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CY 2023 Medicare Physician Fee Schedule Final Rules            
(CMS-1770-F) 
W.L. GORE and Associates  
 
INTRODUCTORY SUMMARY AND BACKGROUND 

On November 1, 2022, the Centers for Medicare & Medicaid Services (CMS) issued final rules for the Medicare 
Physician Fee Schedule (MPFS) for Calendar Year (CY) 2023. 

Since 1992, Medicare has paid for physician services under section 1848 of the Social Security Act entitled 
“Payment for Physicians’ Services.” This statute requires CMS to establish payments under the physician fee 
schedule (PFS) based on national uniform relative value units (RVUs) that account for the relative resources used 
in furnishing a service. 

The statute requires that RVUs be established for three categories of resources:  
• Work (Work) – services the physician provides.   
• Practice Expense (PE) – resources that are used to provide physician services, such as office overhead 

and staff salaries.  
• Malpractice (MP) expense – costs involved in malpractice insurance.  

In addition, the statute requires CMS establish by regulation each year’s payment amounts for all physicians’ 
services paid under the PFS, incorporating geographic adjustments to reflect the variations in the costs of 
furnishing services in different geographic areas. This is referred to as the geographic practice cost indices 
(GPCIs). 
 
RVUs are converted to dollar amounts through the application of the conversion factor (CF). The formula for 
calculating the MPFS is as follows: 

Payment = [(RVU work x GPCI work) + (RVU PE x GPCI PE) + (RVU MP x GPCI MP)] x CF 

MPFS Proposed Rule 

The CY 2023 final rule  is located in its entirety at the following link: 
https://www.cms.gov/files/document/cy2023-physician-fee-schedule-final-rule-cms-1770f.pdf.  

This document in PDF form is 3,304 pages in length. The format of the information is intended to summarize 
the proposed changes so readers are encouraged to view the document in its entirety for further details. 

PROPOSED CHANGES TO MPFS PAYMENT RATES 

Conversion Factor (CF) 

Section 1848 of the Act requires CMS to maintain the budget within $20 million annually. In the event it is 
projected to exceed this amount, budget neutrality adjustments are made. The MPFS update adjustment for CY 
2023 is 0.00 percent before applying other adjustments. In addition, the Protecting Medicare and American 
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Farmers from Sequester Cut Act passed in December of 2021 provided a 3.00 percent increase in the MPFS 
payment for services provided on or after January 1, 2022 through December 31, 2022. The Act required that 
the increase would not be taken into consideration in determining MPFS payment rates for subsequent years. 
Because of this, the CY 2023 Conversion Factor (CF) would be calculated as if the 3.00 percent increase had 
never been applied. Therefore, utilizing a CF of 33.5983, CMS applied a budget neutrality factor of -1.6 percent. 
This results in a finalized CF of $33.0607 which is a compilation of the factors seen in the table below: 

 
Changes in RVUs 

The lowering of the CF does result in decreases for many specialties and their estimated impacts and CMS  has 
also applied additional decreases to relative value units (RVUs) due to misvalued codes and year two phase-in 
of clinical labor updates. Once again specialties which rely on Evaluation and Management (E/M) services or 
clinical labor, to make up the bulk of their practice expense will see positive impacts related to RVU changes.  
Other specialties such as radiology, interventional radiology, vascular surgery, and cardiology will see negative 
impacts related to RVU changes.  This is primarily due to how practice expense contributes to valuation of 
services.  

Other factors that can negatively affect RUVs include updates to the malpractice premium data for CY 2023; or 
dependance on supply/equipment items for their practice expense costs. For specialties like interventional 
radiology, the cost of equipment and supplies to perform procedures make up the bulk of valuation; clinical 
labor and E/M are much smaller factors. This results in a negative impact by the transition to updated clinical 
labor pricing under budget neutrality.  

Factors like increases in value for specific services based on recommendations from the American Medical 
Association’s (AMA’s) Relative Value Scale Update Committee (RUC) and increased payments resulting from 
updates to supply and equipment pricing can positively affect RUV adjustments. 

The changes in RVUs alone are expected 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 how the 
percent changes impact each society, “The percentage changes in Table 148 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.” 
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TABLE 148: CY 2023 MPFS 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 

Cardiac Surgery    $199 -1% -1% 0% -2% 
Cardiology $6,331 0% -1% 0% -1% 
Interventional Radiology $467 -1% -3% 0% -3% 
Vascular Surgery $1,104 0% -3% 0% -3% 

* Column F may not equal the sum of columns C, D, and E due to rounding. 
 
CMS has received requests to provide more detailed information which separates specialty-specific impacts by 
site of service. These requests reflect a need to update the information under the MPFS to account for current 
trends in healthcare delivery, particularly independent versus facility-based practices. To that end, CMS has 
provided this impact information for more transparency: 
 

TABLE 149: CY 2023 MPFS Estimated Impact on Total Allowed Charges by Setting 

(A) 
Specialty 

(B) 
Total: Non-

Facility/Facility 

(C) 
Allowed 

Charges (mil) 

(D) 
Combined 

Impact 

Cardiac Surgery    
TOTAL $199 -2% 
Non-Facility $39 -3% 
Facility $160 -2% 

Cardiology 
TOTAL $6,33 -1% 
Non-Facility $4,652 -2% 
Facility $1,679 1% 

Interventional Radiology 
TOTAL $467 -3% 
Non-Facility $367 -4% 
Facility $100 -1% 

Vascular Surgery 
TOTAL $1,104 -3% 
Non-Facility $816 -4% 
Facility $287 -2% 

 
Allowed charges are the amounts for covered services provided by physicians, practitioners and suppliers within 
each specialty to generate the total allowed charges. These totals include coinsurance and deductibles, which 
are the beneficiary’s financial responsibility. 

Work RVUs 

Work RVUs are established for new, revised and potentially misvalued codes based on a portion of  resources 
used in furnishing the service that reflects physician time and intensity. CMS conducts a review that includes 

http://www.rccsinc.com/
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the current work RVU; RUC-recommended work RVU; intensity; time to furnish the preservice, intraservice, and 
postservice activities; and other components of the service that contribute to the value. For particular codes, 
CMS refines the work RVUs in direct proportion to the changes in the best information regarding the time 
resources involved to furnish particular services, considering the total time of the intraservice time. Common 
refinements include: 

• Changes in work time 
• Equipment time 
• Standard tasks and minutes for clinical labor tasks 
• Recommended items that are not direct PE inputs 
• New supply and equipment items 
• Service period clinical labor time in the facility setting 
• Procedures subject to the multiple procedure payment reductions (MPPR) and OPPS cap 

In each proposed rule, CMS seeks nominations from the public and interested parties of codes which they 
consider potentially misvalued. For CY 2023, CMS has identified over 100 new, revised and potentially misvalued 
code categories for proposed valuation. See section entitled “Valuation of Specific Codes for CY 2023” below 
for details. 

Global Surgical Package Valuation 
For future rulemaking, CMS asked for public comment on strategies to improve the accuracy of payment of the 
global surgical packages under the MPFS. Global surgical packages typically include the surgical procedures as 
well as preoperative and postoperative services, including E/M and hospital discharge services. There are 3 types 
of global surgical packages: 

• 0-day: includes the procedure, preoperative and postoperative physicians’ services on the day of the 
procedure. 

• 10-day: includes services on the day of and 10 days immediately after the procedure. 
• 90-day: includes services on the day prior to the procedure, the day of the procedure and 90 days 

immediately after the day of the procedure. 

Since its implementation in 1992, the concept of global surgical payment has been applied to procedure codes. 
Over time, there have been concerns regarding the accuracy and validity of the valuation of global surgical 
packages. Previous requests have been made by CMS on this issue, and CMS requested public comment once 
again, considering the ongoing changes of payments for other types of patient care which could impact the 
surgical global packages, such as E/M services. CMS believes there is strong evidence which suggests the current 
RVUs for global surgical packages are inaccurate; and it is necessary to improve the valuation of the services 
paid under the MPFS.   

Regarding overall relevance of global packages, several commenters stated that although patients in general 
seem in greater need of critical care, there is also increasing pressure on practitioners to discharge patients from 
hospitals and arrange at-home care postoperatively. Some commenters stated that in-person postoperative 
visits with the surgeon are the standard of care and should continue to be so. There were commenters that 
stated there may be clinical reasons why a patient would not require in-person postoperative care within the 
global period; while others suggested there may clinical reasons why a patient would receive postoperative care 
from a practitioner rather than the surgeon. Based on these comments, CMS believes the feedback received 
demonstrates there may be variations in patients’ individual postoperative care needs. 

http://www.rccsinc.com/
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There were a variety of payment comments received ranging from Medicare paying for postoperative care as 
standalone visits; postoperative care should be reimbursed separately at a higher rate; and global packages are 
necessary because they reduce administrative burden of practitioners and ensure payment of NPPs and clinical 
staff. Comments were also received regarding the valuation of E/M visits embedded in global packages as 
compared to standalone E/M visits; specifically, the value of global packages should be increased to reflect the 
increase in standalone visits. 

There were comments received regarding global package valuation: some indicated agreement that global 
surgical packages are misvalued and encouraged CMS to revalue the packages in order to reduce the impacts of 
improper valuation on the relative value scale. Some provided agreement that packages were misvalued, but 
suggested CMS continue to work with impacted parties to find a method for revaluation. Others stated that 
they do not believe that global packages were misvalued; or, if they are misvalued, they should be revalued on 
a clinical and case-by-case basis using the RUC process or the Potentially Misvalued Code process. A few 
suggested that CMS and the RUC collaborate on a specific method to revalue global packages. 

CMS received diverse comments on approaches for revaluing the codes, including revaluing all 10-and 90-day 
packages, revaluing some 10-and 90-day packages, or focusing just on the 10-day packages. 

As evidenced by the gamut of comments provided, CMS acknowledges there is not a clear consensus on this 
issue or the appropriate strategy for valuing global surgical periods. However, CMS also continues to believe (1) 
there is strong evidence suggesting that the current RVUs for global packages are inaccurate; (2) many 
interested parties agree that the current values for global packages should be reconsidered, whether they 
believe the values are too low or too high; and (3) it is necessary to take action to improve the valuation of the 
services currently valued and paid under the PFS as global surgical packages.  

In summary, this year’s comment solicitation provided a diversity of perspectives on: whether the globals are 
misvalued; if misvalued, whether they are undervalued or overvalued; whether CMS should continue to value 
them through our current processes or develop a new methodology that better addresses the challenges 
created by bundled payments; and whether globals should be revalued individually or in their entirety. As 
evidenced by the totality of the comments and discussion from prior years, CMS identified a few common views 
that can be identified: 

• The issue of global valuation is complex, as there are a large number of codes involved and their valuation 
impacts the PFS RV scale; 

• Valuing the work and other inputs of the globals accurately is critical to ensure practitioners providing 
those services are paid appropriately as well as no unfair impact on practitioners paid outside of 10- and 
90-day global packages; 

• The variety of procedures paid under global packages may mean all-inclusive approaches to valuation 
may not achieve the level of accuracy expected;  and 

• Good data analysis is vital to use as a strong foundation for any method of valuing these packages. 

Practice Expense (PE) RVUs    

PE RVUs are developed by reviewing practice resources involved in providing each service and are comprised of 
direct and indirect PE. For direct PE (clinical staff, medical supplies, medical equipment), these costs are 
calculated based on inputs from the CMS PE database, generally centered on recommendations of the Relative 
Value Scale Update Committee (RUC). Indirect PE costs are developed primarily on the Physician Practice 
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Expense Information Survey (PPIS). The PPIS is a multispecialty, nationally representative, PE survey of both 
physicians and NPPs paid under the PFS.  

For procedures provided in a physician’s office or facility setting in which Medicare makes a separate payment 
to the facility, CMS establishes 2 PE RVUs: facility and nonfacility. In calculating PE RUVs for physician services 
provided in a facility, resources not typically utilized by physicians while providing services are excluded. Thus, 
facility PE RVUs are typically lower than nonfacility PE RUVs. 

Diagnostic services are generally comprised of a professional component (PC); and a technical component (TC). 
The PC and TC may be furnished independently, by different providers, or together as a global service. Each 
component has a separate reimbursement; however, payment for the global service equals the sum of the 
payment for TC and PC. This is based on a weighted average of the ratio of direct to indirect costs across all 
specialties that provide the global service.   

Payment modifiers are included in the creation of the PE MP RUV utilization files. These modifiers reflect current 
payment policy as implemented in claims processing. For example, services billed with the assistant at surgery 
modifiers are paid at 16 percent for a PFS service in which an assistant surgeon is allowed and has the assistant 
at surgery modifier appended to the code. This means the utilization file is modified to allow for 16 percent of 
the service that contains the assistant at surgery modifier.  Table 3 below details how the modifiers are applied: 

 
Other adjustments are made, including volume and time that correspond to other payment rules such as special 
multiple procedure endoscopy rules and multiple procedure payment reductions (MPPRs). There are certain 
reduced payments for multiple imaging procedures and multiple therapy services which are not included in the 
development of the RVUs.  

Indirect PE Costs 
The PPIS last survey for indirect PE costs 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 
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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. 

With this in mind, CMS is looking to standardize the valuation for indirect practice expense (PE) and seeking 
comments from stakeholders on how best to do this. In response to CMS’ request for information (RFI), most 
commenters recommended that CMS delay any change to update the indirect PE survey inputs. And in fact, 
many urged CMS to wait for the AMA data collection efforts prior to implementing changes. In its response to 
the RFI, the AMA RUC emphasized the fact that CMS has used AMA physician cost data for 50 years in updating 
the MEI and 30 years updating RBRVUs, and recommended CMS continue to work with the AMA and wait for 
an updated data set to become available for use. 

In this final rule,  CMS has expressed that the AMA PPIS continues to be the best source of information currently 
available. That being said, CMS understands concerns by those interested parties asking for policy that better 
reflects ever-changing health care costs may be addressed by consistent and transparent data updates. In 
addition, those comments that focused on current survey data alone were incongruent with those comments 
about updating the PE methodology that took into account automation advancements and associated software 
costs. As CMS stated, ”…there are a number of competing concerns that CMS must take into account when 
considering updated data sources, which also should support and enable ongoing refinements to our PE 
methodology.” 

Overall, CMS has stated the methodology used to establish the PE RVUs and “identify refinements” will 
continue. As part of this effort, CMS has contracted with the RAND Corporation to develop and assess 
improvements in the current methodology used to distribute indirect practice costs in determining PE RVUs; 
provide alternative methodologies for determining PE RVUs; and look at alternative data sources which could  
be used to update indirect practice cost estimates. For CY 2023, there are no specific proposals.  

Malpractice (MP) RVUs 

MP RVUs are considered to be resourced based, and required to be reviewed annually to more accurately 
represent and evaluate the mix of practitioners providing services on Medicare claims. There are three factors 
which are considered to determine MP RVUs for MPFS services: 

1) Specialty-level risk factors derived from data on specialty-specific MP premiums incurred by 
practitioners;  

2) Service-level risk factors derived from Medicare claims data of the weighted average risk factors of 
the specialties that furnish each service; and 

http://www.rccsinc.com/
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3) Intensity/complexity of service adjustment to the service level risk factor based on either the higher 
of the work RVU or clinical labor RVU. 

 
Prior to CY 2016, MP RVUs were updated every 5 years unless there were new or revised codes introduced. MP 
GPCI is currently reviewed every three years. The CY 2016 MPFS final rule implemented the policy to review MP 
RVUs annually. The new policy also specifies use of 3 years’ worth of data rather than 1 year. 

Effective beginning in CY 2020, CMS finalized their proposal that the values of the MP RVUs and MP GPCI be 
coordinated because the MP premium data used to update the MP GPCI is the same to determine the risk levels 
of the specialties. By aligning the updates, CMS believes this will increase efficiency in the reviews.  

CMS calculated the MP RVUs finalized for CY 2023 based on MP data received from State insurance rate filings. 
The calculation methodology used for the review and update is similar to that of the CY 2020 update. CMS has 
finalized to improve and develop a more comprehensive data set when CMS specialty names are not clearly 
identified in the insurer filings by using rates mapped from the more commonly reported specialties within risk 
class. CMS has also finalized their proposal to create a specialty-level risk index for the calculation of MP RVUs. 
The determination of the service risk group structure change is reflective of patterns seen in the most current 
premium data. For some specialties, a single risk index value was applied to all services performed by those 
specialties. Table 33 shows the risk index values by specialty type and service risk group: 

TABLE 33: CY 2023 Risk Index by Specialty and Service Risk Group 

Medicare Specialty Code           
and Name 2023 Service Risk Group 2023 Risk Index 

06-Cardiology SURG 2.628 

77-Vascular Surgery ALL 2.830 

78-Cardiac Surgery ALL 2.628 

94-Inverventional Radiology ALL 1.407 

CMS performed an analysis of the new risk index data and identified an impact threshold to incorporate the 
new information into their calculations while minimizing the impact on affected specialties – a reduction of 
approximately 1/3 to the risk index calculated for specialties based on the new specialty-specific premium data 
compared to the information previously used. Based on this, CMS is finalizing to phase in the reduction in MP 
RVUs over 3 years that precedes the next update by 1/3 of the change in the MP RVUs for those specialties in 
each year that have a 30 percent or greater threshold reduction in risk index value as a result of the update. 

Geographic Practice Cost Indices (GPCIs)  

CMS is required to develop separate GPCIs to measure cost differences among localities compared to the 
national average. CMS adjusts reimbursement to align with the cost of those services specific to where they 
were provided. This is done by applying the GPCI values for a specific area to each of the RVUs (work, practice 
expense, and malpractice). This is one of the reasons when discussing reimbursement, it is not always an apples-
to-apples comparison with regard to how much is reimbursed from one location to another. 

The current fee schedule areas are referred to as payment localities and are defined by state boundaries; 
metropolitan areas; portions of a metropolitan area; or rest-of state areas. There are currently 112 payment 
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localities. This locality configuration is used to calculate GPCIs, that in turn are used to calculate locality adjusted 
payment for physicians under MPFS.  

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 
(Montana, Wyoming, North Dakota, South Dakota and Nevada) continue the permanent 1.000 floor for work 
RVUs as well. Additionally, CMS proposed new GPCIs beginning for CY 2023 and sought 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. 

Based on support from commenters, CMS finalized its proposal to change several of the California locality 
identifies, decreasing the 32 California payment locales to 29. The changes include:   

• Recognize Los Angeles-Long Beach-Anaheim MSA (Metropolitan Statistical Area), which contains 
Orange and Los Angeles counties and locality numbers 18 and 26, as locality 18 by retiring locality 
number 26, as it is no longer needed.   

• Recognize San Francisco-Oakland-Berkeley MSA, which contains San Francisco, San Mateo, 
Alameda and Contra Costa counties and locality numbers 05-07, as locality 05, by 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 County) locality (locality 05) would become 

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

Angeles- Long Beach-Anaheim (Los Angeles/Orange County). 
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 County), 
locality 52. 

Due to timing constraints relating to the operationalization of the finalized locality changes, 
implementation will begin in CY 2024. Since the finalized changes have no payment implications under PFS, 
the CY 2023 data reflected in Addenda D and E within the final rules do not reflect the California locality 
changes as finalized; there will be no changes to the existing locality numbers 05, 06, 08, or 26 for CY 2023. 
The changes will be reflected in Addenda D and E for CY 2024 when the finalized changes are 
operationalized. 

Medicare Economic Index (MEI) 

The Medicare Economic Index (MEI) is the “reasonable charge-based payment methodology” that was in place 
for physicians’ services prior to the MPFS. The MEI reflects the change in the average annual market price of 
various inputs involved in providing physicians’ services. This measure was authorized by statute and CMS began 
calculating the MEI on July 1, 1975. CMS continues to calculate this index for statutory and other purposes.   

The MEI is comprised of two major categories: 1) physicians’ own time or compensation; and 2) physicians’ 
practice expense (PE). In addition, it includes an adjustment for the change in the economy-wide, private 
nonfarm business total factor productivity (also known as the relativity adjustment). Measures of productivity 
are provided by the U.S. Department of Labor’s Bureau of Labor Statistics (BLS).  

Historically, the MEI was used in the calculation of the CF and GPCI cost share weights for the four components 
of PE, including employee compensation; office rent; purchased services; and medical equipment, supplies, and 

http://www.rccsinc.com/
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other miscellaneous expenses. The MEI has not been updated since CY 2014 final rule, which is based on 2006 
cost structure data from the Physician Practice Information Survey (PPIS). CMS believes the MEI is the best 
measure available of the relative weights of the three components in payment under the MPFS: work, PE and 
MP. In order to ensure MPFS payments reflect the relative resources accurately in these three components, the 
RVUs used to develop payment rates should reflect the same weights in each component as the MEI.  

For CY 2023, CMS proposed to rebase and revise the MEI to reflect more current market conditions faced by 
physicians in providing services. “Rebasing” refers to moving the base year for the structure of costs for an input 
price index; and “revising” refers to other types of changes such as using different data sources, cost categories 
or price proxies in the input price index. Specific proposals included:  

• Using public available data sources for input costs that represent all types of physician practice 
ownership – primarily the 2017 annual expense data from the U.S. Census Bureau’s Services Annual 
Survey (SAS), which CMS considers to be the most technically appropriate data source based on 
public availability, expense category detail and representative sample. 

• Delaying the adjustments to the PE pools in terms of direct PE and indirect PE, and the recalibration 
of the relativity adjustment.  

CMS solicited comments on when and how to best incorporate the proposed rebased and revised MEI. CMS 
acknowledges the importance of public comment on this issue because there are significant proposed 
methodology and data source changes, as well as changes due to the time that has passed since the last revision 
in 2014.  

In response of the public comments, CMS is finalizing the 2017-based MEI for CY 2023 with technical 
modifications. In addition, CMS is finalizing their proposal to delay the implementation of the proposed rebased 
and revised MEI for use in both the CY 2023 PFS ratesetting and the finalized CY 2023 GPCIs. By delaying, CMS 
believes it will give interested parties the time to review and comment on the revised MEI cost share weights as 
well as their potential impacts prior to implementation.  

Valuation of Specific Codes for CY 2023  

Within the CY 2023 proposed final rule, CMS addressed several of the misvalued and/or proposed value changes 
to specific series of new and established CPT® codes. CMS explains the rationale for the proposed changes are 
based on values recommended by the Relative Value Scale Update Committee (RUC) and other organizations 
which CMS utilizes for assistance in setting appropriate values for codes. The following codes are pertinent 
among the codes selected for valuation by CMS in the final rule: 

Percutaneous Arteriovenous Fistula Creation (CPT® codes 36836 and 36837) 

CPT® codes 36836 and 36837 were created by the CPT® Editorial Panel in October 2021 for CY 2023. These codes 
describe the creation of an arteriovenous fistula (AVF) in the upper extremity via a percutaneous approach. 
Previously, there were no CPT® codes for percutaneous AVF creation.  

Given the new technologies that have been established for less invasive approaches for arteries and veins using 
image-guided methods, 2 HCPCS codes were established for this service in July 2020: G2170  (Percutaneous 
arteriovenous fistula creation (avf), direct, any site, by tissue approximation using thermal resistance energy, 
and secondary procedures to redirect blood flow (e.g., transluminal balloon angioplasty, coil embolization) when 
performed, and includes all imaging and radiologic guidance, supervision and interpretation, when performed) 
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and G2171 (Percutaneous arteriovenous fistula creation (avf), direct, any site, using magnetic-guided arterial 
and venous catheters and radiofrequency energy, including flow-directing procedures (e.g., vascular coil 
embolization with radiologic supervision and interpretation, when performed) and fistulogram(s), angiography, 
venography, and/or ultrasound, with radiologic supervision and interpretation, when performed). CMS is 
finalizing their proposal to delete these 2 HCPCS codes and replace them with 36836 and 36837 as 
recommended by the RUC. 

The RUC recommended a work RVU of 7.50 for CPT® code 36836, and a work RVU of 9.60 for CPT® code 36837. 
CMS indicated they disagree with the RUC-recommended RVUs for CPT® codes 36836 and 36837 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 36836 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 
36837 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 finalized a work RVU of 7.20 for CPT® code 
36836 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 36837.  They 
agreed the relative difference in work between CPT® codes 36836 and 36837 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 finalized a work RVU of 9.30 for 
CPT® code 36837, based on the RUC-recommended interval of 2.10 RVUs and using the CMS proposed work 
RVU of 7.20 for CPT® code 36836. 

Anterior Abdominal Hernia Repair (CPT® codes 49591-49623)  

In April of 2021, code 49565 (Repair recurrent incisional or ventral hernia; reducible) was identified as being 
performed less than 50 percent of the time in the inpatient setting and primarily being performed in the 
outpatient setting. Requests were made to CPT® to update the code’s descriptor. In response to this request, 
14 new codes were created with 000-day global periods to describe this type of service, and are distinguished 
by 3 characteristics: 1) whether the hernia is initial or recurrent; 2) whether it is reducible or strangulated; and 
3) the total length of the hernia. CPT® also created 2 new codes that describe parastomal hernia repair and an 
add-on code for removal of implanted mesh. 

The RUC recommendations distinguish the postoperative periods for these codes by whether there is a same-
day discharge; an overnight stay with a visit on the same date; or the patient is admitted to the hospital. CMS 
disagrees with the RUC recommended work RVUs for the codes that have an overnight stay built into their 
valuation; and because the RUC did not completely apply the 23-hour policy calculation (finalized in the CY 2011 
PFS final rule) when formulating its recommendations. Additionally, CMS disagrees with the RUC-recommended 
work RVUs for the codes in which it considered the patient to be admitted to the hospital because it did not 
apply the 23-hour policy in its formulations. 

The following CPT® codes have a postoperative period that is considered an overnight stay with a visit on the 
same date: 49592, 49593, 49594, 49595, 49614 and 49615 (see code descriptions in table 16 below). 

The RUC recommended a work RVU of 9.0 for CPT® code 49592, 10.80 for CPT® code 49593, 14.0 for CPT®  code 
49594, 14.88 for CPT® code 49595, 10.79 for CPT® code 49614, and 12.0 for CPT®  code 49615. CPT® Code 49592, 
49593, 49614, and 49615 were surveyed with one subsequent inpatient hospital visit at a level of CPT® code 
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99231 (subsequent hospital care/day 15 minutes). In addition, the RUC applied the 10 minutes of intraservice 
time from CPT® code 99231 to the postservice time of these codes, which resulted in a postservice time of 30 
minutes. CPT® Codes 49594 and 49595 were surveyed with a subsequent inpatient hospital visit at a level of 
code 99232 (subsequent hospital care/day 25 minutes). The RUC applied the 20 minutes of intraservice time 
from code 99232 to the immediate postservice time of both codes, which resulted in a  total postservice time 
of 40 minutes. 

As stated above, CMS does not believe the RUC fully applied the 23-hour policy calculation when calculating the 
work RVUs for these codes; nor did the RUC subtract the values of 99231 and 99232 from the work RVUs before 
making their recommendations. Therefore, CMS disagrees with the RUC-recommended work RUVs for these 
codes. CMS proposed work RVUs of 8.46 for CPT® code 49592, 10.26 for CPT® code 49593, 13.46 for CPT® code 
49594, 13.94 for CPT® code 49595, 10.25 for CPT® code 49614, and 11.46 for CPT® code 49615. 

The following CPT® codes have a post-operative period that the RUC considers to be admitted to a hospital:  
49596, 49616, 49617, 49618, 49621 and 49622 (see code descriptions in table 16 below).   

The RUC recommended a work RVU of 18.67 for CPT® code 49596, 15.55 RVUs for CPT® code 49616, 16.03 RVUs 
for CPT® code 49617, 22.67 RVUs for CPT® code 49618, 13.70 RVUs for CPT® code 49621, and 17.06 RVUs for 
CPT® code 49622. CPT® codes 49596 and 49618 were surveyed and recommended with one subsequent 
inpatient hospital visit at a level of code 99233 (subsequent hospital care/day 35 minutes). The RUC 
recommendations included an immediate postservice time of 25 minutes for CPT® code 49596 and 30 minutes 
for CPT® code 49618. Codes 49616, 49617, and 49622 were surveyed and recommended with one subsequent 
inpatient hospital visit at a level of code 99232. In addition, RUC recommendations included an immediate 
postservice time of 25 minutes for 49616, 28 minutes for CPT® code 49617, and 25 minutes for CPT® code 49622. 
CPT® code 49621 was surveyed and recommended with one subsequent inpatient hospital visit at a level of 
CPT® code 99231 and an immediate postservice time of 25 minutes. 

CMS considers these codes as outpatient services for billing purposes, and therefore the inpatient work in the 
postoperative period should not be included in the valuation. But rather, the 23-hour policy should be applied 
to these codes. Using this 23-hour policy calculation, CMS proposed a work RVU of 18.67 for  CPT® code 49596, 
15.55 RVUs for CPT® code 49616, 16.03 RVUs for CPT® code 49617, 22.67 RVUs for CPT® code 49618, 13.70 
RVUs for CPT® code 49621, and 17.06 RVUs for CPT® code 49622. In addition, CMS proposed revised immediate 
postservice times: 40 minutes for CPT® code 49596, 35 minutes for CPT® code 49616, 38 minutes for CPT® code 
49617, 45 minutes for CPT® code 49618, 30 minutes for CPT® code 49621, and 35 minutes for CPT® code 49622. 

The following CPT® codes have a post-operative period that the RUC considers to be a same day discharge: 
49591 and 49613 (see code descriptions in table 16 below).    

For 49591, the RUC-recommended a work RVU of 6.27 for CPT® code 49591. and 7.75 for CPT® code 49613. 
CMS disagrees with the RUC-recommended RVU for code 49591 because it falls above the median value for 
codes with similar times. CMS proposed a work RVU of 5.96 RVUs based on the intraservice time ratio, which is 
the ratio of 90 minutes of intraservice time of a current hernia repair CPT® code 49560 and the 45 minutes of 
intraservice time for CPT® code 49591.  

For 49613, RUC recommended a work RVU of 7.75. CMS disagree with this recommendation as it is above the 
median range compared to codes with similar times. CMS recommended a work RVU of 7.42 based on the 
intraservice time ratio of 100 minutes of intraservice time for code 49565. 
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CPT® code 49623 (Removal of total or near-total non-infected mesh or other prosthesis at the time of initial or 
recurrent anterior abdominal hernia repair or parastomal hernia repair, any approach (ie, open, laparoscopic, 
robotic)) is an add-on code. The RUC recommended a work RVU of 5.0 for this code. CMS believes the RUC 
recommendation is higher than the work RVUs for many other add-on codes with similar times. Therefore, CMS 
proposed a work RVU of 2.61 RVUs for CPT® code 49623, based on the reverse building block methodology. 

After review and consideration of all comments on its proposals for codes 49591-49623, CMS is finalizing the 
work RVU values and all PE inputs with the exception of CPT® code 49623. The work RVU value for this code 
was revised to 3.75. 

Table 16 reflects the results of these select new codes specific to work RVUs for 2023: 

         TABLE 16: CY 2022 Work RVUs for New, Revised, and Potentially Misvalued Codes 

HCPCS Descriptor 

CY 
2022 
Work 
RVU 

Proposed 
CY 2023 

Work 
RVU 

Final CY 
2023 
work 
RVU 

CMS Work 
Time 

Refinement 

36836 

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 7.20 7.20 No 

36837 

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 9.30 9.30 No 

49591 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including placement of mesh or 
other prosthesis when performed, total length of 
defect(s); less than 3 cm, reducible 

NEW 5.96 5.96 No 

49592 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including implantation of mesh 
or other prosthesis when performed, total length 
of defect(s); less than 3 cm, incarcerated or 
strangulated 

NEW 8.46 8.46 No  

49593 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including implantation of mesh 

NEW 10.26 10.26 No 
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or other prosthesis when performed, total length 
of defect(s); 3 cm to 10 cm, reducible 

49594 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including implantation of mesh 
or other prosthesis when performed, total length 
of defect(s); 3 cm to 10 cm, incarcerated or 
strangulated 

NEW 13.46 13.46 No 

49595 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including implantation of mesh 
or other prosthesis when performed, total length 
of defect(s); greater than 10 cm, reducible 

NEW 13.94 13.94 No 

49596 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including implantation of mesh 
or other prosthesis when performed, total length 
of defect(s); greater than 10 cm, incarcerated or 
strangulated 

NEW 18.67 18.67 Yes 

49613 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), recurrent, including implantation of 
mesh or other prosthesis when performed, total 
length of defect(s); less than 3 cm, reducible 

NEW 7.42 7.42 Yes 

49614 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), recurrent, including implantation of 
mesh or other prosthesis when performed, total 
length of defect(s); less than 3 cm, incarcerated 
or strangulated 

NEW 10.25 10.25 No 

49615 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), recurrent, including implantation of 
mesh or other prosthesis when performed, total 
length of defect(s); 3 cm to 10 cm, reducible 

NEW 11.46 11.46 No 

49616 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), recurrent, including implantation of 
mesh or other prosthesis when performed, total 
length of defect(s); 3 cm to 10 cm, incarcerated 
or strangulated 

NEW 15.55 15.55 Yes 

49617 Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, NEW 16.03 16.03 Yes 
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spigelian), any approach (ie, open, laparoscopic, 
robotic), recurrent, including implantation of 
mesh or other prosthesis when performed, total 
length of defect(s); greater than 10 cm, reducible 

49618 

Repair of anterior abdominal hernia(s) (ie, 
epigastric, incisional, ventral, umbilical, 
spigelian), any approach (ie, open, laparoscopic, 
robotic), recurrent, including implantation of 
mesh or other prosthesis when performed, total 
length of defect(s); greater than 10 cm, 
incarcerated or strangulated 

NEW 22.67 22.67 Yes 

49621 

Repair of parastomal hernia, any approach (ie, 
open, laparoscopic, robotic), initial or recurrent, 
including placement of mesh or other prosthesis, 
when performed; reducible 

NEW 13.70 13.70 Yes 

49622 

Repair of parastomal hernia, any approach (ie, 
open, laparoscopic, robotic), initial or recurrent, 
including implantation of mesh or other 
prosthesis, when performed; incarcerated or 
strangulated 

NEW 17.06 17.06 Yes 

+49623 

Removal of total or near total non-infected mesh 
or other prosthesis at the time of initial or 
recurrent anterior abdominal hernia repair or 
parastomal hernia repair, any approach (ie, 
open, laparoscopic, robotic)  

NEW 2.61 3.75 No 

Valuation of Prolonged E/M Services (HCPCS Codes G0316-G0318) 

CMS finalized 3 new prolonged visit HCPCS G codes G0316-G0318 (prolonged hospital inpatient or observation 
care E/M service beyond the total time for the primary service), effective January 1, 2023, to be valued 
identically across settings, based on the RUC recommended value for CPT® code 99417 (prolonged service code 
effective in CY 2021). CMS proposed a work RVU of 0.61 for these codes with a crosswalk to CPT® code 99417. 
CMS also proposed direct PE inputs for these three codes that are identical to the RUC-recommended PE inputs 
for CPT® code 99417. CMS will continue to use HCPCS code G2212 (outpatient E/M prolonged services) 
previously finalized in place of CPT® code 99417. 

Evaluation and Management (E/M) Changes 

CMS finalized their 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. 
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Throughout the MPFS final 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 finalized 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 finalizing 
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. 

• 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. 

CMS is moving forward with the revisions as updated by the AMA for CPT® codes 99221-99223 and 99231- 
99236. CMS finalized when using the time-based method for E/M visits, the code level increment of time 
must be “met or exceeded” as it is listed in the code descriptor. CMS finalized, as proposed, to retain the 
“8 to 24 hour rule” as described in the Medicare Claims Processing Manual (IOM 100-04, Chapter 12), which 
was implemented to avoid overpayments or create incentives to unnecessarily extend beneficiaries’ 
hospital stays past midnight.  

CMS also finalized to retain the policy that a billing practitioner can only bill for one hospital inpatient or 
observation care code for an initial visit, a subsequent visit, or inpatient or observation care (including 
admission and discharge), as appropriate, once per calendar date. 

Split (or Shared) Visits 

CMS finalized 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. 
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Telehealth Services 

In response to the COVID-19 public health emergency (PHE), within the CY 2021 MPFS final rule, CMS created a 
third category of criteria for adding services to the Medicare telehealth list on a temporary basis. The services 
added to this category are considered to be a clinical benefit when furnished via telehealth; however, there is 
not sufficient evidence available to consider the services as permanent additions under Category 1 or Category 
2 criteria. CMS acknowledges the services under Category 3 would ultimately need to meet criteria under 
Categories 1 and 2 in order to be permanently added to the Medicare telehealth services list. Otherwise, these 
services will end on day 152 post end of the PHE. A complete list of up-to-date telehealth services can be found 
on the CMS website:                         
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes.  

CMS received multiple requests from stakeholders to permanently add several services to the Medicare 
telehealth services list effective for CY 2023. None of the requests received by the February 10th deadline met 
the criteria for Category 1 or Category 2 to be added permanently. However, CMS evaluated the appropriateness 
of adding the services to the Medicare telehealth services list for Category 3 instead. 

CMS is finalizing their proposal to keep all services added to the Medicare telehealth services under Category 3 
until the end of 2023. This would allow more time for data collection regarding utilization; and submission of 
requests to add services permanently to the Medicare telehealth services list for consideration in the CY 2023 
rulemaking process and CY 2024 MPFS rule.  

There are a series of codes which CMS has only added to the list of telehealth services for the duration of the 
PHE; however, they have not been given temporary Category 3 status. These services will remain on the 
telehealth services list for 151 days following the end of the PHE. Codes that are not identified as permanent 
telehealth services or temporary telehealth services as Category 3 will end on day 152 after the end of the PHE.  
In addition, 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 mental health, home dialysis/end stage renal disease 
(ESRD) and acute stroke symptom patients.  

As of the release of this final rule, the COVID-19 PHE was renewed for another 90 days. The new expiration date 
is now January 12, 2023. This means 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. 

CMS is finalizing nearly 50 services be added to the Medicare telehealth list on a Category 3 for the duration of 
the PHE, including biofeedback training, vision/auditory testing, neurostimulator generator analysis, education 
and training for patient self-management, among other services. Codes G0316-G0318 (prolonged services by 
physician or other qualified health care practitioners), and codes G3002-G3003 (chronic pain treatment) have 
been added as a permanent addition to the telehealth services list under Category 1. 

Communication Technology-Based Services  

In the March 31, 2020 Interim Rule, CMS established separate payment for audio-only telephone E/M services 
for the duration of PHE. In the CY 2021 MPFS final rule,  CMS finalized a change to the definition of “interactive 
telecommunications system” to permit use of audio-only communications technology for mental health 
telehealth services under certain conditions when provided to beneficiaries in their home. This includes 
interactive, real-time and two-way audio-only technology. CMS would identify the patient’s home as an 
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originating site for telehealth services for mental health disorders in certain circumstances after the end of the 
PHE. The following conditions would apply: 

• The distant site provider has the technical capability at the time of the service to use video; and  
• The patient is not capable of or does not consent to the use of video for the service.   
 

CMS believes the statue requires telehealth services to be equivalent to in-person care, meaning these services 
are a substitute for a face-to-face encounter. Codes 99441-99443 (telephone E/M services) are considered non-
face-to-face services; and as such, outside the circumstances of the PHE, these services would not be equivalent 
to in-person care or face-to-face services. Therefore, CMS is finalizing to not keep these telephone E/M services 
on the Medicare telehealth services list after the end of the PHE and the 151-day post PHE extension period.  

Modifier and Place of Service Reporting for Telehealth/Audio-only Services 

CMS finalized on an interim basis use of the telehealth modifier 95 (Synchronous Telemedicine Service Rendered 
Via Real-Time Interactive Audio and Video Telecommunications System) for the duration of the PHE for COVID-
19 on the service codes provided via telehealth and instructed providers and practitioners to report the place 
of service (POS) where the service would have been provided in-person rather than telehealth. CMS is finalizing 
with modifications to continue to process claims for payment of telehealth services when modifier “95” is 
appended to the service codes through the later end of the year in which the PHE ends or CY 2023. CMS is also 
finalizing to continue to instruct physicians and practitioners to report the POS code that would have been 
reported if the service had been provided in-person during the 151-day period after the end of the PHE:  

• POS “02” – telehealth provided other than in patient’s home 
• POS “10” – telehealth provided in patient’s home 

 
Home was defined in the CY 2021 final rule as “ both in general and for this purpose, a beneficiary’s home can 
include temporary lodging,  such as hotels and homeless shelters. We clarified that for circumstances where the 
patient, for privacy or other personal reasons, chooses to travel a short distance from the exact home location 
during a telehealth service, the service is still considered to be furnished ‘in the home of an individual’ for 
purposes of section 1834(m)(4)(C)(ii)(X) of the Act.” CMS finalizing to make payment for both POS indicators at 
the same facility amount. 

For audio-only communications technology services, CMS finalizing that physicians and practitioners append 
modifier “93” (Synchronous Telemedicine Service Rendered Via Telephone or Other Real-Time Interactive Audio-
Only Telecommunications System) to those services. Since modifier “93” is a CPT® modifier, it may be used by 
non-Medicare payers and CMS believes it will simplify the reporting process.  

Physician Supervision of Therapeutic Services  

For the duration of the PHE, CMS redefined direct supervision under MPFS to be permitted through interactive 
real-time audio-video telecommunication technology.  This allows the physician to provide real-time assistance 
and direction throughout a procedure or service by allowing them to see and interact with the staff member 
and patient without adding any unnecessary exposure.  It is important to note, the supervision adjustments are 
meant as a minimum requirement.  There may be circumstances in which the physical presence of the physician 
with the patient in the same location is necessary and more appropriate, for example administration of certain 
drugs or therapies. CMS stressed in these types of scenarios the physician and facility must make the best 
decision given the situation, even if this means potential exposure due to the nature of the scenario.   
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Outside of the PHE, direct supervision in the office setting is the requirement. This “requires the immediate 
availability of the supervising physician or other practitioner, but the professional need not be present in the 
same room during the service, and CMS has established this as  immediate availability.” Under the waivers and 
extensions during the PHE, CMS continued the requirement of direct supervision, but allowed this to be 
performed through the use of real time audio/video capabilities. CMS is also continuing to seek comments 
whether direct supervision in the office setting should be permanently allowed by real time audio/video 
capabilities for only a subset of services. 

For CY 2023, CMS is also seeking comment on the possibility of permanently allowing immediate availability for 
direct supervision through virtual presence using real-time, audio/video technology for only a subset of services.  
CMS recognizes for some services there are potential concerns over patient safety if physician supervision was 
provided without physical presence by the physician. As discussed in last year's final rule, and based on gaps in 
the currently available evidence, CMS needs more information as they review whether to make the temporary 
exception to their direct supervision policy permanent. CMS believes allowing additional time to collect 
information for direct supervision through virtual presence will provide a better understanding of circumstances 
in which this flexibility could be appropriate on a permanent basis, outside the PHE. 

Based on the most recent renewal of the COVID-19 PHE on October 13, 2022, CMS expects to continue to permit 
direct supervision through virtual presence through at least the end of CY 2023 under the previous finalized 
policy. 
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