
 
 

ASNC Summary of 2012 Hospital Outpatient Prospective Payment System FINAL Rule 

The Centers for Medicare & Medicaid Services (CMS) released the final 2012 Hospital Outpatient Prospective Payment 
System (HOPPS) on November 1, 2010.  This regulation includes finalized policies impacting hospital outpatient and 
ambulatory surgical center (ASC) services paid under the outpatient prospective and ASC payment systems.   

Background OPPS: The HOPPS payments cover facility resources including equipment, supplies, and hospital 
staff, but do not pay for the services of physicians and non-physician practitioners who are paid separately under the 
Medicare Physician Fee Schedule (MPFS). All services under the HOPPS are technical and are classified into groups 
called Ambulatory Payment Classifications (APCs). Services in each APC are grouped by clinically similar services that 
require the use of similar resources. A payment rate is established for each APC using two year old hospital claims data 
adjusted by individual hospitals cost to charge ratios. The APC national payment rates are adjusted for geographic cost 
differences, and payment rates and policies are updated annually through rulemaking.  

 

Comparison of Reimbursement Rates (2011 vs. 2012) 

Appendix 1 compares reimbursement rates from the 2011 HOPPS final rule and the 2012 HOPPS final rule.  The 
proposed rule includes a market basket update of 1.9 percent; however, certain hospitals that did not meet quality 
reporting requirements would face a 2 percent reduction in payment. 

ASNC will submit comments to CMS on the final rule by the January 3, 2012 deadline.  The final rule will be published 
in the Federal Register on November 30, 2011.

 

Key Provisions from the 2012 Final HOPPS Rule: 

Reimbursement Rates for Cardiology Procedures: 

• Spect MPI CPT 78451-78452 (APC 0377) [p. 386]:  Myocardial Perfusion Imaging (MPI) rates are set to 
decrease by 12 percent for CY 2012. This is likely due to hospitals not cross walking the wall motion and 
ejection fraction charges over to increase the charges for the new bundled MPI codes in 2010.    Specifically, 
hospitals should be charging for the MPI imaging study as well as the cost of wall motion and ejection fraction 
when billing CPT codes 78451-78454. 
 

• Cardiac PET CPT 78459, 78491-2 (APC 0307) [p. 484]:  Cardiac PET technical rates will decrease by 6 
percent for CY 2012.  CMS made a significant policy change in regards to Cardiac PET services by moving them 
from their own APC, APC 0307, and combining all PET services into a single APC (APC 0308).  This change 
was made in response to many commenters’ objections to the proposed 17 percent decrease in rate for APC 0307. 
CMS was not inclined to implement any suggested policies solutions made by commenters such as a damping of 
the cuts, modifying the methodology, or establishing a new cost center; however, CMS stated an unexpected 
additional 18 percent decrease from the proposed rule influenced their decision to act in order to prevent even 
deeper cuts. CMS examined the decrease, as shown in Table 1 (page 5), and noted three observations. First, a 21 
percent decrease in the CCR for 78492, the driver of APC 307, at 98 percent of the single claims. Second, the 
estimated median cost of the packaged RP decreased. Third, the number of hospitals furnishing the service 
increased by 25 percent from 2009 to 2010. CMS is concerned, as were the commenters, with the volatility in the 
data over the years. Therefore, CMS finalized the decision to combine all PET imaging into one APC, APC 308, 
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cardiac and non-cardiac. CMS will monitor this change and reassess the change in CY 2013 as they review all 
APC placements each year. 

 
• Cardiovascular Computed Tomography (CCT) (APC 340 and 0383) [p. 382]: Commenters were concerned 

that providers continued to use Category III codes in place of the 2010 new CCTA codes. Additionally, 
commenters stated that there are different resources and clinical staff and hospitals do not report their costs in a 
consistent and accurate way. In response, they offered to work with CMS to develop a standard methodology. 
CMS reviewed the data and stated they believe the calculated costs for APC 0393 appropriately reflect valid 
estimates of the cost of services. Additionally, CMS did not share the commenter’s belief that CMS should use 
claims data for the deleted Category III CPT codes and referred readers to the Provider Reimbursement Manual 
(Pub. 15-2, Part 2, Chapter 40) Hospital and HHC, Form CMS 2552-10 for CMS instructions for reporting costs. 
In summary, CMS did not adopt any of the commenter’s recommendations and finalized, without modification, 
the assignments and methodology for 0340 and 0383.  
 

• Echocardiography CPT 93306 [p. 396]: Similarly, CMS did not agree with commenter’s suggestions that the 5 
percent decrease in rates was due to mis-coding. CMS stated there was no evidence to support commenter’s 
assertions and, therefore, CMS finalized placement of CPT 93306 into APC 0269, stating they will revisit this in 
CY 2013. Some commenters were concerned with rates for non contrast vs contrast echocardiography, but CMS 
found no evidence that the median claims data “incorrectly reflect the relative resources of APC 0128 or APC 
0697.” Therefore, they finalized, without modification, the echocardiography APCs. 

Radiopharmaceuticals 

• Diagnostic Radiopharmaceuticals [p. 628]:  CMS continues packaging payments for ALL diagnostic (Dx) 
radiopharmaceuticals (RP), contrast agents, and implantable biologics with the major procedure payment, 
regardless of their per-day costs. CMS gives substantial point by point arguments supporting the “policy-
packaged” decision in this final rule. Additionally, CMS goes back to comments provided to CMS in 2006 [p. 
638], where “commenters advised CMS that the manufacturer has no way to calculate the ASP of the end product 
patient dose and, consequently could not supply CMS with accurate ASP data.” CMS will continue to identify 
diagnostic radiopharmaceuticals specifically as those Level II HCPCS codes that include the term “diagnostic” 
along with a radiopharmaceutical in their long code descriptions, and therapeutic radiopharmaceuticals as those 
Level II HCPCS codes that include the term “therapeutic” along with a radiopharmaceutical in their long code 
descriptions. CMS believes these descriptions accurately discriminate between those pharmaceuticals which are 
used to gather information and those which are intended to improve the patient’s medical condition.  

 

• Transitional pass-through (new) drugs, biologicals, RPs and contrast agents finalized for 2012 include [p. 
569]: one Dx RP with pass-through status HCPCS Level II code C9406 prior to 2012, and new in 2012 and 
beyond, code A9584 Iodine I-123 Ioflupane, diagnostic, per study dose, (up to 5 millicuries) trade name 
DaTscan™. In addition, one Dx RP is removed from pass-through status, A9582 Iobenguane, I-123, dx, per 
study dose, up to 15 millicuries trade name AdreView™, and one contrast agent is also removed, HCPCS Level 
II code A9583 Injection, Gadofosveset trisodium, per ml trade name Ablavar®. CMS will pay for pass-throughs 
based on ASP. If ASP is not available, CMS will pay based on wholesale acquisition cost (WAC) plus 6 percent 
and if WAC is not available, they will be paid based on 95 percent of the most recently published average 
wholesale price (AWP). CMS confirms that the 3 year pass through period is a maximum, per statue, therefore 
CMS cannot grant any extensions. [p. 581].  

One commenter stated their view that the provision of pass-through payments was intended as a “temporary 
solution,“ and asserted that the global marketplace for Molybdenum and other medical isotopes could make 
historical payment data an inadequate indicator of costs. One commenter recommended that CMS require 
manufacturers to submit ASP data for all therapeutic radiopharmaceuticals currently paid under OPPS. CMS 
responded, “We believe that CMS’ use of recent ASP data, together with the most recently available cost and 
claims data are adequately responsive to changes in global prices for Molybdenum and other medical isotopes. 
We (CMS) do not believe, however, that requiring manufacturers to submit ASP data for therapeutic 
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radiopharmaceuticals currently paid under OPPS is appropriate….the challenges involved in reporting ASP for 
radiopharmaceuticals are significant, given the variety of manufacturing processes in some cases… added 
administrative burden of direct reporting outweighs the expected benefits, and given the relative accuracy of 
hospital claims data regarding such drugs, payment based on mean unit cost from historical hospital claims data 
offers the best proxy for average hospital acquisition costs and associated handling costs for a 
radiopharmaceutical in the absence of ASP”.  

o CMS finalizes a continuation of the “off-set” policy in 2012 for packaged diagnostic 
radiopharmaceuticals or contrast agents when separately paid under transitional pass-through policies. 
HCPCS Level II code A9584, description noted earlier (DaTscan®), will be subject to the off-set policy in 
2012. [p. 591] 

• Requirement of an FB Modifier:  For CY 2012 and future years, CMS will continue to require hospitals 
to append modifier ‘‘FB’’ to specified nuclear medicine procedures (including SPECT and PET services) 
when the diagnostic radiopharmaceutical is received at no cost/full credit. In addition, when a hospital bills 
with an ‘‘FB’’ modifier with the nuclear medicine scan, the payment amount for procedure should be 
reduced by the full ‘‘policy-packaged’’ offset amount appropriate for diagnostic radiopharmaceuticals. 
Hospitals must also report a token charge of less than $1.01 in cases in which the diagnostic 
radiopharmaceutical is furnished without cost or with full credit. [p. 593] 

 Separately payable drugs and biologicals without pass-through status [p.604]: (including pharmacy 
overhead) are finalized to be paid at 104 percent of the ASP in place of the current rate of 105 percent of ASP. 
This 4 percent is intended to pay for the acquisition and pharmacy overhead costs of separately payable drugs 
and biologicals, other than new drugs and biologicals that have pass-through status. 

 

 Separately payable drugs, biological agents and Tx Radiopharmaceuticals:  CMS finalized an increase the 
drug threshold for paying separately for drugs, biological agents, and therapeutic radiopharmaceuticals.  The 
current threshold is $70, and CMS will raise this to drugs costing $75 or more per day in 2012.  Payments for 
drugs at or below the threshold will continue to be bundled into payments for their associated procedures. 

 

Multiple Procedure Payment Reduction Policy 

CMS will continue packaging, without modification, in 2012 for multiple imaging services (an extension of “composites”) 
provided in one session. Modalities affected are Computed Tomography (CT) and Cardiac CTA, Magnetic resonance 
imaging (MRI and MRA) and Ultrasound services.  Nuclear Medicine is again currently NOT one of the modalities 
selected in this policy. Under the policy, CMS will make a single payment for multiple services provided on the same 
date of service, of the identified modalities, through five imaging composite APC groups. This continued policy is 
intended to encourage imaging efficiencies, similar to the multiple-procedure reduction currently implemented in the 
office and IDTF settings.  

Reporting of Quality Measures 

Changes to Hospital Outpatient Quality Reporting Program: Quality measures to be reported – To allow CMS and 
hospitals to more effectively plan for future measurement requirements, CMS is adopting measures for two subsequent 
payment determinations.  Specifically, CMS is adding three quality measures to the current list of 23 measures to be 
reported by HOPDs, bringing to the total number of measures to 26 that are to be reported for CY 2014 and CY 2015 
payment determinations. These new measures include:  

1) One chart abstracted measure about cardiac rehabilitation patient referral; 
2) One structural measure about the use of a safe surgery checklist; and 
3) One structural measure collecting hospital outpatient department volume for selected surgical procedures. 

 



Page 4 of 5  November 1, 2011 
 

Hospital OQR Program Measures Previously Adopted for the 
CY 2011, CY 2012, CY 2013, and CY 2014*** Payment Determinations 

OP-1: Median Time to Fibrinolysis 
OP-2: Fibrinolytic Therapy Received Within 30 Minutes 
OP-3: Median Time to Transfer to Another Facility for Acute Coronary Intervention 
OP-4: Aspirin at Arrival 
OP-5: Median Time to ECG 
OP-6: Timing of Antibiotic Prophylaxis 
OP-7: Prophylactic Antibiotic Selection for Surgical Patients 
OP-8: MRI Lumbar Spine for Low Back Pain 
OP-9: Mammography Follow-up Rates 
OP-10: Abdomen CT – Use of Contrast Material 
OP-11: Thorax CT – Use of Contrast Material 
OP-12: The Ability for Providers with HIT to Receive Laboratory Data Electronically Directly into their Qualified/Certified EHR 
System as Discrete Searchable Data* 
OP-13: Cardiac Imaging for Preoperative Risk Assessment for Non Cardiac Low Risk Surgery* 
OP-14: Simultaneous Use of Brain Computed Tomography (CT) and Sinus Computed Tomography (CT)* 
OP-15: Use of Brain Computed Tomography (CT) in the Emergency Department for Atraumatic Headache* 
OP-16: Troponin Results for Emergency Department acute myocardial infarction (AMI) patients or chest pain patients (with Probable 
Cardiac Chest Pain) Received Within 60 minutes of Arrival** 
OP-17: Tracking Clinical Results between Visits** 
OP-18: Median Time from ED Arrival to ED Departure for Discharged ED Patients** 
OP-19: Transition Record with Specified Elements Received by Discharged Patients** 
OP-20: Door to Diagnostic Evaluation by a Qualified Medical Professional** 
OP-21: ED- Median Time to Pain Management for Long Bone Fracture ** 
OP-22: ED- Left Without Being Seen** 
OP-23: ED- Head CT Scan Results for Acute Ischemic Stroke or Hemorrhagic 
Stroke who Received Head CT Scan Interpretation Within 45 minutes of Arrival ** 
* New measure adopted beginning with the CY 2012 payment determination. 
** New measure adopted beginning with the CY 2013 payment determination. 
*** All 23 measures were adopted for the CY 2014 payment determination. 
 

CY 2014 NEW MEASURES Hospital OQR Program Measure Set Reflecting Measures Previously 
Adopted and the Addition of 1 Chart-Abstracted Measure, and 2 Structural Measures 

OP-24: Cardiac Rehabilitation Patient Referral From an Outpatient Setting *** 
OP-25: Safe Surgery Checklist Use*** 
OP-26: Hospital Outpatient Volume Data on Selected Outpatient Surgical Procedures*** 
 
Procedure Category Corresponding HCPCS Codes 
Gastrointestinal 40000 through 49999, G0104, G0105,G0121,C9716, C9724, C9725, 0170T 
Eye 65000 through 68999, G0186, 0124T, 0099T, 0017T, 0016T, 0123T, 0100T, 0176T, 0177T, 0186T, 0190T, 0191T, 0192T, 
76510, 0099T 
Nervous System 61000 through 64999, G0260, 0027T, 0213T, 0214T, 0215T, 0216T, 0217T, 0218T, 0062T 
Musculoskeletal 20000 through 29999, 0101T, 0102T, 0062T, 0200T, 0201T 
Skin 10000 through 19999, G0247, 0046T, 0268T, G0127, C9726, C9727 
Genitourinary 50000 through 58999, 0193T, 58805 
Cardiovascular 33000 through 37999 
Respiratory 30000 through 32999 
* New measure for the CY 2012 payment determination. 
** New measure for the CY 2013 payment determination. 
*** New measure for the CY 2014 payment determination. 
 
MEASURES UNDER CONSIDERATION FOR 2015 AND FUTURE YEARS CAN BE FOUND ON P. 1153-54. 



Validating hospital outpatient quality reporting data: For the CY 2013 payment determination, CMS will continue to 
use the validation processes used for CY 2012, but will reduce the number of randomly selected hospitals from 800 to 
450.   CMS will also select up to 50 additional hospitals based on targeting criteria which indicate possible data quality 
concerns.   For each selected hospital, CMS will randomly choose up to 12 cases per quarter.   CMS will request the 
corresponding medical records for the cases, perform its own abstraction of the Hospital OQR chart-abstracted measures, 
and compare the results with the measures reported by the hospital.   CMS will require hospitals to achieve a minimum 75 
percent validation score based on this process to receive the full OPPS update in CY 2013.   

Additional Resources 
 

Comments on the final rule are due to CMS by 5:00 p.m. Eastern Time on January 3, 2012.  

The electronic submissions of comment can be made at URL: www.Regulations.gov search for CMS and final rules. 

For more information on the CY 2012 final rule with comment period for the OPPS and ASC payment system, please see 
the CMS Web site at: 

OPPS: http://www.ofr.gov/ofrupload/ofrdata/2011-28612_PI.pdf  

ASC payment system: http://www.cms.gov/ASCPayment/ASCRN/list.asp#TopOfPage 

CMS fact sheets: http://www.cms.gov/apps/media/fact_sheets.asp 

  
 
 

TABLE 1.—SELECT DATA FOR CPT CODE 78492 

Single and “Pseudo” Single 
Bill Data for CPT Code 
78492 

CY 
2011 
Final 
Rule 
Data 

CY 2012 
Proposed 
Rule Data 

CY 
2012 
Final 
Rule 
Data 

Median Line Item CCR 0.1708 0.135 0.1272 
Median Line Item Charge 3,858.75 4,051.70 4,051.70 
Median Line Item Cost $649.85 $539.07 $492.02  
Median Packaged Cost $391.06 $327.69 $273.43  
Hospitals Reporting 48 60 64 
Single Bills 3,910 8,617 9,727 
Total Frequency 5,922 10,531 11,912 
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