MEDICARE AMBULATORY SURGICAL CENTER PAYMENT SYSTEM
2022 FINAL RULE SUMMARY


The 2022 Ambulatory Surgical Center (ASC) Payment System final rule was posted to the Centers for Medicare and Medicaid Services (CMS) website on November 2, 2021. The final rule will be published in the November 16th Federal Register.  All payments and policies are effective on January 1, 2022. 

The ASC payment system aligns ASC rates with the ambulatory payment classification (APC) groups that are used to pay for services in hospital outpatient departments. Approximately 5,300 ambulatory surgical centers are paid under the ASC payment system. 

Updating the ASC Relative Payment Weights

CMS updates the ASC relative payment weights each year using the Hospital Outpatient Prospective Payment System (HOPPS) relative payment weights (and Medicare Physician Fee Schedule nonfacility practice expense relative value based amounts, as applicable) for that same calendar year and uniformly scale the ASC relative payment weights for each update year to make them budget neutral. CMS bases the HOPPS relative payment weights on geometric mean costs, therefore, the ASC system also uses geometric means to determine relative payment weights under the ASC standard ratesetting methodology.

Calculation of ASC Conversion Factor and ASC Payment Rates
CMS previously updated ASC payment rates annually by the percentage increase in the Consumer Price Index for all urban consumers (CPI-U). CMS continues the policy to update ASC payment rates using the hospital market basket rather than the CPI-U for 2019-2023. The Medicare statute specifies a multifactor productivity (MFP) adjustment to the ASC annual update.  
Using the hospital market basket, CMS updates 2022 ASC rates by 2.0 percent. The change is based on the hospital market basket increase of 2.7 percent minus a 0.7 percentage point adjustment for multi-factor productivity. 
The 2022 ASC conversion factor is $49.916 for ASCs meeting the quality reporting requirements. For ASCs not meeting the quality reporting requirements, the 2022 ASC conversion factor is $48.937.

Covered Surgical Procedures

A. Background

The 2007 ASC final rule established policies for determining which procedures are ASC covered surgical procedures and covered ancillary services. Covered surgical procedures are surgical procedures that are separately paid under the HOPPS that would not be expected to pose a significant risk to beneficiary safety when performed in an ASC, and that would not be expected to require an overnight stay. CMS defined surgical procedures as those procedures described by Category I CPT codes in the surgical range of 10000 through 69999, as well as those Category III CPT codes and Level II HCPCS codes that crosswalk or are clinically similar to ASC covered surgical procedures.  
Beginning in 2019 and subsequent years, CMS finalized the policy to allow certain “surgery-like” CPT codes outside of the surgical code range that directly crosswalk or are clinically similar to procedures within the CPT surgical code range (CPT 10000 through 69999) to be included on the ASC Covered Procedures List. These Category I codes would be limited to those that CMS has determined do not pose a significant safety risk, would not be expected to require an overnight stay when performed in an ASC, and are separately paid under the HOPPS. 
CMS provides payment under the ASC payment system for surgical procedures that are currently performed predominantly in physicians’ offices and that may be safely performed in ASCs, without requiring an overnight stay.   Under the ASC payment system, office-based surgical payments are limited to the lesser of the Medicare Physician Fee Schedule (MPFS) nonfacility practice expense payment or the ASC payment rate. 

B. Additions to the List of ASC Covered Surgical Procedures

In the 2021 HOPPS/ASC final rule, CMS significantly revised their policy for adding surgical procedures to the ASC Covered Procedures List (CPL). Since the 2021 HOPPS/ASC final rule was published, CMS has reexamined the ASC CPL policy and the public comments received in response to the 2021 HOPPS/ASC proposed rule, considered the concerns they received from stakeholders, and conducted an internal clinical review of the 267 procedures they added to the ASC CPL under the revised policy beginning in CY 2021. After examining their revised policy and the feedback they received, and reviewing the procedures CMS added to the ASC CPL under the revised policy, CMS has reconsidered their policy and believes that the policy may not appropriately assess the safety of performing surgical procedures on a typical Medicare beneficiary in an ASC, and that the 258 surgical procedures CMS added to the ASC CPL beginning in 2021 under the revised policy may not be appropriate to be performed on a typical beneficiary in the ASC setting. While CMS is always striving to balance the goals of increasing physician and patient choice, and expanding site neutral options with patient safety considerations, they nonetheless believe the current policy could be improved with additional patient safety considerations in determining whether a surgical procedure should be added to the ASC CPL. 

After evaluating the 267 surgery or surgery-like codes that were added in CY 2021, CMS clinicians determined that 258 of these surgical procedures may pose a significant safety risk to a typical Medicare beneficiary when performed in an ASC, and that nearly all would likely require active medical monitoring and care at midnight following the procedure. CMS is concerned that, under the current policy, they do not make an active enough determination about whether a procedure is suitable to perform on a typical Medicare beneficiary in an ASC setting. The policy finalized last year allows individual physician discretion to perform a number of procedures in the ASC setting that would not necessarily be appropriate for the typical Medicare beneficiary in that setting. 

In light of these concerns, CMS finalized their proposal to revise the criteria and process for adding procedures to the ASC CPL by reinstating the ASC CPL policy and regulatory text that was in place in 2020. While this approach is a departure from the revised policy CMS adopted for 2021, it is consistent with their policy from 2008 through 2020 where they gradually expanded the ASC CPL while giving careful consideration to safety concerns and risks to the typical beneficiary. This approach would also continue to support CMS’ efforts to maximize patient access to care by, when appropriate, adding procedures to the ASC CPL to further increase the availability of ASCs as an alternative, lower cost site of care. 


For 2022, CMS finalized the proposal to revise the requirements for covered surgical procedures in the regulation to reinstate the specifications they had established prior to 2021. Effective for services furnished on or after January 1, 2022, covered surgical procedures are those procedures that meet the general standards and do not meet the general exclusions. Covered surgical procedures are surgical procedures specified by the Secretary and published in the Federal Register and/or via the Internet on the CMS website that are separately paid under the HOPPS, that would not be expected to pose a significant safety risk to a Medicare beneficiary when performed in an ASC, and for which standard medical practice dictates that the beneficiary would not typically be expected to require active medical monitoring and care at midnight following the procedure. CMS finalized the proposal to include the five criteria as safety factors physicians consider. Effective January 1, 2022, covered surgical procedures do not include those surgical procedures that: (1) generally result in extensive blood loss; (2) require major or prolonged invasion of body cavities; (3) directly involve major blood vessels; (4) are generally emergent or life-threatening in nature; (5) commonly require systemic thrombolytic therapy; (6) are designated as requiring inpatient care; (7) can only be reported using a CPT unlisted surgical procedure code; or (8) are otherwise excluded. 

CMS proposed to remove 258 procedures from the ASC CPL effective January 1, 2022. In the 2022 HOPPS/ASC final rule with comment period, after review of 140 procedure recommendations, CMS is finalizing retaining six codes that commenters recommended that CMS retain on the ASC CPL, specifically the 3 codes that have been on the ASC CPL that CMS did not propose to remove in 2022, as well as 3 codes of the 258 codes proposed for removal (none of these codes are related to radiation oncology surgical procedures). Thus, CMS is removing the remaining 255 of 258 codes proposed for removal. 

CMS is also finalizing the adoption of a nomination process, which will begin in March 2022, to allow an external party to nominate a surgical procedure to be added to the ASC CPL.  CMS requests stakeholder nominations by March 1 of the year prior to the calendar year for the next applicable rulemaking cycle in order to be included in that rulemaking cycle. For example, stakeholders would need to send in nominations by March 1, 2022, to be considered for the CY 2023 rulemaking cycle and potentially have their nomination effective by January 1, 2023. 

C. Changes to Covered Surgical Procedures Designated as Office-Based

None of the CMS changes regarding office-based surgical procedures are related to radiation oncology surgical procedures. 

D. ASC Covered Surgical Procedures Designated as Device-Intensive 

Beginning in 2019 and subsequent years, CMS modified the criteria for device-intensive procedures to better capture costs for procedures with significant device costs.  CMS allows procedures that involve surgically inserted or implanted, high-cost, single-use devices to qualify as device-intensive procedures.  In addition, CMS lowered the device offset percentage threshold to 30 percent. 

CMS modified the definition of a device-intensive procedure “to only apply the device-intensive procedure payment methodology to device-intensive procedures under the ASC payment system when the device-intensive procedure is furnished with a surgically inserted or implanted device (including single use medical devices).” 

In past rulemaking, CMS stated that the device-intensive methodology for ASCs should align with the device-intensive policies under the HOPPS. Further, CMS stated that they do not believe that procedures are device-intensive in one setting and not in another setting. CMS states that they have heard concerns from stakeholders that the methodology does not provide device-intensive status to certain procedures even though the procedures’ device offset percentages are greater than the 30 percent threshold when calculated under the standard ASC ratesetting methodology. CMS has also heard concerns from stakeholders that procedures designated as device-intensive under the HOPPS are not assigned device-intensive status under the ASC payment system even though the procedure has significant device costs. 

The different ratesetting methodologies used under the HOPPS and ASC payment system can create conflicts when determining device-intensive status. For example, procedures with device offset percentages greater than 30 percent under the HOPPS may not have device offset percentages greater than 30 percent when calculated under the standard ASC ratesetting methodology. Under current policy, procedures must be device-intensive in the HOPPS setting to be eligible for device-intensive status under the ASC payment system. However, this methodology has caused confusion among stakeholders and has denied device-intensive status to procedures with significant device costs. 

Therefore, for 2022 and subsequent years, CMS assigns device-intensive status to procedures that involve surgically inserted or implanted, high-cost, single-use devices to qualify as device-intensive procedures if their device offset percentage exceeds 30 percent under the ASC standard ratesetting methodology, even if the procedure is not designated as device-intensive under the HOPPS. 

Further, in situations where a procedure is designated as device-intensive under the HOPPS but the procedure’s device offset percentage is below the device-intensive threshold under the standard ASC ratesetting methodology, CMS believes that deference should be given to the HOPPS designation to address this conflict in status. Since the comprehensive ratesetting methodology under the HOPPS packages a greater amount of non-device costs into the primary procedure and is typically able to use a greater number of claims in its ratesetting methodology, CMS believes that if a device receives HOPPS device-intensive status, the device should also be device-intensive in the ASC setting, give that fewer non-device costs are generally packaged into a procedure’s cost under the ASC methodology compared to the HOPPS methodology. 

Therefore, for CY 2022 and subsequent years, CMS finalized the proposal that if a procedure is assigned device-intensive status under the HOPPS, but has a device offset percentage below the device-intensive threshold under the standard ASC ratesetting methodology, the procedure will be assigned device-intensive status under the ASC payment system with a default device offset percentage of 31 percent. 

CMS proposes to update the ASC CPL to indicate procedures that are eligible for payment according to the device-intensive procedure payment methodology, based on the individual HCPCS code device-offset percentages using the 2019 HOPPS claims and cost report data available for the CY 2022 HOPPS/ASC final rule.

CMS maintains CPT 19296 breast brachytherapy balloon catheter placement, CPT 55874 Peri-prostatic implantation of biodegradable material and HCPCS code C9728 Place fiducial marker/dosimeter as device-intensive and subject to the device-intensive procedure payment methodology for 2022. ASC covered device-intensive procedures are subject to the no cost/full credit and partial credit device adjustment policy.  

ASC Payment for Covered Surgical Procedures

CMS updates ASC payment rates for 2022 using established rate methodologies and a modified definition for device-intensive procedures. Because the HOPPS relative payment weights are based on geometric mean costs, the ASC system will use geometric means to determine relative payment weights under the ASC standard ratesetting methodology.

CMS continues to update payment rates for procedures with payment indicators "A2" and “G2” according to the standard methodology of multiplying the relative payment weight for the procedure by the ASC conversion factor.

CMS continues to update payment rates for office-based procedures (payment indicators “P2,” “P3,” and “R2”) at the lesser of the MPFS nonfacility practice expense relative value units (RVUs) or the ASC payment rate.

For device-intensive procedures (payment indicator “J8”), CMS updates the payment amount for the service portion of the device-intensive procedures using the standard ASC ratesetting methodology and the payment amount for the device portion based on the 2022 device offset percentages that have been calculated using the standard HOPPS APC ratesetting methodology.

ASC Payment Rates for Procedures Assigned to Low Volume ASCs

The ASC payment system generally uses HOPPS geometric mean costs under the standard methodology to determine proposed relative payment weights under the standard ASC ratesetting methodology. However, for low-volume device-intensive procedures, the relative payment weights are based on median costs, rather than geometric mean costs. 

In the 2020 HOPPS/ASC final rule, CMS finalized the policy to limit the ASC payment rate for low-volume device-intensive procedures to a payment rate equal to the HOPPS payment rate for that procedure. Under this policy, where the ASC payment rate based on the standard ASC ratesetting methodology for low volume device-intensive procedures would exceed the rate paid under the HOPPS for the same procedure, CMS establishes an ASC payment rate for such procedures equal to the HOPPS payment rate for the same procedure. 

Effective January 1, 2022, CMS finalized the proposal to establish a Low Volume APC policy for 2022 and subsequent calendar years. Under the policy, a clinical APC, brachytherapy APC, or new technology APC with fewer than 100 claims per year would be designated as a Low Volume APC. For items and services assigned to APCs that CMS designates as Low Volume APCs, the Agency will use up to 4 years of claims data to establish a payment rate for each item or service as they currently do for low volume services assigned to New Technology APCs. The payment rate for a Low Volume APC would be based on the highest of the median cost, arithmetic mean cost, or geometric mean cost calculated using multiple years of claims data. 

Because CMS is adopting a Low Volume APC policy, they also finalized their proposal to eliminate the low volume device-intensive procedure policy. Consequently, CMS modified the existing regulations to apply their ASC payment rate limitation to services assigned to Low Volume APCs rather than low volume device-intensive procedures.



This Low Volume APC policy includes the following brachytherapy sources:

· A9527 (APC 2632) Iodine-125, sodium iodide solution, therapeutic, per millicurie
· C2635 (APC 2635) Brachytherapy source, High Activity, Palladium-103, greater than 2.2 mCi, per source
· C2636 (APC 2636) Brachytherapy linear source, Palladium-103, per 1 MM
· C1716 (APC 2645) Brachytherapy source, Gold-198, per source
· C1719 (APC 2647) Brachytherapy source, Non-High Dose Rate Iridium-192, per source


	APC
	APC Description
	Geometric Mean Cost without Low Volume APC Designation
	Median Cost
	Arithmetic Mean Cost
	Geometric Mean Cost
	2022 APC Cost

	2632
	Iodine-125, sodium iodide solution, therapeutic, per millicurie
	$26.04
	$30.24
	$38.52
	$34.16
	$38.52

	2635
	Brachytherapy source, High Activity, Palladium-103, greater than 1.01 mCi, per source
	$44.37
	$34.04
	$43.53
	$36.72
	$43.53

	2636
	Brachytherapy linear source, Palladium-103, per 1 MM

	$30.59
	$24.78
	$50.16
	$36.43
	$50.16

	2645
	Brachytherapy source, Gold-198, per source
	$280.90
	$61.85
	$588.31
	$131.86
	$588.31

	2647
	Brachytherapy source, Non-High Dose Rate Iridium-192, per source
	$275.13
	$145.36
	$196.38
	$94.24
	$196.38




Covered Ancillary Services

A. Background

The August 2007 ASC final rule established a policy to make separate ASC payments for ancillary services, for which separate payment is made under the HOPPS, when they are provided integral to ASC covered surgical procedures. Payment for ancillary services that are not paid separately under the ASC payment system are packaged into the ASC payment for the covered surgical procedure.

B. Changes to List of Covered Ancillary Services

CMS updates the ASC list of covered ancillary services on an annual basis. Maintaining consistency with HOPPS may result in changes to the ASC payment indicators for some covered ancillary services because of changes that are implemented under the hospital outpatient payment system. (See Addendum BB for a list of all covered ancillary services for which CMS implements a change to the ASC payment indicator). 



ASC Payment for Covered Ancillary Services

For 2022, CMS updates the ASC payment rates and makes changes to payment indicators as necessary in order to maintain consistency between the HOPPS and ASC payment systems regarding the packaged or separately payable status of services. CMS continues to set the 2022 ASC payment rates for brachytherapy sources and separately payable drugs and biological equal to the HOPPS payment rates for 2022. 

Payment for a radiology service (includes radiation oncology) would be packaged into the payment for the ASC covered surgical procedure if the radiology service is packaged or conditionally packaged under the HOPPS. The payment indicators in Addendum BB indicate whether the 2022 payment rates for radiology services are based on the MPFS nonfacility PE RVU-based amount or the ASC standard ratesetting methodology, or whether payment for a radiology service is packaged into the payment for the covered surgical procedure (payment indicator “N1”). Radiology services that CMS pays based on the ASC standard ratesetting methodology are assigned payment indicator “Z2” Radiology or diagnostic service paid separately when provided integral to a surgical procedure on ASC list; payment based on HOPPS relative payment weight. Radiology services with payment based on the MPFS nonfacility PE RVU-based amount are assigned payment indicator “Z3” Radiology or diagnostic service paid separately when provided integral to a surgical procedure on ASC list; payment based on MPFS nonfacility PE RVUs.

CMS continues their policy of setting the payment indicators for all nuclear medicine procedures (CPT codes in the range of 78000 through 78999) that are designated as radiology services that are paid separately when provided integral to a surgical procedure on the ASC list to “Z2” so that payment for these procedures will be made based on the HOPPS relative payment weight and include the cost of the diagnostic radiopharmaceutical. 

CMS continues their policy of setting the payment indicators for radiology procedures that use contrast agents (the contrast agent is packaged under the ASC system but is separately paid under the Medicare Physician Fee Schedule) to "Z2" so that payment for these procedures will be based on the HOPPS relative weight and will include the cost of the contrast agent.

Covered ancillary services and the payment indicators are listed in Addendum BB of this rule.
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