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HOUSEKEEPING

• All audio for today’s session will be streamed directly to your computer.

• Please submit questions through the Q&A function on your screen. 

• To download the presentation, click the resources icon at the lower part of your event console.

• CPE credit
• Login individually to the session for at least 50 minutes

• Successfully complete polling questions

• NO CPE credit
• Fail to successfully complete 3 of 4 polling questions

• View a recording of this session (CPE is only awarded for live sessions)

• CPE certificate of completion will be e-mailed within two weeks of successfully passing this program

CPE
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Today’s Speakers

Tim Frain

Tim is a Senior Advisor within Crowe’s Healthcare Performance practice. He has 

extensive experience in healthcare administration, charge capture, revenue 

integrity, and privacy and coding compliance. Tim is a certified Registered Health 

Information Administrator (RHIA).

Carl Czajczynski

Carl is a Senior Advisor within Crowe’s Healthcare Performance practice. He has 

significant healthcare experience focusing on revenue cycle, charge capture, 

CDM, charge integrity and coding compliance analyses for academic medical 

centers, community hospitals, health care systems and specialty hospitals.
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Key Discussion Points For Today

• Payment Rates

• Rural Adjustments

• Cancer Hospital Payment Adjustment

• Conversion Factor Update

• Comprehensive-APC

• Quality Measure Update

• Inpatient Only Procedures

• Comprehensive Code Change Update

• Site-Neutral Payment Rule Adjustments

• Updates to 340B Drug Payment Policy
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Payment Rates Update

• CMS estimates that OPPS expenditures for 2019 will be $74.6 billion

• This is an increase of approximately $4.9 billion compared to 2018 OPPS payments

• For CY 2019, CMS is increasing the payment rates under the OPPS for services provided by an 

Outpatient Department by 1.25%

• The following factors were considered when calculating the payment rate increase:

• 2.8% increase due to inpatient market basket update

• 0.8% decrease due to the multifactor productivity adjustment

• 0.75% decrease due to cuts under the ACA

• CMS will continue to implement the statutory 2.0% reduction in payments for hospitals failing to 

meet the hospital outpatient reporting requirements

• A 0.980 reporting factor will be applied to the OPPS payments and copayments for all applicable services
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Rural Adjustment

• Continuation of the adjustment rate of 7.1% to the OPPS payments to certain Rural Sole 

Community Hospital (SCHs) and Essential Access Community Hospitals (EACHs)

• Applies to all services paid under the OPPS. 

• Exceptions include:

• Separately payable drugs, biologicals, brachytherapy sources

• Devices paid under the “Pass-through Payment” policy

• Items paid at charge reduced to cost
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Cancer Hospital Payment Adjustment

• CMS will continue to provide additional payments to Cancer Hospitals so that the Cancer Hospital’s 

payment-to-cost ratio (PCR) after the additional payments is equal to the weighted average PCR 

for the other OPPS hospitals

• CMS has finalized a target PCR of 0.88 to determine the CY 2019 Cancer Hospital payment 

adjustment
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Conversion Factor Update

• For CY 2019, CMS calculates an OPPS conversion factor of $78.636. For those items and services 

for which payment rates are calculated using geometric mean costs

• 2018 conversion factor of $75.001 was adjusted by the fee schedule increase factor and various 

budget neutrality factors

• In addition, the final rule indicates that the following adjustments are applied in calculating the 2019 

conversion factor:

• Wage index budget neutrality factor of 0.9997

• Cancer hospital budget neutrality adjustment of 1.0008

• Adjustment for drug purchased under the 340B program of 1.0319

• Adjustment for pass-through spending of 0.2 percent
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Comprehensive Ambulatory Payment Classification (C-APC)

• Since CY 2015, CMS implemented a total of 37 C-APCs

• For CY 2019, CMS is adding three C-APCs (65 total)

• C-APC 5163 (Level 3 ENT Procedures)

• C-APC 5183 (Level 3 Vascular Procedures)

• C-APC 5184 (Level 4 Vascular Procedures)

• These additional C-APCs would be effective in CY 2019

• Reporting of items/services should not change – all items/services performed should still be 

charged 
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Polling Question #1

True or False: As of CY 2019, CMS will have implemented a total of 65 Comprehensive APC’s; and increase of 

3 C-APC from 2018 

A) True

B) False
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5 Most Significant Updates and How 

Your Organization Can Prepare
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Quality Measures Removed from Hospital OQR Program

• CMS previously finalized a set of factors for determining whether to remove measures from the Hospital OQR

Program. These factors are:

• Factor 1. Measure performance among hospitals is so high and unvarying that meaningful distinctions

and improvements in performance can no longer be made (“topped out” measures).

• Factor 2. Performance or improvement on a measure does not result in better patient outcomes.

• Factor 3. A measure does not align with current clinical guidelines or practice.

• Factor 4. The availability of a more broadly applicable (across settings, populations, or conditions)

measure for the topic.

• Factor 5. The availability of a measure that is more proximal in time to desired patient outcomes for the

particular topic.

• Factor 6. The availability of a measure that is more strongly associated with desired patient outcomes

for the particular topic.

• Factor 7. Collection or public reporting of a measure leads to negative unintended consequences other than

patient harm.

• Factor 8. The costs associated with a measure outweigh the benefit of its continued use in the program
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Quality Measures Removed from Hospital OQR Program

• For CY 2019, CMS has finalized a policy to remove a total of 10 measures.   This is in an effort to 

remove maintenance costs and administrative burden to hospitals associated with retaining them. 

• Beginning with the CY 2020 and CY 2021 payment determination:

• (1) OP-27: Influenza Vaccination Coverage Among Healthcare Personnel (Factor 8)

• (2) OP-5: Median Time to ECG (Factor 8)

• (3) OP-29: Endoscopy/Polyp Surveillance: Appropriate Follow-up Interval for Normal Colonoscopy 

in Average Risk Patients (Factor 8)

• (4) OP-30: Endoscopy/Polyp Surveillance: Colonoscopy Interval for Patients with a History of

• Adenomatous Polyps - Avoidance of Inappropriate Use (Factor 8)

• (5) OP 31: Cataracts - Improvement in Patient's Visual Function within 90 Days Following Cataract 

Surgery (Factor 8)

• (6) OP-9: Mammography Follow-up Rates (Factor 3)

• (7) OP-11: Thorax Computed Tomography (CT) – Use of Contrast Material (Factor 1)
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Quality Measures Removed from Hospital OQR Program

Beginning with the CY 2020 and CY 2021 payment determination (Continued):

• (8) OP-14: Simultaneous Use of Brain Computed Tomography (CT) and Sinus CT (Factor 1)

• (9) OP-12: The Ability for Providers with HIT (Health Information Technology) to Receive 

Laboratory Data Electronically Directly into Their Qualified/Certified EHR System as Discrete 

Searchable Data (Factor 2)

• (10) OP-17: Tracking Clinical Results between Visits (Factor 2)
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What Can Your Organization Do To Prepare?

• Review and update reporting.

• Review all current reporting procedures to ensure removed quality measures are discontinued 

• CMS estimates that the removal of these ten measures for 2020 payment determination will reduce the 

aggregate reporting burden on hospitals by $24.9 million 

• Review departmental and clinical practices for improved quality.

• Removal may result in better care.  Reviewing clinical practices regarding some of the removal of the quality 

outcomes may benefit patients
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Inpatient Only Procedures

• CMS review of inpatient procedures that should be removed utilize the following criteria:

• Most outpatient departments are equipped to provide the services to the Medicare population

• The simplest procedure described by the code may be performed in most outpatient departments

• The procedure is related to codes that CMS has already removed from the inpatient list

• A determination is made that the procedure is being performed in numerous hospitals on an outpatient basis

• A determination is made that the procedure can be appropriately and safely performed in an ASC and is on the list of 

approved ASC procedures or has been proposed by CMS for addition to the ASC list

• CMS also reviews procedures to be added to the inpatient only list with the following criteria:

• The nature of the procedure;

• The underlying physical condition of the patient; or

• The need for at least 24 hours of postoperative recovery time for monitoring before the patient can be safely discharged
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Inpatient Only Procedures

For CY 2019 CMS has removed two (2) procedures from the inpatient only list and added one

Removed:

• CPT 31241:  Nasal/sinus endoscopy, surgical; with ligation of sphenopalatine artery

• CMS states this meets the criterion that “the procedure is related to codes that CMS has already removed from the 

inpatient list”

• CPT 01402:  Anesthesia for open or surgical arthroscopic procedures on knee joint; total knee arthroplasty

Added:

• C9606: Percutaneous transluminal revascularization of acute total/subtotal occlusion during acute myocardial infarction, 

coronary artery or coronary artery bypass graft, any combination of drug-eluting intracoronary stent, atherectomy and 

angioplasty, including aspiration thrombectomy when performed, single vessel

• Similar to CPT 92941 (Percutaneous transluminal revascularization of acute total/subtotal occlusion during acute myocardial infarction, 

coronary artery or coronary artery bypass graft, any combination of intracoronary stent, artherectomy and angioplasty, including aspiration 

thrombectomy when performed, single vessel) which CMS added to the Inpatient Only List in CY 2018
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What Can Your Organization Do To Prepare?

Understand and prepare for the Impact.

• Financial Impact

• Reimbursement for procedures will be impacted when moving from an inpatient stay to an outpatient procedure that will 

effect hospital departments at all levels.  The financial impact to your facility will need to be monitored

• Operational and Clinical Impact

• Most outpatient departments are equipped to provide these services to the Medicare population

• The removed procedures are related to codes that CMS has already removed from the IPO list

• In some cases the procedure is being performed in numerous hospitals on an outpatient basis

• The removed procedure can be appropriately and safely performed in an ASC, and is on the list of approved ASC 

procedures or has been proposed for addition to the ASC list

• Scheduling and Billing Impact

• Education for Scheduling, CDM, Coding and Billing will be necessary to successfully navigate the change.  A review of 

billing software may be needed to insure bills are not held due to patient status. 
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Polling Question #2

True or False: CMS has removed one quality measure due to concern of over prescribing of opioids for pain 

control in CY 2018    

A) True

B) False
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2019 CPT Code Changes – Overview

CPT started in 1966 with about 3,500 codes and now in 2019 there are a total of 10,294! For 2019 there are a 

total of 335 code changes, here is the breakdown: 

• 212 Added 

• 73 Deleted 

• 50 Revised 

In addition to the changes that help physicians get paid for the new ways they use technology to advance 

patient care, other revised codes include:

• Skin biopsy

• Adaptive behavior analysis

• Central nervous system assessments, including psychological and neuropsychology testing

• Laboratory updates
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Updates to Evaluation and Management (E&M) Codes

• Six (6) new codes within the E&M section – guidelines were also revised for Interprofessional 

Telephone/Internet/Electronic Health Record Consultations

• New CPT codes 99453 and 99454 were added to report remote physiologic monitoring services during a 30-

day period.  Other codes in this section (99446-99449 and 99091) were revised

• These new codes reflect the key role non-verbal communication technology plays in care coordination 

between consulting and treating physicians, according to the AMA

• CPT code 99457 is a new code that requires live, interactive communication with the patient/caregiver and 20 

minutes or more of clinical staff/physician or other qualified health care professional time in a calendar month
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Updates to Surgery – Skin Biopsies

• Most of the changes in surgery lie within the Integumentary subsection Six (6) new skin biopsy codes have 

been added (11102 – 11107) to differentiate between tangential, punch and incisional skin biopsies.

• Tangential: involve a shave, scoop, or curette type of biopsy 

• Punch: acquires tissue for laboratory examination, usually through tissue culture or microscopy

• Incisional: sample of the suspicious tissue is cut from a mass (incised) and removed for purposes of diagnosis

• When there is a combination of different types of skin biopsies done, such as a tangential and a punch biopsy, 

the highest code in the hierarchy is reported for the primary code (punch,) and add on code for second biopsy 

(tangential). There are extensive notes and a table within the CPT book that coders must reference and 

become familiar with in order to accurately assign these codes.
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Updates to Adaptive Behavioral Analysis (ABA)

• Reduction in the amount of total codes from 16 in 2018 to 10 in 2019

• All codes are timed in 15 minute increments

• ABA codes previously fell under category III (temporary), with the 2019 update, most will elevate to level I 

(permanent)
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Updates to Psychological and Neuropsychological Testing

• There are a total of six codes removed and nine new codes added. The new codes have more descriptive 

guidelines, they still contain descriptions delineating between a physician or technician performing, but now a 

timing component for each type of assessment is required 

• 2019 update provides more specific codes for psychological and neuropsychological testing. Four subsections 

were added with new and revised codes for central nervous system assessments

1. Automated testing result

2. Neurobehavioral status examinations

3. Test administration and scoring 

4. Testing evaluations services
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Updates to Laboratory Services

• There are nearly 50 new codes within the pathology and laboratory sections in 2019. Gene analysis makes up 

the bulk of the expected additions with 24, below are a few examples of common testing changes:

• 81443 for genetic testing for severe inherited conditions. The test must include at least 15 genes for the code to apply

• Replaced hepatitis C virus code 0001M with 81596, biochemical assays for evaluation of chronic Hepatitis C virus 

infection

• Breast oncology mRNA gene expression profiling will have a new code at 81518 for 11 genes

• In the Chemistry Procedures section, watch for 82642 for dihydrotestosterone (DHT) and 83722 for small dense LDL 

cholesterol

• Three deleted and five BRCA Codes added

• Deleted 1 and seven new chromosome codes were added
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What Can Your Organization Do To Prepare?

Educate coding and billing staff.
• Guidelines outlining coding hierarchies, new documentation requirements and extinguishing the use of any commonly 

codes which have been revised or deleted

• Ensure that coding and billing staff are aware and prepared for these updates will be crucial in avoiding audits or denials

Educate clinical teams.
• Organizations should team CDM and Revenue Integrity representatives with Clinical Informatics/Educators to relay 

education components and optimize current EMR to support required documentation improvement initiatives

Prepare for the future.
• Develop monitoring tools and an accountability pathway to ensure adherence to newly implemented documentation and 

coding requirements 

• Promote internal transparency by communicating the results amongst leadership teams
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Polling Question #3

True or False: There are a total of 412 code changes effective January 1st 2019?

A) True

B) False
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Site-Neutral Payment Rule Adjustment

• The Site-Neutral Payment Rule was introduced on January 1, 2017, and dictated that hospital off-

campus facilities would be reimbursed at a lower percentage than hospital-based outpatient 

departments
• In the inaugural year, off-campus facilities were reimbursed at ~ 50% of the OPPS rate

• CMS defines “off-campus” as being located more than 250 yards from a hospital campus or remote location of a hospital

• In general, off-campus Provider-Based Departments (PBDs) that were furnishing services prior to November 2, 2015 were 

considered “excepted” from the reduced payment rate

• In the 2018 OPPS Final Rule, CMS proposed to reduce the reimbursement rate for Off-Campus 

PBDs to 40% of OPPS payment rate
• Additional detail can be found in the 2018 Medicare Physician Fee Schedule (MPFS) proposed rule

• In 2019, CMS focused on the reduction of payment for a clinic visit (G0463) when furnished within 

an “excepted” off-campus department 
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Site-Neutral Payment Rule Adjustment

• Medicare decided to reduce payment to 40% of the OPPS rate. The reduction is to be phased in 

over a two year period to allow for providers to adjust to lower payment rates

• Phase I, 2019, Medicare payment for a clinic visit (G0463) in an “excepted” off-campus department will be 

70% of the current OPPS rate 

• Phase II, 2020, these departments will be paid the site-specific PFS rate for the clinic service visit (40% of 

OPPS)

• Policy was justified on the basis that higher payment incentivizes providers and drives 

“unnecessary increases in the volume of covered OPD services”

• Estimated savings of $380M. $300M of savings accruing to Medicare and the other $80 to 

beneficiaries in the form of reduced co-payments

• Adjustment proposed non-budget neutral arguing change in payment is not an “adjustment” subject 

to budget neutrality 
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What Can Your Organization Do To Prepare?

• Understand which facilities and services are impacted.
• The updated rate applies to clinic visit code only (G0463) when provided at an “excepted” off-campus PBD (departments 

that bill the modifier “PO” on claim lines) 

• Prepare to adapt to the changing landscape.
• With a reduction in reimbursement rates, health systems will need to focus on maximizing cost-efficiency within provider-

based off-campus departments

• Lease agreements

• Services provided

• Health Systems are becoming more creative with their approach to outpatient facilities

• Increase in “micro-hospitals” and free-standing EDs

• Expanding hospital campuses

• Streamlining referral networks
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Polling Question #4

Which of the following statements regarding the 2019 Site-Neutral Payment Rule Adjustment is false?

A) The 2019 reduction for clinic visits will be phased in over two years

B) The 2019 reduction applies to hospitals who meet the CMS definition of “excepted” 

C) The 2019 reduction does not apply to hospitals who meet the CMS definition of “excepted”

D) When fully implemented, all PBDs will be paid the site-specific PFS rate for the clinic service visit, which 

is 40% of OPPS
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Updates to 340B Drug Payment Policy Expansion

• Under 2018 OPPS Final Rule, the Medicare payment for drugs and biologicals acquired under the 340B 

Program was reduced from average sale price (ASP) plus 6% to ASP minus 22.5%

• Per CMS, it was to result in an estimated $1.6 billion cut in Medicare 340B drug payments

• The reduction would not impact payments for vaccines or other drugs on pass-through payment status

• Critical Access Hospitals, rural sole community hospitals, children’s hospitals, and PPS-exempt cancer 

hospitals are excluded from the payment adjustment for CY 2018

• Additional considerations may be taken in CY 2019 to further address these facilities

• Continue to utilize the two modifiers to be used with drugs or biologicals acquired under 340B:

• “JG” – Used to trigger payment adjustment for all providers that are not excepted from the 340B Drug Payment Policy

• “TB” – Used for information purposes only by providers that are excepted from the 340B Drug Payment Policy (rural SCH, 

children’s hospitals, and PPS-exempt cancer hospitals)
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Updates to 340B Drug Payment Policy Expansion

• Additionally, non-excepted off-campus Provider Based Departments have been exempt from the 2018 340B 

reduction until now.  

• For CY 2019 CMS will pay (under the PFS) the adjusted payment amount of ASP minus 22.5% for separately payable 

drugs and biologicals.

• Payment for Biosimilar Biological Products without Pass-Through Status acquired under the 340B Program 

payment will be at ASP minus 22.5 percent of biosimilar’ s own ASP rather than ASP minus 22.5 percent of 

the reference product’s ASP

• CMS believes that the difference in the payment amounts for 340B acquired drugs furnished by hospital 

outpatient departments excepted off-campus PBDs versus nonexcepted off-campus BPBDs creates an 

incentive for hospital to move drug administration services for 340B acquired drugs to nonexcepted off-

campus PBDs to receive a higher payment amount for these drugs, thereby undermining CMS’ goals of 

reducing beneficiary cost-sharing for these drugs and biologicals and moving towards site neutrality. 
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What Can Your Organization Do To Prepare?

• Understand exception status.
• For CY2019 Critical access hospitals, rural sole community Hospitals, children’s hospitals, and PPS-exempt cancer 

hospitals continue to be excepted from the new 340B payment rates

• Ensure that necessary measures are in place beginning January 1, 2019.

• Health systems need to ensure that proper billing edits are established, and education is provided to billing and coding 

staff regarding the facility’s 340B status and which drugs/biologicals qualify for all PBDs
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Polling Question #5

Which of the following statements about the 2019 OPPS Final Rule is NOT accurate with respect to the 340B 

Drug Payment Policy?

A) The update will not impact vaccines and other drugs on pass-through payment status

B) The reimbursement update will impact all facilities currently receiving drugs through the 340B program

C) Provider based clinics continue to be exempt from the 340B utilizing ASP minus 22.5 percent 

D) The updated policy resulted in the creation of two new modifiers
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Organizational GAP Analysis

1. CMS has removed ten measures to the OQR for CY 2019

2. CMS has removed two procedures from the inpatient only list and added one

3. CMS has made a total of 335 CPT coding changes

4. Site-Neutral Payment Plan updated to further reduce payments for previously “excepted” off-

campus provider-based outpatient departments

5. CMS to cut 340B drug reimbursement by 22.5% in CY 2019 for PBDs



©2018 Crowe LLP 3737

Questions?

This presentation will be sent out (upon request) with the presenters’ contact information 

Please feel free to reach out to either presenter with any questions or for any additional information 

regarding the 2019 OPPS Final Rule

Any questions submitted during the webinar will be responded to via email as promptly as possible. 

Thank you!
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For more information, contact:

Tim Frain

Direct 708.476.6165

Tim.Frain@crowe.com

Carl Czajczynski

Direct 312.282.8291

Carl.Czajczynski@crowe.com

In accordance with applicable professional standards, some firm services may not be available to attest clients.

This material is for informational purposes only and should not be construed as financial or legal advice. Please seek guidance specific to your organization from 

qualified advisers in your jurisdiction. 
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