-neopl sq/im 53.15 92.4 -42.5%

96402 Chemo hormon antineopl sq/im 53.15 42.31 25.6%

96405 Chemo intralesional up to 7 53.15 42.31 25.6%

96406 Chemo intralesional over 7 179.69 173.18 3.8%

96409 Chemo iv push sngl drug 179.69 173.18 3.8%

96411 Chemo iv push addl drug 53.15 92.4 -42.5%

96413 Chemo iv infusion 1 hr 279.33 280.27 -0.3%

96415 Chemo iv infusion addl hr 53.15 42.31 25.6%

96416 Chemo prolong infuse w/pump 279.33 280.27 -0.3%

96417 Chemo iv infus each addl seq 53.15 42.31 25.6%

96420 Chemo ia push tecnique 279.33 280.27 -0.3%

96422 Chemo ia infusion up to 1 hr 179.69 280.27 -35.9%

96423 Chemo ia infuse each addl hr 34.76 42.31 -17.8%

96425 Chemotherapy infusion method 279.33 280.27 -0.3%

96440 Chemotherapy intracavitary 279.33 280.27 -0.3%

96446 Chemotx admn prtl cavity 279.33 280.27 -0.3%

96450 Chemotherapy into cns 279.33 280.27 -0.3%

96521 Refill/maint portable pump 179.69 173.18 3.8%

96522 Refill/maint pump/resvr syst 179.69 173.18 3.8%

96523 Irrig drug delivery device 54.53 55.94 -2.5%

96542 Chemotherapy injection 179.69 173.18 3.8%

96549 Chemotherapy unspecified 34.76 30.87 12.6%

The range of 
payment increases 
among codes with 
increasing rates

3.8% to 
94.5%

For 2017, 
approximately 64% of 
drug administration 
rates increased

64%

Facts

The range of 
payment decreases 
among codes with 
decreasing rates

-0.3% to
-42.5%
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• CMS finalized creation of seven new measures for CY 2020 and subsequent years:

ï OP-35: Admissions and Emergency Department Visits for Patients Receiving Outpatient Chemotherapy; and

ï OP-36: Hospital Visits after Hospital Outpatient Surgery (NQF #2687).

ï OP-37a: Outpatient and Ambulatory Surgery Consumer Assessment of Healthcare Providers and Systems 
(OAS CAHPS) Survey ïAbout Facilities and Staff

ï OP-37b: OAS CAHPS ïCommunication About Procedure

ï OP-37c: OAS CAHPS ïPreparation for Discharge and Recovery

ï OP-37d: OAS CAHPS ïOverall Rating of Facility

ï OP-37e: OAS CAHPS ïRecommendation of Facility

• CMS noted it would consider comments on the Safe Use of Opioids-Concurrent Prescribing electronic 
clinical quality measure ( eCQM) for future inclusion

Revised Policies for 2017

Hospital OQR Program Measures Updated
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• CMS finalized its proposals to implement section 603 of the BBA of 2015 relating to payment for 
items and services furnished by certain off-campus outpatient departments of a provider

• As of January 1, 2017, payment for non-excepted off-campus provider-based departments (PBD) 
or non-excepted items or services at excepted off-campus PBDs would be made under the 
Medicare Physician Fee Schedule (MPFS) at non-facility rates

• CMS will not use the rates as published in the MPFS, however; it will establish new payment rates 
for these items and services at 50 percent of the OPPS rates.  These rates will include the OPPS 
packaging and billing policies, including packaging of drugs with status indicator ñNò that are 
separately payable in the physician office setting

• CMS proposes that, generally, off-campus PBDs that were billing for services payable under the 
OPPS prior to November 2, 2015 (the ñEnactment Dateò of the BBA) will continue to be paid for 
those services under the OPPS provided the off-campus PBD maintains its excepted status

• CMS specifically excludes from this proposed policy items and services furnished by dedicated 
emergency departments whether they are located on or off the main hospital campus

Revised Policies for 2017

Payment for Off-Campus Physician-Based Departments 
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Relocation, Expansion, & Change of Ownership

Payment for Off-Campus Physician-Based Departments 

PBD relocates to a location 
that is different from the 
physical location the off-

campus PBD occupied on or 
prior to the Enactment Date

PBD expands to additional or 
new spaces at the same 

physical address occupied by 
the off-campus PBD on or 

prior to the Enactment Date

PBD changes ownership 
independently of the main 

provider

PBD and main provider both 
change ownership and the 

single new owner accepts the 
existing Medicare provider 

agreement

Can No Longer 
Bill Under OPPS

Can No Longer 
Bill Under OPPS

Can No Longer 
Bill Under OPPS

Can Continue To 
Bill Under OPPS
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Expansion of Services

Payment for Off-Campus Physician-Based Departments 

PBD starts offering items or 
services in a different clinical 

family as items or services 
provided by PBD prior to the 

enactment date

Can No Longer 
Bill Under OPPS For 

New Items & Services

• CMS did not finalize its proposal to limit excepted services to 
clinical family groupings proposed in the July

• As of January 1, 2017, an excepted off-campus PBD will receive 
payments under the OPPS for all billed items and services, 
regardless of whether it furnished such items and services prior 
to the Enactment Date as long as the excepted off-campus PBD 
remains excepted



CY 2017 OPPS & ASC Proposed Rule
What is Staying the Same . . . 
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• Payment at ASP+6% for drugs, biologicals, and 
radiopharmaceuticals with pass-through status

• Payment at ASP+6% for separately payable drugs, biologicals, 
and therapeutic radiopharmaceuticals without pass -through 
status 

• Relative payment weights calculated using distinct CCRs for 
cardiac catheterization, CT, MRI, and implantable medical 
devices

• Adjustment for cancer hospitals exempt from the Hospital 
Inpatient Prospective Payment System (IPPS)

• Payment under HCPCS code G0463 for all clinic visits

What is Staying the Same

Policies that Remain the Same as 2016
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•Drugs with pass-through status paid at ASP+6%, as required by 
statute

ïPass-through status continues or begins for 47 drugs

ïPass-through status expires for 15 drugs

•Separately payable drugs, biologicals, therapeutic 
radiopharmaceuticals, and clotting factors also paid at ASP+6%

ïCMS proposes to continue to pay the ñstatutory defaultò amount as drug 
acquisition cost data are not available

ïStatutory default sets reimbursement at rate for drugs administered in the 
physician office setting

What is Staying the Same

Final Payment for Drugs, Biologicals, and Radiopharmaceuticals
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Drugs with continuing pass-through status

Final Payment for Drugs, Biologicals, and Radiopharmaceuticals

•Pass-through 
status would 
continue for 
38 drugs

•Pass-through 
status will 
start for 9 
drugs
(identified with *)

CY 2017 HCPCS 
CODE

CY 2017 LONG DESCRIPTOR

A9586 Florbetapir f18, diagnostic, per study dose, up to 10 millicuries

A9588* Fluciclovine f-18, diagnostic, 1 millicurie

A9587* Gallium ga-68, dotatate, diagnostic, 0.1 millicurie

C9140
Injection, factor viii (antihemophilic factor, recombinant) (afstyla), 

1 i.u.

J7207
Injection, factor viii, (antihemophilic factor, recombinant), 

pegylated, 1 i.u.

J7209
Injection, factor viii, (antihemophilic factor, recombinant), 

(nuwiq), 1 i.u.

J7202*
Injection, factor ix, albumin fusion protein, (recombinant), 

idelvion, 1 i.u.

Q4172 Puraply or puraply am, per square centimeter

C9447 Injection, phenylephrine and ketorolac, 4 ml vial

C9460 Injection, cangrelor, 1 mg

A9515 Choline c-11, diagnostic, per study dose up to 20 millicuries

J1942 Injection, aripiprazole lauroxil, 1 mg

J7322
Hyaluronan or derivative, hymovis, for intra-articular injection, 1 

mg

J9325
Injection, talimogene laherparepvec, per 1 million plaque forming 

units

J2182 Injection, mepolizumab, 1 mg

J9205 Injection, irinotecan liposome, 1 mg

J9295 Injection, necitumumab, 1 mg

J9145 Injection, daratumumab, 10 mg

J9145 Injection, daratumumab, 10 mg

J9145 Injection, daratumumab, 10 mg

J7342 Installation, ciprofloxacin otic suspension, 6 mg

J9352 Injection, trabectedin, 0.1 mg

J2786* Injection, reslizumab, 1 mg

C9482* Injection, sotalol hydrochloride, 1 mg

CY 2017 HCPCS 
CODE

CY 2017 LONG DESCRIPTOR

C9483* Injection, atezolizumab, 10 mg

J0570* Buprenorphine implant, 74.2 mg

J0596 Injection, c1 esterase inhibitor (recombinant), ruconest, 10 units

J0695 Injection, ceftolozane 50 mg and tazobactam 25 mg

J0875 Injection, dalbavancin, 5 mg

J1833 Injection, isavuconazonium, 1 mg

J2407 Injection, oritavancin, 10 mg

J2502 Injection, pasireotide long acting, 1 mg

J2547 Injection, peramivir, 1 mg

J2860 Injection, siltuximab, 10 mg

J3090 Injection, tedizolid phosphate, 1 mg

J7179*
Injection, von willebrand factor (recombinant), (vonvendi), 1 i.u. 

vwf:rco

J7313 Injection, fluocinolone acetonide, intravitreal implant, 0.01 mg

J7503 Tacrolimus, extended release, (envarsus xr), oral, 0.25 mg

J8655 Netupitant 300 mg and palonosetron 0.5 mg

J9032 Injection, belinostat, 10 mg

J9039 Injection, blinatumomab, 1 microgram

J9271 Injection, pembrolizumab, 1 mg

J9299 Injection, nivolumab, 1 mg

Q5101 Injection, filgrastim (g-csf), biosimilar, 1 microgram

Q9950 Injection, sulfur hexafluoride lipid microspheres, per ml

Q9982 Flutemetamol f18, diagnostic, per study dose, up to 5 millicuries

Q9983 Florbetaben f18, diagnostic, per study dose, up to 8.1 millicuries



|  25

Drugs with expiring pass-through status

Final Payment for Drugs, Biologicals, and Radiopharmaceuticals

•Pass-through 
status will 
expire for 15 
drugs

CY 2017 HCPCS 

CODE
CY 2017 LONG DESCRIPTOR

C9497 Loxapine, inhalation powder, 10 mg

J1322 Injection, elosulfase alfa, 1 mg

J1439 Injection, ferric carboxymaltose, 1 mg

J1447 Injection, tbo-filgrastim, 1 microgram

J3145 Injection, testosterone undecanoate, 1 mg

J3380 Injection, vedolizumab, 1 mg

J7181 Injection, factor xiii a-subunit, (recombinant), per iu

J7200
Injection, factor ix, (antihemophilic factor, recombinant), 

rixubis, per iu

J7201
Injection, factor ix, fc fusion protein, (recombinant), 

alprolix, 1 i.u.

J7205 Injection, factor viii fc fusion protein (recombinant), per iu

J7508 Tacrolimus, extended release, (astagraf xl), oral, 0.1 mg

J9301 Injection, obinutuzumab, 10 mg

J9308 Injection, ramucirumab, 5 mg

J9371 Injection, vincristine sulfate liposome, 1 mg

Q4121 Theraskin, per square centimeter
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•CMS will pay for biosimilar biological products based on the 
payment allowance of the product as determined under 
Social Security Act § 1847A

ï100% of the biosimilarôsASP + 6% of the reference productôs ASP when 
the product has pass-through status

What is Staying the Same

Payment for Biosimilars
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What is Staying the Same

CCRs and Cost Centers

•CMS continues its policy of calculating OPPS relative payment weights 
using distinct CCRs for:

ïCardiac catheterization

ï CT scans

ï MRI

ï Implantable medical devices

•2017 will be the last year of a four-year transition period for the CT and 
MRI CCRs
ï Until 2018, CMS continues its policy to remove claims from providers that use a cost allocation 
method of ñsquare feetò to calculate CCRs used to estimate costs associated with the CT and MRI APCs   

ï Mitigates reductions of 6.2ï13.2% that otherwise would occur from use of these cost centers to set 
payment rates
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•CMS finalized its proposal to continue the policy authorized 
by the Affordable Care Act (ACA) and adopted since 2012 to 
provide additional payments to the 11 PPS-exempt cancer 
hospitals so that each hospitalôs payment-to-cost ratio (PCR) 
with the payment adjustment equals the weighted average 
PCR for the other OPPS hospitals using the most recent 
submitted or settled cost report data

•CMS finalized a revised target PCR of 0.91

•Adjustments are paid at cost report settlement

What is Staying the Same

PPS-Exempt Cancer Hospitals
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•CMS will continue payment under G0463 (hospital 
outpatient clinic visit for assessment and management of a 
patient) for all hospital outpatient clinic visits

•No levels or distinction between new and established patients

•Payment will be made under renumbered APC 5012 (Level 2 
Examinations and Related Services) with a CY 2017 final rate 
of $106.56

What is Staying the Same

Payment Under G0463 for All Clinic Visits
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•Projects a conversion factor of $35.8887

•Projected conversion factor reflects the +0.5% update mandated 
by the Protecting Access to Medicare Act of 2014 (PAMA) for 
2016, which also eliminated the sustainable growth rate (SGR) 
formula

•Addenda available at:  
https:// www.cms.gov/Medicare/Medicare -Fee-for-Service-
Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-
Items/CMS -1654-f.html

Overview

CY 2017 OPPS & ASC Proposed Rule

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1654-f.html
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•Estimated combined impact on physicians involved in cancer care

Cumulative Effect on Cancer Care Physicians

Specialty
Allowed 
Charges 
(Millions)

Combined Impact

Hematology/Oncology $1,751 0%

Radiation Oncology $1,726 0%

Radiology $4,683 -1%

Radiation Therapy Centers $44 0%
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•CMS reduced from 83 to 19 the Current Procedural 
Terminology (CPT® )* codes identified as potentially 
misvalued. 

•These codes were identified because they are global services 
that are routinely billed with an evaluation and management 
(E/M) code using modifier 25
ïIntended to capture ñsignificant, separately identifiableò E/M services 

performed on the same day as the primary service.  CMS states these codes 
may be misvalued because routine E/M is supposed to be included in the 
value of 0-day global services, but providers routinely billing for the E/M 
add-on too

Potentially Misvalued Codes

* CPT copyright 2016 American Medical Association (AMA).  All rights reserved.  CPT® is a registered trademark of the AMA.
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Final CY 2017 MPFS Drug Administration Rates

CPT Code Description
CY 2017 Payment Q4 CY 2016 Payment % Change

Non Facility Facility Non Facility Facility Non Facility Facility
96360 Hydration iv infusion init $58.50 N/A $57.64 N/A 1.46% N/A

96361 Hydrate iv infusion add-on $15.43 N/A $15.40 N/A 0.24% N/A

96365 Ther/proph/diag iv inf init $69.98 N/A $69.82 N/A 0.24% N/A

96366 Ther/proph/diag iv inf addon $19.02 N/A $18.98 N/A 0.24% N/A

96367 Tx/proph/dg addl seq iv inf $31.22 N/A $30.79 N/A 1.38% N/A

96368 Ther/diag concurrent inf $20.82 N/A $20.77 N/A 0.24% N/A

96369 Sc ther infusion up to 1 hr $180.52 N/A $194.06 N/A -7.50% N/A

96370 Sc ther infusion addl hr $15.43 N/A $15.04 N/A 2.56% N/A

96371 Sc ther infusion reset pump $69.27 N/A $73.40 N/A -5.97% N/A

96372 Ther/proph/diag inj sc/im $25.84 N/A $25.42 N/A 1.62% N/A

96373 Ther/proph/diag inj ia $19.38 N/A $19.69 N/A -1.61% N/A

96374 Ther/proph/diag inj iv push $58.14 N/A $57.29 N/A 1.47% N/A

96375 Tx/pro/dx inj new drug addon $22.61 N/A $22.56 N/A 0.24% N/A

96376 Tx/pro/dx inj same drug adon $0.00 $0.00 $0.00 $0.00 N/A N/A

96379 Ther/prop/diag inj/inf proc $0.00 $0.00 $0.00 $0.00 N/A N/A

96401 Chemo anti-neopl sq/im $75.37 N/A $75.19 N/A 0.24% N/A

96402 Chemo hormon antineopl sq/im $33.02 N/A $32.58 N/A 1.32% N/A

96405 Chemo intralesional up to 7 $82.90 $30.86 $82.71 $30.43 0.24% 1.40%

96406 Chemo intralesional over 7 $121.30 $47.37 $117.80 $47.26 2.89% 0.24%

96409 Chemo iv push sngl drug $112.33 N/A $111.71 N/A 0.55% N/A

96411 Chemo iv push addl drug $63.16 N/A $62.66 N/A 0.80% N/A

96413 Chemo iv infusion 1 hr $139.61 N/A $136.41 N/A 2.29% N/A

96415 Chemo iv infusion addl hr $28.71 N/A $28.64 N/A 0.24% N/A

96416 Chemo prolong infuse w/pump $141.04 N/A $141.79 N/A -0.53% N/A

96417 Chemo iv infus each addl seq $66.04 N/A $63.02 N/A 4.57% N/A

96420 Chemo ia push tecnique $107.67 N/A $106.34 N/A 1.23% N/A

96422 Chemo ia infusion up to 1 hr $187.34 N/A $171.14 N/A 8.64% N/A

96423 Chemo ia infuse each addl hr $76.08 N/A $79.13 N/A -4.00% N/A

96425 Chemotherapy infusion method $185.54 N/A $182.96 N/A 1.39% N/A

96440 Chemotherapy intracavitary $789.91 $128.84 $855.01 $143.58 -8.24% -11.44%

96446 Chemotx admn prtl cavity $205.64 $29.43 $202.65 $29.36 1.45% 0.24%

96450 Chemotherapy into cns $184.11 $82.54 $184.03 $82.35 0.04% 0.24%

96521 Refill/maint portable pump $141.76 N/A $139.28 N/A 1.75% N/A

96522 Refill/maint pump/resvr syst $115.56 N/A $114.22 N/A 1.16% N/A

96523 Irrig drug delivery device $25.12 N/A $25.06 N/A 0.24% N/A

96542 Chemotherapy injection $125.97 $43.07 $122.45 $42.97 2.79% 0.24%
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•CMS continues to improve payment for care management and 
collaborative care services

•The agency finalized its proposal to adopt and establish 
payment for:

ïCare management services related to behavioral health

ïCognition and functional assessment services for patients with cognitive 
impairment

ïComprehensive assessment and care planning for patients who require 
chronic care management

ïResource-intensive services for patients who need specialized mobility 
assistance technology

Care Management and Collaborative Care
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•Non-face-to-face prolonged E/M services: 

ïCMS established separate payment for non-face-to-face prolonged E/M 
services under CPT codes 99358 (Prolonged E/M service before and/or 
after direct patient care, first hour) and 99359 (each additional 30 
minutes), which are currently bundled under the PFS

ïIncreased payment for CPT code 99354 (Prolonged E/M or psychotherapy 
service beyond typical service time of the primary procedure)

•Chronic care management (CCM):

ïCMS will pay for additional CPT codes in the CCM family of codes 

ïCMS adjusted payment for the initial CCM visit to include payment for new 
care plan detail

Care Management and Collaborative Care
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•Last year, CMS adopted 
payment rates for two 
advanced care planning 
CPT codes created by 
the AMA in 2015

•CMS finalized its 
proposal to add these 
codes to the list of 
approved Medicare 
telehealth services

Advance Care Planning

CPT Code

Final CY 2017 

Payment Rate 

(Facility)

Final CY 2017 

Payment Rate 

(Non -

Facility)

99497 (Advance care planning including the 

explanation and discussion of advance 

directives such as standard forms (with 

completion of such forms, when performed), 

by the physician or other qualified health 

professional; first 30 minutes, face -to-face 

with the patient, family member(s) and/or 

surrogate)

$77.88 $82.90

99498 (Advance care planning including the 

explanation and discussion of advance 

directives such as standard forms (with 

completion of such forms, when performed), 

by the physician or other qualified health 

professional; each additional 30 minutes 

(List separately in addition to code for 

primary procedure))

$72.50 $72.50
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•CMS previously created new equipment item (ED050) for Picture 
Archiving and Communication System (PACS) used by clinical staff to 
acquire and store digital images 

•CMS will maintain a price of $5,557 for this item

•For CY 2017,  CMS added a ñprofessionalò PACS workstation (ED053) 
used by physicians to interpret digital images as direct PE input for global 
and technical component of specified HCPCS codes, priced at $14,616.93

•CMS assigned equipment time equal to the intraservice work time plus 
half the preservicework time associated with these codes

Practice Expense (PE) Inputs for Digital Imaging Services
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• For CY 2017, the CPT Editorial Panel decided to delete the CPT codes for film 
mammography and computer-aided detection (77051, 77052, 77055, 77056, and 77057), 
and to create three new CPT codes, 77065, 77066, and 77067, to describe mammography 
services bundled with computer aided detection (CAD)  

• CMS adopted the RUC recommended work relative value units (RVUs) for each of the new 
CPT codes, but delayed adoption of new PE inputs to avoid drastic payment reductions

• Because CMS would not be able to process claims using the new code numbers in 2017 due 
to ñseveral reasons related to claims processing systems,ò CMS will continue using G0202, 
G0204, and G0206 but updated the descriptors and RVUs of these G-codes to mirror CPT 
codes 77065, 77066, and 77067

Mammography 

Service
Proposed 

Coding

Finalized 

Coding

CY 2017 Physician 

Payment Rate 

ïNon Facility

CY 2017 Physician 

Payment Rate ï

Facility

Diagnostic mammography, including CAD when performed; unilateral 77065 G0206 $134.94 $39.84

Diagnostic mammography, including CAD when performed; bilateral 77066 G0204 $171.19 $49.53

Screening mammography, bilateral (2-view study of each breast), including 

CAD when performed
77067 G0202 $138.17 $37.68
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Interstitial radiation services (CPT 77778 (Interstitial radiation source application, 
complex, includes supervision, handling, loading of radiation source, when 
performed) and 77790 (Supervision, handling, loading of radiation source))

• CMS proposed to adopt a work RVU of 8.00 for CPT code 77778 and a work RVU 
of 0 for 77790  

• Upon consideration of comments, CMS was persuaded that the RUC-
recommended work RVUs of 8.78 for 77778 are appropriate because the work 
includes the supervision, handling, and loading of radiation seeds and because it 
reflects the bundling with 77790  

• CMS also finalized the proposed work RVU of 0 for 77790

Radiation Therapy
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Radiation treatment devices (CPT 77332 (Treatment devices, design and construction; 
simple (simple block, simple bolus)), 77333 (Treatment devices, design and construction; 
intermediate (multiple blocks, stents, bite blocks, special bolus)), 77334 (Treatment 
devices, design and construction; complex (irregular blocks, special shields, 
compensators, wedges, molds or casts))

• Although the RUC recommended no change in the current work RVUs, CMS finalized 
reduced RVUs for each of the three codes because the RUC also recommended a 
decrease in the time it takes to furnish these services  

• CMS established the lower work RVUs for code 77332 by crosswalking the work RVUs 
from CPT code 93287 due to ñits identical intraservice time, similar total time, and 
similar level of intensityò  

• The work RVUs for codes 77333 and 77334 are based on an incremental increase from 
the work RVUs for code 77332, so the work RVUs for those codes likewise are reduced 
under the Final Rule

Radiation Therapy
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Special radiation treatment (CPT 77470)

• CMS finalized the RUC-recommended work RVU of 2.03  

• CMS noted in the Final Rule that it continues to have serious concerns about the 
validity of this coding because it believes there is a disparity between work RVUs 
and PE RVUs for the code based on the description of service and the vignette for 
the code

Radiation Therapy
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Radiation Therapy

CPT Code Description

CY 2017 Payment Q4 CY 2016 Payment % Change

Non 

Facility
Facility

Non 

Facility
Facility

Non 

Facility
Facility

77778 Apply interstit radiat compl $836.57 $461.53 $789.13 $417.12 6.0% 10.6%

77790 Radiation handling $15.07 N/A $15.04 N/A 0.2% N/A

77332 Radiation treatment aid(s) $68.55 $24.05 $83.78 $28.64 -18.2% -16.1%

77333 Radiation treatment aid(s) $98.34 $39.48 $53.71 $44.04 83.1% -10.4%

77334 Radiation treatment aid(s) $133.15 $60.65 $154.32 $64.81 -13.7% -6.4%

77470 Special radiation treatment $146.78 $107.31 $157.90 $109.20 -7.0% -1.7%
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• The Consolidated Appropriations Act of 2016 reduced payment under the PFS for 
certain imaging services using older technologies

• Effective January 1, 2017, CMS reduces payment by 20 percent under the PFS for the 
technical component (including the technical component of a global service) of 
imaging services that are X-rays using film  

• CMS established a new modifier ñFXò to implement this policy 

• The statute also requires CMS to reduce payment under the PFS for imaging services 
that are X-rays taken using computed radiology by seven percent (for CYs 2018 
through 2022) and by ten percent for CY 2023 and thereafter  

• Because this reduction is not required until CY 2018, the Proposed Rule deferred any 
proposals related to this requirement, and the Final Rule took no further action

Payment Incentive for Transition from X-Ray to Digital Imaging
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• PAMA directs CMS to establish an appropriate use criteria (AUC) program for advanced diagnostic 
imaging services (including MRI, CT, PET) provided in physician offices, hospital outpatient 
departments, and ASCs to be effective January 1, 2017.

• The Final Rule acknowledges that implementation will be delayed until January 1, 2018.

• When the program is fully implemented, all ordering professionals (OPs) must consult specified 
AUC through a qualified clinical decision support mechanism (CDSM) for every applicable 
imaging service that would be furnished in an applicable setting and paid for under an applicable 
payment system in order for payment to be made for the service.

• In the 2016 rulemaking cycle, CMS implemented the first stage of the AUC program by 
establishing a timeline and process for provider-led entities (PLEs) to become qualified to develop, 
modify, or endorse AUC. 

• In June, CMS named 11 provider-led entities (PLEs) qualified to establish AUC 
(https://www.cms.gov/Medicare/Quality -Initiatives -Patient-Assessment-
Instruments/Appropriate -Use-Criteria -Program/index.html ).

Appropriate Use Criteria for Advanced Diagnostic Imaging

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Appropriate-Use-Criteria-Program/index.html
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• In the Final Rule, CMS defined CDSM as ñan interactive, electronic tool for use by clinicians that communicates AUC information to 
the user and assists them in making the most appropriate treatment decision for a patientôs specific clinical condition.ò

• CMS also finalized requirements for qualified CDSMs, including:

ï Making available specified AUC and its related supporting documentation

ï Making available, at a minimum, specified AUC that reasonably address common and important clinical scenarios within all 
priority clinical areas

ï Determines, for each consultation, the extent to which the applicable imaging service is consistent with specified applicable AUC

ï Provide to the OP aggregate feedback regarding their consultations with specified applicable AUC in the form of an electronic
report on at least an annual basis

ï Maintain electronic storage of clinical, administrative, and demographic information of each unique consultation for a minimu m 
of 6 years 

• CMS adopted the following 8 initial priority clinical areas:

Appropriate Use Criteria (AUC) for Advanced Diagnostic Imaging

Cancer of the 
lung (primary of 

metastatic, 
suspected or 
diagnosed)

Coronary artery 
disease

Suspected 
pulmonary 
embolism

Headache Hip pain
Low back 

pain
Shoulder

pain
Cervical or 
neck pain
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• CMS also finalized the process by which CDSMs apply to CMS to become qualified

ï Applications must be submitted by March 1, 2017 for qualification in 2017 and by January 1 annually thereafter 

ï A list of specified qualified CDSMs will be posted to CMSôs website by June 30 each year

ï CDSMs must reapply every 5 years

• CMS may remove CDSMs from the list of qualified CDSMs if they fail to meet CMS requirements

• CMS codified statutory exceptions to the AUC consultation requirement for:

ï Emergency services when provided to individuals with emergency medical conditions

ï Hospital inpatients

ï OPs who are granted a significant hardship exemption to the Medicare Electronic Health Record (HER) Incentive Program

• CMS clarified that effective January 1, 2018, unless under a statutory exception, OPs must consult 
specified AUC through a qualified CDSM in order for payment to be made for the service.

Appropriate Use Criteria (AUC) for Advanced Diagnostic Imaging
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• CMS currently applies MPPR of 25% to the professional component (PC) when 
multiple advanced imaging services are furnished by the same physician or group 
practice to the same patient in the same session on the same day

• Medicare makes full payment for the PC for the highest-priced procedure and 
reduces payment for all other applicable imaging procedures by 25%

• CMS finalized its proposal to implement a provision of the Consolidated 
Appropriations Act that adjusts the MPPR from 25% to 5%, effective for services 
furnished on or after January 1, 2017.

Multiple Procedure Payment Reduction (MPPR)
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