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CY 2023 Medicare Physician Fee Schedule (MPFS) 
Proposed Rule Summary  
July 11, 2022 
On July 7, 2022, the Centers for Medicare and Medicaid Services (CMS) issued the proposed rule for the 
Medicare Physician Fee Schedule (MPFS) for CY 2023. 

The proposed rule is 2,066 pages in length and located in its entirety at the following link: 
https://www.federalregister.gov/public-inspection/2022-14562/medicare-and-medicaid-programs-calendar-year-2023-
payment-policies-under-the-physician-fee-schedule.  

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 
• CY 2023 Conversion factor (CF) proposed to be $33.0775, a decrease of 4.5% from CY 2022 CF of 

$34.6062.   
o Decrease of 3% is due to the expiration of legislative increase valid for 2022 only and budget 

neutrality decrease of 1.5%. 
• Changes to relative value units (RVUs) for physician work, practice expense, and malpractice are also 

proposed to impact reimbursement, again negatively for many which are highly specialized. 
o Changes in evaluation and management (E/M) visits once again have an impact and those 

specialties that predominantly provide E/M with little practice expense (PE) values are proposed 
to see increases in the value of codes.  Other changes in values due to misvaluation, year two 
phase-in of values for clinical labor, continued phase-in of equipment and supply pricing, and 
changes in malpractice premium data for CY 2023 are proposed to negatively impact specialties 
like radiology, interventional radiology, vascular surgery, and nuclear medicine.   

• New for this ruling, CMS provided a breakdown of the proposed impacts to specialties to identify where 
they will be setting wise, non-facility vs. facility.  These impacts only reflect the estimated RVUs and do 
not reflect the impact per the CF.  The overall percentages are based on aggregate estimated allowed 
charges summed across services by all providers for a specialty and compared to the previous year.  The 
value impact may not be the same at the single practitioner level for a given specialty. 

o Estimated impacts for select specialties are as follows: 
 Interventional Radiology -4%, Non-facility -4% and Facility 0% 
 Radiology -3%, Non-facility -3% and Facility -1% 
 Interventional Pain Management -1%, Non-facility -2% and Facility 0% 

• CMS proposed a value change to Lab Tech/Histotechnologist (L035A) clinical labor type which is the value 
used for Angio Technician clinical labor type, with an increase to the rate per minute from $0.55 to $0.60.  

• CMS indicated as required for CY 2023 the work floor geographic practice cost index (GPCI) is set at 1.000 
and reflected in the proposed values.  GPCIs reflect the cost-of-living differences between geographical 
locations and must be reviewed and if necessary, adjusted every 3 years.   

o CMS is seeking comments on refining several of the California locales as they are not transition 
areas.  This would decrease 32 payment locales to 29, but there would be no payment 
implications under MPFS if the change was enacted. 

• CMS proposed updates to Malpractice (MP) RVUs 
o The last update was in 2020 and is required every 3 years.  It was also finalized in 2020 to align 

https://www.federalregister.gov/public-inspection/2022-14562/medicare-and-medicaid-programs-calendar-year-2023-payment-policies-under-the-physician-fee-schedule
https://www.federalregister.gov/public-inspection/2022-14562/medicare-and-medicaid-programs-calendar-year-2023-payment-policies-under-the-physician-fee-schedule
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the MP RVUs and MP GPCI at same time to increase efficiency.  
o Updated MP premium data was obtained from all 50 State insurance rate filings. 
o CMS is proposing to improve a more comprehensive data set to identify specific insurer names 

when they do not match the CMS database or include specialties not tracked by CMS and to 
create true risk index calculation.  

• Based on the proposed changes to the CF and RVUs the impact at the code level for IR services ranges 
from slight increases overall to decreases that average 6 percent for nonfacility (office-based) settings and 
an average decrease of 4 percent for the physician in a facility (hospital-based and ambulatory surgical 
center) settings. 

• CMS included several codes and code sets for CY 2023 valuation, not all RUC recommendations were 
accepted.   

o Percutaneous Arteriovenous Fistula Creation (CPT® codes 368X1 and 368X2) – New for 2023 
o Arthrodesis Decompression (CPT® codes 22630, 22632, 22633, 22634, 63052, and 63053) 
o Percutaneous Nephrolithotomy (CPT® codes 50080, 50081) 
o 3D Rendering with Interpretation and Report (CPT® code 76377) 

• CMS proposed the intention to accept and move forward with the AMA CPT® Editorial Panel changes to 
the rest of the evaluation and management (E/M) visits (inpatient and observation visits, emergency 
department (ED) visits, nursing facility visits, domiciliary or rest home visits, home visits, and cognitive 
impairment assessment) except critical care services to match the framework of the outpatient and 
office E/M visits which changed in 2021. 

• CMS addressed telehealth after the public health emergency (PHE) ends.  As of this summary, no end 
date has been set and it is expected to be renewed in July 2022.  

• CMS proposed codes not part of the telehealth list of services identified as continuing permanently or 
temporarily as a Category 3 telehealth service will end on day 152 post the end of the PHE (e.g., initial 
inpatient CPT® codes 99221, 99222, and 99223).   

• CMS has also proposed the telephone or audio-only codes (99441-99443) will not be available on the list 
of telehealth services after the end of the PHE.   

• CMS is proposing for services included on the list of telehealth services performed on or before the 151st 
day after the PHE ends will continue to be paid at the same rate as if performed in person with modifier 
95 applied to the telehealth services.   

• CMS is seeking comments on the following as they move forward into future rulemaking: 
o Adjusting RVUs To Match PE Share of the Medicare Economic Index (MEI)  
o Standardize and make routine the valuation for indirect practice expense (PE) 
o Strategies for Improving Global Surgical Package Valuation 

• CMS addressed Split (or Shared) Visits for new and established patients will be fully integrated in policy 
year beginning 2024, a one-year delay, to allow full acquaintance and implementation of the other E/M 
visit changes for providers.  

 
Within the following pages are expanded details and explanations of the key highlights pertinent to 
interventional radiology as outlined above.   
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Payment Rates 
CY 2023 CMS is again limited to address or override the 3 percent decrease which must be applied to the 
CY 2022 CF when determining the value for CY 2023.  The Protecting Medicare and American Farmers from 
Sequester Cuts Act signed into law December 10, 2021, after the CY 2022 final rule, increased the CF for 2022 
by 3 percent.  This increase was only valid for 2022 and means the CF for 2023 was already set to decrease.  In 
addition, CMS has proposed to apply a decrease of 1.5 percent for budget neutrality.  This results in an overall 
4.5 percent decrease to the CF and does not account for any relative value unit (RVU) changes for 2023.  The CY 
2023 conversion factor (CF) is proposed to be $33.0775 a decrease of 4.5 percent from CY 2022 CF of $34.6062. 

Table 136 from the proposed ruling outlines the factors set by CMS to calculate the conversion factor. 

 

The lowering of the CF does result in decreases for many specialties and their estimated impacts; however, CMS 
has also applied additional decreases to relative value units (RVUs) due to misvalued codes, revaluation of evaluation 
and management (E/M) services, updated malpractice premium data, and year two phase-in of clinical labor updates.   

Once again specialties which rely on E/M services or clinical labor to make up the bulk of their practice expense are 
proposed to see positive impacts related to RVU changes.  Other specialties such as radiology, interventional radiology, 
vascular surgery, and nuclear medicine are proposed to see negative impacts related to RVU changes.  This is primarily 
due to how practice expense contributes to valuation of services.  For specialties like interventional radiology, the cost 
of equipment and supplies to perform procedures make up the bulk of valuation and clinical labor and E/M are much 
smaller factors.   

All of this is due to CMS must maintain budget neutrality when increasing or decreasing payment rates.  CMS cannot 
exceed their projected budget each year by $20 million above or below the set amount.  If they calculate based on the 
changes in code values or other updates, they will exceed the amount in payments for services because certain 
specialties are calculated to see an increase, they do not get extra money from somewhere else in the government, they 
must work within their given budget.  CMS will instead “pay” for the increase in values to codes and overall 
reimbursement for specialties by lowering the rates or values of codes primary to other specialties which provides them 
with the added monies needed to make up the difference.   

The changes in RVUs alone are proposed to negatively impact several specialties.  The impacts outlined in the following 
table do not account for or incorporate the decrease in the conversion factor.  CMS clarified the percent changes 
proposed to impact each society, “The percentage changes in Table 138 are based upon aggregate estimated PFS 
allowed charges summed across all services furnished by physicians, practitioners, and suppliers within a specialty to 
arrive at the total allowed charges for the specialty, and compared to the same summed total from the previous calendar 
year. Therefore, they are averages, and may not necessarily be representative of what is happening to the particular 
services furnished by a single practitioner within any given specialty.” 

In addition to the estimated impact on total allowed charges by specialty provided in Table 138, CMS also provided 
additional estimated impact on total charges by setting (Table 139) after requests by stakeholders in response to CY 2022 
rulings to provide more transparency.  
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TABLE 138: CY 2023 PFS Estimated Impact on Total Allowed Charges by Specialty  

(A) 
Specialty 

(B) 
Allowed 
Charges 

(mil) 

(C) 
Impact of 
Work RVU 
Changes 

(D) 
Impact of 

PE RVU 
Changes 

(E) 
Impact of 
MP RVU 
Changes 

(F) 
 

Combined 
Impact 

Interventional Pain Management $924 -1% -1% 0% -1% 

Interventional Radiology $465 -1% -3% 0% -4% 

Radiology $4,712 -1% -1% -2% -3% 

Vascular Surgery $1,098 0% -3% 0% -3% 
* Column F may not equal the sum of columns C, D, and E due to rounding. 

TABLE 139: CY 2023 PFS Estimated Impact on Total Allowed Charges by Setting 

(A) 
Specialty 

(B) 
Total Non-

Facility/Facility 

(C) 
Allowed Charges 

(mil) 

(D) 
Combined Impact 

Interventional Pain Management 
TOTAL $924 -1% 
Non-facility $729 -2% 
Facility $195 0% 

Interventional Radiology 
TOTAL $465 -4% 
Non-facility $365 -4% 
Facility $100 0% 

Radiology 
TOTAL $4,712 -3% 
Non-facility $4,486 -3% 
Facility $226 -1% 

Vascular Surgery 
TOTAL $1,098 -3% 
Non-facility $813 -4% 
Facility $285 -1% 

Based on the proposed changes to the RVUs for CY 2023, the impact at the code level for interventional radiology 
(IR) services tracks with the breakdown from CMS in Table 139.  The additional impact of the CF does reflect a 
slight increase to some IR services, larger increases to E/M codes, but mostly decreases that average 6 percent in 
nonfacility (office-based) settings and decreases that average 4 percent for the physician in facility (hospital-
based and ambulatory surgical center) settings. 

Practice Expense RVUs – Clinical Labor 

CMS updated the values for clinical labor for the first time in 20 years in CY 2022 using CY 2019 survey data from 
the Bureau of Labor and Statistics (BLS) and other supplementary data when there is no BLS data available.  Due to 
budget neutrality, which is applied to clinical labor changes, specialties like family practice which have a higher-
than-average share of the direct costs continue to see increases in values of codes while for other specialties like 
interventional radiology which have labor that is a lower-than-average share of the direct costs continue to see 
decreases in code value. This is due to the equipment and supplies which are high valued for interventional 
radiology and the lower impact clinical labor values have on the same services  

After considerable push-back CMS finalized the adoption of a 4-year phase-in of the clinical labor values 
beginning in 2022.  CY 2023 begins year two of clinical labor updates.  CMS has stated from the beginning if 
there is new data available it can be presented to CMS at any time during the 4-year phase-in for consideration.  
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Prior to the MPFS CY 2023 proposed rule release, data was presented by another entity to CMS regarding the 
accuracy of the value assigned to Lab Tech/Histotechnologist (L035A) clinical labor type.  This is of importance 
to interventional radiology because the value used for clinical labor type Angio Technician is crosswalked to the 
value for Lab Tech/Histotechnologist (L035A) clinical labor type.  SIR did request CMS use a different crosswalk 
in comment to the CY 2022 MPFS proposed ruling, which CMS did not accept.  SIR is preparing comments to 
CMS specifically to address and submit recent salary data regarding valuation and assignment of the Angio 
Technician. 

The proposed value changes to Lab Tech/Histotechnologist (L035A) clinical labor type by CMS would increase 
the rate per minute from $0.55 to $0.60. 

TABLE 5: CY 2023 Clinical Labor Pricing Update 

Labor 
Code Labor Description Source 

CY 2021 
Rate Per 
Minute 

Final Rate 
Per Minute 

Y2 Phase-In 
Rate Per 
Minute 

Total % 
Change 

L041A Angio Technician L035A* 0.41 0.58 0.503 45% 

L041B Radiologic Technologist BLS 29-2034 0.41 0.63 0.520 54% 

L041C Second Radiologic Technologist for 
Vertebroplasty 

BLS 29-2034 0.41 0.63 0.520 54% 

L043A Mammography Technologist BLS 29-2034 0.43 0.63 0.530 47% 

L046A CT Technologist BLS 29-2035 0.46 0.76 0.610 65% 

L047A MRI Technologist BLS 29-2035 0.47 0.76 0.615 62% 

L054A Vascular Technologist BLS 19-1040 0.54 0.91 0.725 69% 

L152A Medical Physicist AAPM Data* 1.52 2.14 1.832 41% 
* Updated for CY 2023 

Malpractice RVUs 

CMS proposed updates to Malpractice (MP) RVUs which was last done in CY 2020 and is required every three 
years.  Additionally, as finalized in 2020 CMS will align updates to the MP RVUs and MP GPCI at the same time 
to increase efficiency.  

To update MP RVUs and GPCIs, premium data is obtained from State insurance rate filings and CMS was able to 
obtain data from all 50 states.  Previously this had not been the case and resulted in crosswalks when values 
were not present.  CMS is proposing to improve and obtain a more comprehensive data set to identify specific 
insurer names when they do not match CMS database or include specialties not tracked by CMS and to create 
true risk index calculation.  

CMS has also proposed for those specialties where the updated MP premium data results in 30 percent or 
greater reduction in risk index compared to 2022, CMS is will phase-in these impacted MP RVUs at 1/3 of the 
change each year over next three years, until the next update, rather than over two years.  The following table 
outlines the projected risk index for selected specialties over the next three years.  None of the societies selected 
are impacted by the more than 30 percent change and are not proposed to have values as part of the phase-in. 
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CY 2023 Malpractice Risk Index and Premium Amounts by Specialty 

Specialty 
Code Specialty Name 

2022 
Service 

Risk 
Group 

2022 
Risk 

Index* 

2022 
Normalized 

Premium 
Rate 

2023 
Service 

Risk 
Group 

2023 
Risk 

Index** 

2024 
Risk 

Index** 

2025 
Risk 

Index** 

2025 
Normalized 

Premium 
Rate 

09 Interventional Pain 
Management All 1.240 $26,587 All 1.200 1.200 1.200 $26,013 

30 Diagnostic Radiology All 0.937 $20,105 All 1.009 1.009 1.009 $21,889 
77 Vascular Surgery All 2.812 $60,318 All 2.825 2.825 2.825 $61,259 

94 Interventional 
Radiology All 1.144 $24,532 All 1.404 1.404 1.404 $30,457 

*Note: CMS is moving from a "Risk Factor" construct to a "MP Risk Index" beginning in 2023. 2022 Risk Index is shown above for illustrative purposes only. See "CY 2023 
Medicare PFS Update to the GPCIs and MP RVUs, Interim Report" for more information. 
**Note: This reflects the policy of allowing up to 3 years for risk index values to fully reflect the updated premium data as discussed in "CY 2023 Medicare PFS Update to 
the GPCIs and MP RVUs, Interim Report." 
Specifically, each specialty's risk index value may not decrease by more than 33% of the specialty's CY2022 risk index value in a given year. 

 
Geographic Practice Cost Index (GPCI) 

Geographic practice cost index (GPCI) reflects the cost-of-living differences between geographical locations and 
must be reviewed and if necessary, adjusted every 3 years.  CMS completed their review of GPCIs and as required 
for CY 2023 the work floor GPCI is set at 1.000 and reflected in the proposed values.  Alaska continues the 
permanent 1.500 work GPCI and the Frontier States continue the permanent 1.000 floor for work RVUs as well.  
Additionally, CMS is proposing new GPCIs beginning for CY 2023 and seeking comments on refining several of 
the California locales as they are not transition areas.  This would decrease the 32 California payment locales to 
29, but there would be no payment implications under MPFS if the change was enacted. 

CMS is proposing to change the California following identities:  
• Los Angeles-Long Beach-Anaheim MSA, containing Orange County and Los Angeles County, by one 

unique locality number, 18, as opposed to two, retiring locality number 26, as it is no longer needed.  
• San Francisco-Oakland-Berkeley MSA containing San Francisco, San Mateo, Alameda, and Contra Costa 

counties by one unique locality number, 05, as opposed to four, retiring locality numbers 06 and 07, as 
they are no longer needed.  

• Modify the MSA names as follows:  
o San Francisco Oakland-Berkeley (San Francisco Cnty) locality (locality 05) would become San 

Francisco-Oakland-Berkeley (San Francisco/San Mateo/Alameda/Contra Costa Cnty) 
o Los Angeles-Long Beach-Anaheim (Los Angeles Cnty) locality (locality 18) would become Los 

Angeles-Long Beach-Anaheim (Los Angeles/Orange Cnty).  
o Because Marin County is in a transition area and subject to the hold harmless provision CMS must 

retain a unique locality number for San Francisco-Oakland-Berkeley (Marin Cnty), locality 52.  

Specific Codes and Code Set Valuations 
Percutaneous Arteriovenous Fistula Creation (CPT® codes 368X1 and 368X2) 

In October 2021 the CPT® Editorial Panel created the SIR lead CPT® codes 368X1 (Percutaneous arteriovenous 
fistula creation, upper extremity, single access of both the peripheral artery and peripheral vein, including fistula 
maturation procedures (e.g., transluminal balloon angioplasty, coil embolization) when performed, including all 
vascular access, imaging guidance and radiologic supervision and interpretation) and 368X2 (Percutaneous 
arteriovenous fistula creation, upper extremity, separate access sites of the peripheral artery and peripheral vein, 
including fistula maturation procedures (e.g., transluminal balloon angioplasty, coil embolization) when 
performed, including all vascular access, imaging guidance and radiologic supervision and interpretation) to 
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describe the creation of an arteriovenous fistula in an upper extremity via a percutaneous approach. 

CPT® codes 368X1 and 368X2 are intended to replace the HCPCS G codes G2170 and G2171, which have been 
requested to be deleted by the RUC.  CMS is proposing to delete HCPCS codes G2170 and G2171 and replace 
them with CPT® codes 368X1 and 368X2. 

The RUC recommended a work RVU of 7.50 for CPT® code 368X1, and a work RVU of 9.60 for CPT® code 368X2. 
CMS indicated they disagree with the RUC-recommended RVUs for CPT® codes 368X1 and 368X2 and felt they 
were too high when compared to other codes with similar time values.  Per CMS, The RUC-recommended RVU 
of 7.50 for 368X1 is the second highest RVU for codes with 55 to 65 minutes of intraservice time and 94 to 114 
minutes of total time, with RVUs ranging from 2.45 to 8.84. Similarly, the RUC-recommended RVU of 9.60 for 
368X2 is the third highest RVU for codes with 65 to 85 minutes of intraservice time and 109 to 129 minutes of 
total time, with RVUs ranging from 4.69 to 10.95. Therefore, CMS proposed a work RVU of 7.20 for CPT® code 
368X1 using the second reference code of 36905 due to the intraservice and total time were closer in value.   

CMS did state they also disagreed with the RUC-recommended work RVU of 9.60 for CPT® code 368X2.  They 
agreed the relative difference in work between CPT® codes 368X1 and 368X2 is equivalent to the RUC-
recommended interval of 2.10 RVUs and believed the use of an incremental difference between these CPT® 
codes is a valid methodology for setting values, especially in valuing services within a family of codes where it is 
important to maintain an appropriate intra-family relativity. Therefore, CMS proposed a work RVU of 9.30 for 
CPT® code 368X2, based on the RUC-recommended interval of 2.10 RVUs and using the CMS proposed work 
RVU of 7.20 for CPT® code 368X1.  

Regarding direct practice expense (PE), CMS is requesting additional information on two equipment and four 
supply items presented for CPT® code 368X1 and 368X2.  Specifically, CMS is seeking comments on the following: 

• Justification for two of the four supply items and their inclusion as direct PE inputs. Specifically, the RUC 
submitted invoices for two new equipment inputs; one for a Wavelinq EndoAVF generator (EQ403) used 
for CPT® code 368X2, and the other for an Ellipsys EndoAVF generator (EQ404) used for CPT® code 
368X1.  

o Comments and requesting information why the Wavelinq generator (EQ403) are so much more 
expensive at $18,850 as compared with the Ellipsys generator (EQ404) at $3,000.  

• In addition, supply items SD149 (catheter, balloon inflation device) and SD152 (catheter, balloon, PTA) 
as direct PE inputs for CPT® codes 368X1 and 368X2.  

o Comments and requesting information if supply items SD149 and SD152 are typical, and how 
often they are used, for CPT® codes 368X1 and 368X2.  

• Supply items SF056 (detachable coil) and SF057 (non-detachable embolization coil) included as direct PE 
inputs for CPT® code 368X2 (one each for SF056 and two each for SF057).  

o Comments and requesting information with a justification for keeping supply items SF056 and 
SF057 as direct PE inputs for CPT® code 368X2.  

o Request to know if both supply items are typical and how often they are used for CPT® code 
368X2. If these supply inputs are not typical for these procedures, CMS believes they should be 
removed from the direct PE inputs. 

Arthrodesis Decompression (CPT® codes 22630, 22632, 22633, 22634, 63052, and 63053) 

The codes 63052 (Laminectomy, facetectomy, or foraminotomy (unilateral or bilateral with decompression of 
spinal cord, cauda equina and/or nerve root[s] [eg, spinal or lateral recess stenosis]), during posterior interbody 
arthrodesis, lumbar; single vertebral segment (List separately in addition to code for primary procedure)) and 
63053 (Laminectomy, facetectomy, or foraminotomy (unilateral or bilateral with decompression of spinal cord, 
cauda equina and/or nerve root[s] [eg, spinal or lateral recess stenosis]), during posterior interbody arthrodesis, 
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lumbar; each additional segment (List separately in addition to code for primary procedure)) were new add-on 
codes available in 2022 to report decompression when performed in conjunction with posterior interbody 
arthrodesis at the same interspace.   

CMS proposed the work RVU for CPT® code 63052 would maintain the current work RVU, despite a surveyed 
change in time. In the CY 2022 MPFS final rule, CMS finalized a work RVU of 4.25 for CPT® code 63052 for CY 
2022 based on a crosswalk to CPT® code 22853. Survey data showed a 5-minute intraservice time increase for 
CPT® code 63052, CMS continues to believe the crosswalk to CPT® code 22853 is still valid, given only 3 months 
has passed between the two surveys, and it has the same intraservice time as CPT® code 63052, is a spinal 
procedure, and is an add-on code to the same base codes as CPT® code 63052. 

CPT® code 63053 had a finalized work RVU or 3.19 based on the intraservice time ratio between CPT® codes 
63052 and 63053 ((30 minutes/40 minutes) * 4.25 = 3.19). CMS believes the intraservice time ratio between 
the two CPT® codes is still valid, given that only 3 months passed between the two surveys.  They are proposing 
a work RVU of 3.78 based on the surveyed time changes for CPT® codes 63052 and 63053 ((40 minutes/45 
minutes) * 4.25 = 3.78) to maintain consistency with previous analysis of time and intensity of these two add-
on codes. CMS indicated there was no obvious or explicitly stated rationale in the RUC’s April recommendations 
for the change in intensity between the January 2021 and April 2021 surveys, so CMS utilized the changes in 
surveyed time to calculate the proposed work RVUs for CPT® codes 63052 and 63053. 

Percutaneous Nephrolithotomy (CPT® codes 50080, 50081) 

In September 2021, the CPT® Editorial Panel revised the descriptors to CPT® codes 50080 (Percutaneous 
nephrolithotomy or pyelolithotomy, lithotripsy stone extraction, antegrade ureteroscopy, antegrade stent 
placement and nephrostomy tube placement, when performed, including imaging guidance; simple (e.g., 
stone[s] up to 2 cm in a single location of kidney or renal pelvis, nonbranching stones)) and 50081 (Percutaneous 
nephrolithotomy or pyelolithotomy, lithotripsy stone extraction, antegrade ureteroscopy, antegrade stent 
placement and nephrostomy tube placement, when performed, including imaging guidance; complex (e.g., 
stone[s] > 2 cm, branching stones, stones in multiple locations, ureter stones, complicated anatomy)). 

Recent claims data identified a site of service anomaly screen, as they are performed less than 50 percent of the 
time in the inpatient setting, both codes have 90-day global periods, which include post-op inpatient hospital 
E/M services in their value, typical of major surgery codes. The revised code descriptors also include image 
guidance and nephrostomy tube placement, which were not present in the old descriptors, and were reported 
as procedures separately from CPT® codes 50081 and 50082.  

Codes 50081 and 50082 have not been reviewed for nearly 30 years and the recommended intra-service times 
dropped by 76.9 percent from the current intra-service time and the RUC recommended work RVU is reduced 
only by 85.9 percent. CMS does not agree with the RUC recommended work RVU and proposed a work RVU of 
12.11 for CPT® code 50080 with the RUC recommended 90 minutes of intra-service time and 244 minutes of 
total time.  CMS proposed a work RVU of 20.61 for CPT® code 50081, based on the proposed CPT® code 50080’s 
work RVU of 12.11 plus the RUC-recommended incremental difference 8.50 work RVUs between CPT® code 
50080 and CPT® code 50081(12.11 + 8.50 = 20.61). 

3D Rendering with Interpretation and Report (CPT® code 76377) 

CMS proposed the RUC recommended direct PE inputs without refinement and the work RVU of 0.79 for CPT® 
code 76377.  CMS continues to believe and reiterated that CPT® code 76376 and 76377 would be more 
appropriately viewed as belonging to the same code family and requested they be surveyed together.  

Table 12 reflects the current, RUC recommendations and CMS proposed work RVUs for selected codes. Table 
16 reflects the new invoices received by CMS and are specific to the new Endo AVF codes.  
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TABLE 12: CY 2023 Work RVUs for New, Revised, and Potentially Misvalued Codes 

HCPCS Descriptor 
Current 

work 
RVU 

RUC 
work 
RVU 

CMS 
work 
RVU 

CMS time 
refinement 

22630 
Arthrodesis, posterior interbody technique, including 
laminectomy and/or discectomy to prepare 
interspace (other than for decompression), single 
interspace; lumbar 

22.09 22.09 20.42 No 

22632 
Arthrodesis, posterior interbody technique, including 
laminectomy and/or discectomy to prepare interspace 
(other than for decompression), single interspace; 
each additional interspace 

5.22 5.22 5.22 No 

22633 

Arthrodesis, combined posterior or posterolateral 
technique with posterior interbody technique 
including laminectomy and/or discectomy sufficient to 
prepare interspace (other than for decompression), 
single interspace; lumbar 

27.75 26.80 24.83 No 

22634 

Arthrodesis, combined posterior or posterolateral 
technique with posterior interbody technique 
including laminectomy and/or discectomy sufficient to 
prepare interspace (other than for decompression), 
single interspace; each additional interspace and 
segment 

8.16 7.96 7.30 No 

368X1 

Percutaneous arteriovenous fistula creation, upper 
extremity, single access of both the peripheral artery 
and peripheral vein, including fistula maturation 
procedures (eg, transluminal balloon angioplasty, coil 
embolization) when performed, including all vascular 
access, imaging guidance and radiologic supervision 
and interpretation 

NEW 7.50 7.20 No 

368X2 

Percutaneous arteriovenous fistula creation, upper 
extremity, separate access sites of the peripheral 
artery and peripheral vein, including fistula maturation 
procedures (eg, transluminal 
balloon angioplasty, coil embolization) when 
performed, including all vascular access, imaging 
guidance and radiologic supervision and interpretation 

NEW 9.60 9.30 No 

50080 

Percutaneous nephrolithotomy or pyelolithotomy, 
lithotripsy, stone extraction, antegrade ureteroscopy, 
antegrade stent placement and nephrostomy tube 
placement, when performed, including imaging 
guidance; simple (eg, stone[s] up to 2 cm in single 
location of kidney or renal pelvis, nonbranching 
stones) 

15.74 13.50 12.11 No 

50081 

Percutaneous nephrolithotomy or pyelolithotomy, 
lithotripsy, stone extraction, antegrade ureteroscopy, 
antegrade stent placement and nephrostomy tube 
placement, when performed, including imaging 
guidance; complex (eg, stone[s] > 2 cm, branching 
stones, stones in multiple locations, ureter stones, 
complicated anatomy) 

23.50 22.00 20.61 No 
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63052 

Laminectomy, facetectomy, or foraminotomy 
(unilateral or bilateral with decompression of spinal 
cord, cauda equina and/or nerve root[s] [eg, spinal or 
lateral recess stenosis]), during posterior interbody 
arthrodesis, lumbar; single vertebral segment 

4.25 5.70 4.25 No 

63053 

Laminectomy, facetectomy, or foraminotomy 
(unilateral or bilateral with decompression of spinal 
cord, cauda equina and/or nerve root[s] [eg, spinal or 
lateral recess stenosis]), during posterior interbody 
arthrodesis, lumbar; each additional segment 

3.19 5.00 3.78 No 

76377 

3D rendering with interpretation and reporting of 
computed tomography, magnetic resonance imaging, 
ultrasound, or other tomographic modality with image 
postprocessing under concurrent supervision; 
requiring image postprocessing on an independent 
workstation 

0.79 0.79 0.79 No 

TABLE 16: CY 2022 New Invoices 

CPT/HCPCS 
codes Item Name CMS code Average price No. of invoices NF Allowed 

Services 

368X1 Ellipsys Vascular Access Catheter SD351 $6,000.00 1 91 

368X1 Ellipsys EndoAVF generator EQ404 $3,000.00 1 91 

368X2 Wavelinq EndoAVF catheters SD350 $7,000.00 1 73 

368X2 Wavelinq EndoAVF generator EQ403 $18,580.00 1 73 

Addressing Changes to “Other” Evaluation and Management (E/M) Services 
CMS proposed the intention to accept and move forward with the AMA CPT® Editorial Panel changes to what 
they are calling “Other E/M” visits (inpatient and observation visits, emergency department (ED) visits, nursing 
facility visits, domiciliary or rest home visits, home visits, and cognitive impairment assessment) except critical 
care services to match the framework (medical decision making or time-based) of the outpatient and office E/M 
visits which changed in 2021. 

The AMA released an early update of the Other E/M visit code changes in early July 2022 which go into effect 
January 1, 2023.  The full pdf of changes can be found at https://www.ama-assn.org/system/files/2023-e-m-
descriptors-guidelines.pdf.   

Throughout the MPFS proposed rule for CY 2023, CMS reiterated the coding and definition changes and 
deletions included in the AMA transmittal.  The only area where CMS indicated they were not in agreement 
centered around the application of prolonged services codes.  This matches the disagreement between the two 
entities for the outpatient and office E/M visits as well.  

CMS did clarify they are also proposing to slightly amend the definitions for “initial” and “subsequent” in relation 
to E/M visits for inpatient services.  CMS does not recognize subspecialties, as is outlined in the CPT® manual, 
so CMS is proposing the following language. 

• An initial service would be defined as one that occurs when the patient has not received any professional 
services from the physician or other qualified health care professional or another physician or other 
qualified health care professional of the same specialty who belongs to the same group practice during 
the stay. 

https://www.ama-assn.org/system/files/2023-e-m-descriptors-guidelines.pdf
https://www.ama-assn.org/system/files/2023-e-m-descriptors-guidelines.pdf
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• A subsequent service would be defined as one that occurs when the patient has received any professional 
services from the physician or other qualified health care professional or another physician or other 
qualified health care professional of the same specialty who belongs to the same group practice during 
the stay. 

Split (or Shared) Visits 

CMS addressed Split (or Shared) Visits for new and established patients will be fully integrated in policy year 
beginning 2024, a one-year delay, to allow full acquaintance and implementation of the other E/M visit changes 
for providers.  

E/M Visit Code Family 2022 & 2023 Definition of 
Substantive Portion 

2024 Definition of 
Substantive Portion 

Other Outpatient* History, or exam, or MDM, or more 
than half of total time More than half of total time 

Inpatient/Observation/Hospital/Nursing 
Facility 

History, or exam, or MDM, or more 
than half of total time More than half of total time 

Emergency Department History, or exam, or MDM, or more 
than half of total time More than half of total time 

Critical Care More than half of total time More than half of total time 
Acronyms: E/M (Evaluation and Management), MDM (medical decision-making). 
*Office visits will not be billable as split (or shared) services. 

After the Public Health Emergency (PHE) 
As of the release of the CY 2023 MPFS proposed rule, the Health and Human Services Secretary had yet to extend 
the public health emergency (PHE) which is set to expire mid-July 2022 but is expected to renew for another 90 
days.  This would mean many of the provisions and waivers as part of the initial response to the COVID-19 
pandemic will continue through the end of the PHE and as finalized in separate legislation for 151 days post the 
end of the PHE. 

Codes not part of the telehealth list of services identified as continuing permanently or temporarily as a Category 
3 telehealth service will end on day 152 post the end of the PHE (e.g., initial inpatient CPT® codes 99221, 99222, 
and 99223).  Telehealth visits will no longer be allowed for patients in their homes or anywhere outside of an 
originating site other than the statutory exceptions for diagnosis, evaluation and treatment of mental health 
disorders, home dialysis end stage renal disease related visits, and diagnosis, evaluation, and treatment of acute 
stroke symptoms.  

CMS has also proposed the telephone or audio-only codes (99441-99443) will not be available on the list of 
telehealth services after the end of the PHE.  Since they are audio-only and will not meet the criteria which will 
require all telehealth services to be performed by realtime audio-video capabilities after the end of the PHE and 
151-day extension.   

CMS is proposing for codes included on the list of telehealth services performed on or before the 151st day after 
the PHE ends will continue to be paid at the same rate as if performed in person with modifier 95 applied to the 
telehealth services.  For telehealth services on day 152 and beyond they will no longer require modifier 95, but 
the appropriate place of service (POS) code (02 or 10) must be applied to process for payment.   

Future Considerations and Request for Comments by CMS 
A focus of this proposed rule by CMS was to begin the conversation regarding the need for ongoing updates and 
utilization of data used to set values and payment rates for CPT®/HCPCS codes.  As outlined previously in this 
summary and other publications in recent years, CMS has been using data which is not current or due to other 
factors has not been updated when setting rates.  This leads to comments from stakeholders arguing proposed 
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values are inaccurate or invalid because the data used is so old.  While at the same time arguments the proposed 
changes will dramatically impact societies because the change needed based on new data is so drastic.  This is 
creating significant issues for CMS and stakeholders.  As part of the CY 2023 MPFS proposed rule, CMS has 
initiated the conversation regarding adjusting RVUs to match the PE of the Medicare Economic Index (MEI), 
indirect practice expense (PE), and improved global surgical package valuation.  Rather than moving forward 
with any proposed changes these updates would provide for CY 2023, CMS is seeking stakeholder comment on 
moving forward with best practice in updating and timing of implementation of new data.  

Medicare Economic Index (MEI) 

The Medicare Economic Index (MEI) relates to the reasonable charge-based payment methodology in place for 
physicians’ services prior to MPFS.  For services after June 30, 1973, the charge levels could not exceed the level 
from previous year except when the Secretary determines on the basis of appropriate economic index data, a 
higher level is justified by year-to-year economic changes. CMS began calculating the MEI on July 1, 1975, and 
continues to do so today for several statutory and other purposes. The MEI reflects the weighted-average annual 
price change for various inputs involved in furnishing physicians’ services. 

The MEI is a fixed-weight input price index comprised of two broad categories: (1) Physicians’ own time 
(compensation); and (2) physicians’ practice expense (PE).  The current 2006-based MEI is based on data 
collected by the AMA for self-employed physicians from the Physician Practice Information Survey (PPIS). The 
AMA has not conducted another survey since the 2006 data collection effort.  Due to this the MEI continues to 
be based on 2006-based costs. 

In a report from August 2012 recommendations were made to CMS on updating the MEI in the future. 
Recommendations included CMS should research whether using self-employed physician data for the MEI cost 
weights continues to be the most appropriate approach given the trend toward larger, physician-owned 
practices, as well as movement from physician-owned practices toward hospital-owned practices. In addition, 
it was recommended CMS scan for and research additional data sources that may allow for more frequent 
updates to the MEI’s cost categories and their respective weights. 

Previous updates to the conversion factor were calculated based on a statutory formula that used a combination 
of the sustainable growth rate (SGR) and the MEI.  The legislation contained within MACRA in April 2015 
repealed this for CYs 2015 and beyond and the MEI was no longer used in calculating the yearly CF. However, it 
continues to be used when calculating other factors. 

Historically the MEI was also used to calculate the GPCI cost share weights to weigh the four components of 
practice expense GPCI (employee compensation, office rent, purchased services, and medical equipment, 
supplies, and other miscellaneous expenses).  The MEI was last updated in 2014 and CMS believes they need to 
update it to reflect more current market conditions impacting physicians for physician services.  CMS is 
proposing to delay the implementation of proposed rebased and revised MEI cost weights for both MPFS 
ratesetting and CY 2023 GPCIs.  This will allow stakeholders to provide feedback on the proposed cost share 
weights. 

CMS is also proposing to rebase and revise the MEI based on a methodology using publicly available data sources 
for input costs representing all types of physician practice ownership, not just self-employed physicians. CMS 
explained in great detail within the CY 2023 MPFS proposed ruling how they plan to calculate the MEI to allow 
interested parties and stakeholders to provide input on the process for updating and applying the calculated 
MEI for future ratesetting. It is recommended to review section II.M of the CY 2023 MPFS proposed rule for the 
details and methodology provided by CMS. 
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Indirect Practice Expense 

CMS is looking to standardize and make routine the valuation for indirect practice expense (PE) and seeking 
comments from stakeholders on how best to do this.  Direct PE RVUs is made up of clinical labor, equipment, 
and supplies.  Per CMS, Indirect PE RVUs is made up of costs such as office rent, IT costs, and other non-clinical 
expenses.  It has been over a decade since this information was last updated and the primary source of the 
information is the Physician Practice Information Survey (PPIS), by the AMA.   

The last survey was conducted in 2007 and 2008 and reflects 2006 data.  The participants were self-employed 
physicians and selected nonphysician practitioners.  CMS has received concerns regarding how indirect PE is 
allocated and the data was surveyed.  Concerns expressed included lack of ways to update date based on 
experience, payment differentials for same procedure depending on setting, and may not accurately reflect 
variation in practice expense across different types of services, different practice processes, or changing 
business models.   

Another concern raised to CMS which can impact interventional radiology, is the high cost of supplies and 
equipment, including disposable supplies, are not relevant to allocating indirect PE.  Similarly, the work RVUs 
for surgical procedures in the facility setting are not relevant for allocating indirect PE, but it is agreed work in 
the office setting may be relevant to allocating indirect PE.  CMS did indicate they have not seen any data or 
have not been presented with any to support shifting the indirect PE allocation based on setting or specialty 
which would improve the allocations of indirect PE to reflect true costs. CMS also fears if indirect PE were 
allocated based on setting or specialty it might create unintended scenarios where access to care could be 
limited, or a reduction in competition and lack of small group practices or individual clinicians who provide some 
services in facility settings.  

The following are the points which CMS is looking for stakeholder feedback related to indirect practice expense.  

1. Appropriate instrument, methods, and timing for updating specialty-specific PE data: 
a. Potential approaches to design, revision, and fielding of a PE survey that foster transparency (for 

example, transparency in terms of the methods of survey design, the content of the survey 
instrument, and access to raw results for informing PFS ratesetting); and 

b. Mechanisms to ensure that data collection and response sampling adequately represent physicians 
and non-physician practitioners across various practice ownership types, specialties, geographies, 
and affiliations. 

2. Alternatives to the above that would result in more predictable results, increased efficiencies, or reduced 
burdens. For example: 

a. Use of statistical clustering or other methods that would facilitate a shift away from specialty-specific 
inputs to inputs that relate to homogenous groups of specialties without a large change in valuation 
relative to the current PE allocations. 

b. Avenues by which indirect PE can be moved for facility to non-facility payments, based on data 
reflecting site of service cost differences. 

c. Methods to adjust PE to avoid the unintended effects of undervaluing cognitive services due to low 
indirect PE. 

d. A standardized mechanism and publicly available means to track and submit structured data and 
supporting documentation that informs pricing of supplies or equipment. 

e. Sound methodological approaches to offset circularity distortions, where variable costs are higher 
than necessary costs for practices with higher revenue. 

3. Comments on the cadence, frequency, and phase-in of adjustments for each major area of prices associated 
with direct PE inputs (Clinical Labor, Supplies/Equipment). 

a. Whether CMS should stagger updates year-to-year for each update or establish "milestone" years at 
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regular intervals during which all direct PE inputs would be updated in the same year. 
b. The optimal method of phasing in the aggregate effect of adjustments, such that the impacts of 

updates gradually ramp up to a full 100 percent over the course of a few years (for example, 25 
percent of the aggregate adjustment in Year 1, then 50 percent of the aggregate adjustment in Year 
2, etc.). 

c. How often CMS should repeat the cycle to ensure that direct PE inputs are based on the most up-to-
date information, considering the burden of data collection on both respondents and researchers 
fielding instruments or maintaining datasets that generate data. 

4. Comments on evolving trends in healthcare business arrangement, use of technology, or similar topics which 
might impact indirect PE calculations.   

5. Comments whether any PE data inputs may be obsolete, unnecessary, or misrepresentative of actual costs 
in operating a medical practice.  

6. Comments regarding any information which CMS may not have considered or discussed about updating and 
maintaining PE data inputs.   

a. Including unintended negative or positive outcomes which would result from the changes to overall 
strategy.  

b.  Specifically focused on the following, concerns about beneficiaries’ access to care, possible 
consolidation of group practices, or burden on small group or solo practitioners. 

c. Public comments on any collateral program integrity or quality issues that could arise from potential 
updates.  

d. Feedback to ensure the response includes discussion of any possible health equity impacts. 

Strategies for Improving Global Surgical Package Valuation 

Another area where CMS is seeking comments is related to the valuation of global surgical packages for 0-, 10-, 
and 90-day global periods.  Specifically comments on how to improve the accuracy of payment for global surgical 
packages.  According to CMS there are over 4,000 physicians’ services paid as global packages under MPFS. 
Global packages generally include the surgical procedure and any services typically provided during the pre- and 
postoperative periods (including evaluation and management (E/M) services and hospital discharge services). 

This is not the first time CMS has sought comments on the global surgical packages but are now seeking 
comments related to the multi-year data which has been collected and impact of other payment policies for 
services which may have an impact.  

Previous data and a report by RAND concluded the number of E/M visits occurring post-surgery were 
significantly less than calculated into the value of the surgical service.  There was significant pushback to this in 
previous comment periods, but no data was provided to CMS to support the findings by RAND were incorrect 
and the number of E/M visits were more frequent than collected. 

CMS is requesting comments on whether changes to health care delivery, including changes in coordination of 
care and use of medical technology over the past 3 decades, as well as during the recent PHE, have impacted: 
the number and level of postoperative E/M visits needed to provide effective follow-up care to patients; the 
timing of when postoperative care is being provided; and who is providing the follow-up care.  CMS believes 
some beneficiaries are not receiving the number of calculated post-surgical E/M visits, some are not receiving 
any due to lack of need or comprehensive discharge planning, and some follow-up E/M visits are being 
scheduled outside the global period or physicians are instructing patients to follow-up with another physician 
without formally transferring care. 

CMS is also asking for comments on the following: 
• Whether, or how, recent changes in the coding and valuation of separately billable E/M services may 

have impacted global packages.  
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• Whether global packages, and especially those with 10- and 90-day global periods, continue to serve a 
purpose when physicians could otherwise bill separately not only for the postoperative E/M visits they 
furnish, but also for aspects of postoperative care management they furnish for some patients. CMS 
wants to know what, if any, components of preoperative or postoperative care are currently only 
compensated as part of payment for global packages.   

• Whether there is any perceived misalignment between E/M visit included in global packages and 
separately billable E/M services. 

• Whether alternatives such as requesting the RUC to make recommendations on new values, or another 
method proposed by the public would be more suitable.  

Because the volume of services which include a global surgical period, CMS is considering various approaches 
for any updates, which include the following:  
• Revaluing all 10- and 90-day global packages at one time (perhaps with staggered implementation dates); 
• Revaluing only the 10-day global packages (because these appear to have the lowest rate of postoperative 

visit performance, per RAND’s analysis of claims data);  
• Revaluing 10-day global packages and some 90-day global packages (such as those with demonstrated 

low postoperative visit performance rates as identified in RAND’s analysis of these services); or  
• Relying on the Potentially Misvalued Code process to identify and revalue misvalued global packages over 

the course of many years.  
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