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CY 2023 Hospital Outpatient Prospective Payment System 
(HOPPS) Proposed Rule Summary  
July 17, 2022 
On July 15, 2022, the Centers for Medicare and Medicaid Services (CMS) issued the proposed rules for the 
Hospital Outpatient Prospective Payment System (HOPPS) for CY 2023. 

The CY 2023 proposed rule is 886 pages in length and located in its entirety at the following link: 
https://www.federalregister.gov/public-inspection/2022-15372/medicare-program-hospital-outpatient-prospective-
payment-and-ambulatory-surgical-center-payment.    

The following is intended to serve as a summary to the proposed changes.  SIR is preparing comments to the 
proposed ruling which will be submitted to CMS. 

Highlights  

• CMS proposed a 2.7 percent increase to the Outpatient Department (OPD) fee schedule.  This is based 
on the proposed market update from the Inpatient Prospective Payment System (IPPS) of 3.1 percent 
and a 0.4 percent proposed productivity adjustment decrease. 

o  CMS estimates CY 2023 total payments to HOPPS providers will be approximately $86.2 billion, 
an increase of approximately $6.2 billion compared to CY 2022 HOPPS payments. 

o CMS proposed they maintain the policy to implement a wage index of 1.0000 for frontier states.  
o CMS proposed to continue to use code G0463 (clinic visit) as the base code for establishing 

ambulatory payment classification (APC) for services paid under HOPPS. 
 CMS proposed to continue to pay code G0463 at 40 percent of the hospital outpatient 

rate when billed in the excepted provider-based department of the hospital.  
o CMS proposed an increase of 2.7 percent to payment rates for ambulatory surgical centers 

(ASCs).  CMS is anticipating a $130 million increase in payments to ASCs over CY 2022.  
• CMS proposed payments rates for new technology algorithm-driven services that assist practitioners in 

making clinical assessments, and providers pay for either on a subscription or per-use basis which CMS 
refers to as Software as a Service (SaaS). 

• Due to the impact related to the COVID-19 public health emergency (PHE) and pandemic, CMS proposed 
to use CY 2021 claims data for ratesetting, but the CY 2019 cost reports (which lag a year behind claims 
data) rather than CY 2020. 

• CMS proposed to remove ten services from the Inpatient Only list, but none for CY 2023 selected services 
are specific to interventional radiology.  

• CMS proposed to except 23 APCs from the 2 times rule violation.  Typically, codes within the APCs 
violating this rule would need to be moved or a new APC created, CMS proposed to allow the 
classifications to continue as they all met the exception criteria.  

• CMS proposed changes for clarification and consistency for definitions related to physician supervision 
and to revise certain nonphysician practitioners (nurse practitioners, physician assistants, clinical nurse 
specialists and certified nurse midwifes) may supervise the performance of diagnostic tests to the extent 
they are authorized to do so under their scope of practice and applicable State law. 

Within the following pages are expanded details and explanations of the key highlights pertinent to 
interventional radiology as outlined above.   

https://www.federalregister.gov/public-inspection/2022-15372/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment
https://www.federalregister.gov/public-inspection/2022-15372/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment
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Payment Rates 

CMS proposed to use CY 2021 claims data for ratesetting for CY 2023 which follows the usual 2-year difference 
in data for ratesetting due to allowance for 1-year of timely filing for billing.  However, CMS proposed to use the 
CY 2019 hospital cost report data instead of CY 2020.  Cost reports submitted to CMS by hospitals lag one year 
behind the claims data and CMS continues to believe the data from 2020 may create issues for ratesetting.   

CMS proposed a 2.7 percent increase to the Outpatient Department (OPD) fee schedule.  This is based on the 
proposed market update from the Inpatient Prospective Payment System (IPPS) of 3.1 percent and a 0.4 percent 
proposed productivity adjustment decrease.   CMS proposed to use a conversion factor (CF) of $86.785 for 
hospitals meeting the reporting criteria and applying the 2 percent reduction to those that do not with a CF 
equal to $85.093.  CMS estimates total payments to HOPPS providers will be approximately $86.2 billion, an 
increase of approximately $6.2 billion compared to CY 2022 HOPPS payments. 

CMS proposed an increase of 2.7 percent to payment rates for ambulatory surgical centers (ASCs).  CMS is 
anticipating a $130 million increase in payments to ASCs over CY 2022. 

Wage Index 

The Secretary of Health and Human Services (HHS) is required to determine a wage adjustment factor to adjust 
the portion of payment and coinsurance attributable to labor-related costs, and accounting for the differences 
in labor-related costs across the country within defined geographic regions in a budget neutral manner.  The 
labor-related portion of the set payment by CMS is 60 percent of the national rate and the other 40 percent is 
attributed to non-labor.  

The wage index values as finalized through the Inpatient Prospective Payment System (IPPS), which runs on a 
fiscal year calendar of October 1 -September 30, are used under HOPPS.  This is due to most outpatient hospitals 
have inpatient services as well.  For those that do not, CMS assigns a wage index as if they were paid under IPPS, 
based on their geographic location and any applicable wage index policies and adjustments. 

CMS proposed to continue applying a wage index of 1.0000 for frontier state hospitals, this policy has been in 
place since CY 2011.  This ensures the lower population states are not “penalized” for reimbursement due to 
the low number of people per square mile when compared to other states.     

CMS proposed for FY 2023 and subsequent years to apply a 5 percent cap on any decreases to a hospital’s wage 
index from the previous year’s wage index.  The wage index for FY 2023 would not be less than 95 percent of 
the finalized wage index for FY 2022 and would continue for subsequent years where the wage index for a given 
year would not be less than 95 percent of final wage index for the prior year.  This adjustment would also apply 
to outpatient hospitals. 

CMS also proposed to use the FY 2023 IPPS post-reclassified wage index for urban and rural areas as the wage 
index for the HOPPS to determine the wage adjustments for both the HOPPS payment rate and the copayment 
rate for CY 2023.  

Standardizing Ambulatory Payment Classifications (APCs) Payment Weights 
Ambulatory payment classifications (APCs) group services which are considered clinically comparable to each 
other with respect to the resources utilized and the associated costs.  CMS proposed to continue using HCPCS 
code G0463, hospital outpatient clinic visit for assessment and management of a patient, in APC 5012 (Level 2 
Examinations and Related Services) as the standardized code for the relative payment weights.  A relative 
payment weight of 1.00 is proposed to be assigned to APC 5012 (code G0463).   
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For CY 2023, CMS proposed to continue to pay code G0463 at a payment rate of 40 percent of the HOPPS rate 
for any outpatient off-campus hospital setting, excepted and nonexcepted.  This continues to be the method 
for controlling the overutilization of this code in the outpatient setting. 

CMS did propose for CY 2023 to exempt excepted off-campus provider-based departments (PBDs) (departments 
that bill the modifier “PO” on claim lines) of rural Sole Community Hospitals and designated as rural for Medicare 
payment purposes.  CMS recognizes the use of the clinic visit in some settings is supported even if it means the 
rate is higher than in another.  This is due to concerns for beneficiaries and access to quality care.  To ensure 
this is possible there are several special payment provisions for rural providers, the exemption of the clinic visit 
payment policy is one of them.  Rather than paid at 40 percent of the HOPPS rate, the clinic visit payment policy 
that applies a Physician Fee Schedule-equivalent payment rate for the clinic visit service, these settings would 
be paid at 100 percent of the HOPPS rate. 

Complexity Adjustment Payments in Ambulatory Surgical Centers 
CMS provides complexity adjustments to hospitals for certain services as part of comprehensive ambulatory 
payment classifications (C-APCs). When multiple C-APC services with the designated status indicator (SI) “J1” 
are performed together, CMS assigns the payment to the next highest paying C-APC of same clinical family.  A 
C-APC assigns payment for all ancillary services pertinent to the primary service assigned SI “J1” packaged into 
the primary code.   

In the ambulatory surgical center (ASC) C-APCs are not used because of system limitations for processing ASC 
claims for payment.  ASC claims are processed as normal claims with separately payable procedure codes.  When 
multiple procedures are performed together in an ASC, the procedure code with the lower payment is paid at 
50 percent of the amount assigned.  This is due to the duplicative use of resources while still providing a payment 
for the work done because add-on codes are not separately paid in the ASC.   

Over the years CMS has received comments from stakeholders concerned the payments for services in the ASC, 
already paid at a much lower rate than hospitals, and the lack of complexity adjustments incentivizes procedures 
in the hospital setting. In response for CY 2023, CMS evaluated differences in payments for HOPPS and ASC code 
pairs that included a primary procedure and add-on codes eligible for complexity adjustments under HOPPS and 
also performed in the ASC setting.  

CMS found 26 packaged procedures in ASCs with SI “N1” that combine with 42 primary procedures as C-APCs in 
hospitals.  CMS estimated ASCs were paid approximately 55 percent of the HOPPS rate for similar services in CY 
2021.  When they compared the complexity adjustment for hospitals of the C-APCs and add-on codes to the 
payment rates for same code combinations in ASCs, the average payment rate for the ASC was 25 to 35 percent 
of the HOPPS rate, which is significantly lower than the 55 precent.  

Due to the significate disparity in payment for the same services in hospital vs. ASC, CMS proposed for CY 2023 
combinations of a primary procedure code and add-on codes eligible for a complexity adjustment under the 
HOPPS would be eligible for a proposed complexity adjustment in the ASC setting.  ASC payment system code 
combinations eligible for additional payment would consist of a separately payable surgical procedure code and 
one or more packaged add-on codes from the ASC Covered Procedures List (CPL) and ancillary services list. 

CMS proposed to assign each eligible code combination a new C code that describes the primary and the add-
on procedure(s) performed.  C codes are only valid for hospital and ASCs, they cannot be billed in office-based 
settings or by physicians paid under the Medicare Physician Fee Schedule (MPFS).  The new C codes would be 
added to the ASC CPL and when an ASC bills the C code, they will be paid the higher payment rate which includes 
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the code combination for the more complex and costlier procedure performed.  CMS expects the list of codes 
would be adjusted annually to account for changes in procedures and payments.   

If the procedures part of a C code is performed with other services not part of the C code, CMS would apply the 
multiple procedure reduction as part of their policy.  Device intensive procedures may also be assigned a C code 
and the calculation of the payment rate using the HOPPS complexity-adjusted C-APC rate would account for the 
portion of the device when determining the full adjustment.  

The following table is a portion of the CY 2023 ASC Addenda AA file which lists the proposed C codes for the 
complexity adjustments with their corresponding proposed payment rates.  Several of the proposed procedures 
which would be eligible for complexity payments, if finalized, are performed by interventional radiology. 

Addendum AA -- Proposed ASC Covered Surgical Procedures for CY 2023                                                                                                                               

HCPCS 
Code Short Descriptor 

Subject to 
Multiple 

Procedure 
Discounting 

Proposed 
CY 2023 

Comment 
Indicator 

Proposed 
CY 2023 
Payment 
Indicator 

Proposed 
CY 2023 
Payment 
Weight 

Proposed 
CY 2023 
Payment 

Rate 
CXX10 Dx bronch w/ navigation Y NP A2 27.0266 $1,386.87  
CXX11 Bronch/lavag w/ navigation Y NP A2 27.0266 $1,386.87  
CXX12 Bronch/bpsy(s) w/ navigation Y NP A2 27.0266 $1,386.87  
CXX13 Bronch/bpsy(s) w/ ebus Y NP A2 27.0266 $1,386.87  
CXX14 Cath/angio dialcir w/aplasty Y NP R2 27.5718 $1,414.85  
CXX15 Cath/angio dial cir w/stents Y NP R2 27.5718 $1,414.85  
CXX16 Cath/angio dial cir w/embol Y NP R2 27.5718 $1,414.85  
CXX17 Cor angio w/ ivus or oct Y NP G2 44.4505 $2,280.98  
CXX18 Cor angio w/ilic/fem angio Y NP G2 44.4505 $2,280.98  
CXX19 Cor/gft angio w/ ivus or oct Y NP G2 44.4505 $2,280.98  
CXX20 Cor/gft angio w/ flow resrv Y NP G2 44.4505 $2,280.98  
CXX21 Cor/gft angio w/ilic/fem ang Y NP G2 44.4505 $2,280.98  
CXX22 R hrt angio w/ ivus or oct  Y NP G2 44.4505 $2,280.98  
CXX23 R hrt angio w/flow resrv Y NP G2 44.4505 $2,280.98  
CXX24 L hrt angio w/ ivus or oct  Y NP G2 44.4505 $2,280.98  
CXX25 L hrt angio w/flow resrv Y NP G2 44.4505 $2,280.98  
CXX26 L hrt gft ang w/ ivus or oct Y NP G2 44.4505 $2,280.98  
CXX27 L hrt gft ang w/flow resrv Y NP G2 44.4505 $2,280.98  
CXX28 R&L hrt angio w/ ivus or oct Y NP G2 44.4505 $2,280.98  
CXX29 R&L hrt angio w/flow resrv Y NP G2 44.4505 $2,280.98  
CXX30 R&L hrt gft ang w/flow resrv Y NP G2 44.4505 $2,280.98  
CXX31 Cath/aplasty dial cir w/stnt Y NP G2 87.2991 $4,479.75  
CXX32 Angio fem/pop w/ us Y NP J8 105.9692 $5,437.81  
CXX33 Angio w/ us non-coronary Y NP J8 102.0918 $5,238.84  
CXX34 PTCA w/ plcmt brachytx dev  Y NP J8 107.0005 $5,490.73  
CXX35 Fem/pop revasc w/arthr & us Y NP J8 196.4272 $10,079.66  
CXX36 Fem/pop revasc w/stent & us Y NP J8 194.6191 $9,986.88  
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CXX37 Opn/perq stents veins Y NP J8 183.5093 $9,416.78  
CXX38 Insrt atril pm w/L vent lead Y NP J8 196.7288 $10,095.14  
CXX39 Insrt vent pm w/L vent lead Y NP J8 197.2946 $10,124.17  
CXX40 Insrt a & v pm w/L vent lead Y NP J8 200.9395 $10,311.21  
CXX41 Rmv&rplc pm dul w/L vnt lead Y NP J8 197.3224 $10,125.60  
CXX42 ERCP w/ pancreatoscopy Y NP A2 43.3515 $2,224.58  
CXX43 ERCP w/bx & pancreatoscopy Y NP A2 43.3515 $2,224.58  
CXX44 ERCP w/otomy, pancreatoscopy Y NP A2 43.3515 $2,224.58  
CXX45 ERCP rmv calc pancreatoscopy Y NP A2 43.3515 $2,224.58  
CXX46 Exch bil cath w/ rmv calculi Y NP G2 43.3515 $2,224.58  
CXX47 Rep nph/urt cath w/dil stric Y NP G2 28.5996 $1,467.59  
CXX48 Cnvrt neph cath w/ dil stric Y NP J8 33.4573 $1,716.86  
CXX49 Exch neph cath w/ dil stric Y NP G2 28.5996 $1,467.59  
CXX50 Chge urtr stent w/ dil stric Y NP A2 28.5996 $1,467.59  
CXX51 Cysto w/ bx(s) w/ blue light Y NP A2 28.5996 $1,467.59  
CXX52 Exc neuroma w/ implnt nv end Y NP A2 50.7074 $2,602.05  
CXXX1 Deb bone 20 cm2 w/drug dev Y NP A2 20.2012 $1,036.62  
CXXX2 Perc bx breast lesions stero Y NP G2 20.2012 $1,036.62  
CXXX3 Perc bx breast lesions MR Y NP G2 20.2012 $1,036.62  
CXXX4 Open exc cerv node(s) w/ id Y NP A2 45.5833 $2,339.11  
CXXX5 Perq cvt&ls inj vert bodies Y NP G2 59.8164 $3,069.48  
CXXX6 Perq ls&cvt inj vert bodies Y NP G2 59.8164 $3,069.48  
CXXX7 Fusion of finger joints Y NP A2 59.8164 $3,069.48  
CXXX8 Perq thor&lumb vert aug Y NP G2 122.7286 $6,297.82  
CXXX9 Perq lumb&thor vert aug Y NP G2 122.7286 $6,297.82  

Multiple Imaging Composite APC 
CMS proposed to continue to pay for all multiple imaging procedures within an imaging family performed on 
the same date of service using the multiple imaging composite APC payment methodology.  Standard APC 
assignments will continue to apply for single imaging procedures and multiple imaging procedures performed 
across imaging families.  A single imaging session performed “with contrast” is part of a composite APC when at 
least one or more imaging procedures from the same family are also performed with contrast on the same date 
of service.  For example, if a hospital performs one MRI without contrast during the same session as one with, 
the payment rate will be for the “with contrast” composite APC. 

The five multiple imaging composite APCs established in CY 2009 are: 
• APC 8004 (Ultrasound Composite); 
• APC 8005 (CT and CTA without Contrast Composite); 
• APC 8006 (CT and CTA with Contrast Composite); 
• APC 8007 (MRI and MRA without Contrast Composite); and 
• APC 8008 (MRI and MRA with Contrast Composite). 

Table 2 within the CY 2023 HOPPS proposed rule contains the imaging families and multiple imaging procedures 
for the composite APCs.   
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Procedures Assigned to New Technology APC Groups for CY 2023 
When new technology is assigned a billing code the establishment of a payment rate by CMS can be difficult 
because there is no claims data to determine utilization and cost by the hospital.  Due to this CMS created New 
Technology APCs which are similar to pass-through payments for new drugs, biologicals, radiopharmaceuticals 
and devices.  The new technology is assigned to a temporary APC until claims data is available, typically this is a 
minimum of two years, but can be less if there is sufficient data available sooner. Once there is sufficient data 
the new technology is moved to a clinically appropriate APC.  

To be considered new technology by CMS the following criteria must be met: 

• Service must be truly new, meaning it cannot be appropriately reported by an existing HCPCS code 
assigned to a clinical APC and does not appropriately fit within an existing clinical APC;  

• Service is not eligible for transitional pass-through payment (however, a truly new, comprehensive 
service could qualify for assignment to a new technology APC even if it involves a device or drug that 
could, on its own, qualify for a pass-through payment); and  

• Service falls within the scope of Medicare benefits under section 1832(a) of the Act and is reasonable 
and necessary. 

When new technology does have claims data but there are less than 100 claims a year, this is also considered 
low volume.  To establish a payment rate for Low Volume APCs CMS will use up to four years of claims data to 
establish a payment rate.  CMS will calculate the cost from the claims data using the value which is the highest, 
arithmetic mean cost, median cost, or geometric cost over the four-year period.  

CMS proposed payments rates for the following new technology algorithm-driven services that assist 
practitioners in making clinical assessments, and providers pay for either on a subscription or per-use basis 
which CMS refers to as Software as a Service (SaaS).  Code 0721T proposed rate is $650.50 and 0722T is packaged 
into primary service so there is no set payment rate. 

CPT® 
Code 

Trade 
Name Long Descriptor 

Final CY 
2022 

OPPS APC 

Final CY 
2022 

OPPS SI 

Proposed 
CY 2023 

OPPS APC 

Proposed 
CY 2023 
OPPS SI 

0721T Optellum 
LCP 

Quantitative computed tomography 
(CT) tissue characterization, including 
interpretation and report, obtained 
without concurrent CT examination of 
any structure contained in previously 
acquired diagnostic imaging  

1508 S 1508 S 

0722T Optellum 
LCP 

Quantitative computed tomography 
(CT) tissue characterization, including 
interpretation and report, obtained 
with concurrent CT examination of 
any structure contained in the 
concurrently acquired diagnostic 
imaging dataset (List separately in 
addition to code for primary 
procedure) 

1511 S 1511 S 
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Supervision by NPPs of Hospital and CAH Diagnostic Services Furnished to Outpatients 
Supervision requirements for diagnostic x-ray tests, diagnostic laboratory tests, and other diagnostic tests paid 
under the MPFS are outlined at the code level in the files provided by CMS.  Prior to 2020 and the waivers and 
provisions related to the COVID-19 pandemic, only physicians were allowed to supervise the performance of 
diagnostic tests as defined by Medicare law.  The revisions were made to ensure an adequate number of health 
care professionals were available to support critical COVID-19-related and other diagnostic testing needs and 
provide needed medical care during the PHE as outlined in the President’s Executive Order 13890 on ‘‘Protecting 
and Improving Medicare for Our Nation’s Seniors’’.  This directed the Secretary of HHS to identify and modify 
Medicare regulations that contained more restrictive supervision requirements than existing scope of practice 
laws, or limited healthcare professionals from practicing at the top of their license.  

CMS proposed changes for CY 2023 for clarification and consistency for definitions related to physician 
supervision and to revise certain nonphysician practitioners (nurse practitioners, physician assistants, clinical 
nurse specialists and certified nurse midwifes) may supervise the performance of diagnostic tests to the extent 
they are authorized to do so under their scope of practice and applicable State law. 

CMS also proposed to update the definitions for general and personal supervision.  Currently direct supervision 
is the only one that indicates “supervising practitioner” as the person who can supervise the procedure.  The 
definitions for general and personal both refer to only a physician providing the level of supervision.  


