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Coding
• The CPT Editorial Panel considers applications for new codes and 

revisions to existing codes.
• The Panel’s deliberations include hearing from specialty societies, 

clinicians, and other interested parties.
• The CPT Editorial Panel meets during a regular annual schedule to 

review and approve codes.
• Special workgroups for areas of emerging medical services or 

technologies (for example, digital health or genomics) meet to 
discuss issues of interest and novel coding methodologies.

• https://www.ama-assn.org/about/cpt-editorial-panel



Coding

• Category I codes

• Category III codes

• AMA CPT Digital Medicine Payment Advisory 
Group (DMPAG)

• Artificial Intelligence (AI) working group
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Payment
• Once a new code is approved, the Centers for Medicare & Medicare 

Services, and other payors, may consider whether to reimburse for that 
service / code.  

• Medicare reimbursement is proposed via an annual rulemaking cycle.  A 
physician office code, for example, would be part of CMS’ annual 
Medicare Physician Fee Schedule Rulemaking.

• CMS staff and leadership deliberate considering whether reimbursement 
for a particular code meets Medicare statutory and regulatory 
requirements.

• Payment is not automatic just because you have a code.
• The AMA Relative Value Update Committee (RUC) provides 

recommendations to CMS regarding the valuation of services / codes using 
specialty society and other stakeholder input and data.



Payment
• Annual Medicare Payment Rules:

– Medicare Physician Fee Schedule
• Also includes nursing and other advanced practice practitioners

– Outpatient Prospective Payment System
• Also includes ASCs 

– Inpatient Prospective Payment System
– Home Health

• Also includes home infusion

– Durable Medical Equipment (DME)

• One bite at the apple per year!
• Medicare payment sets the tone for commercial payers.



Payment
• Statutory payment methodologies
• Medicare physician payment Relative Value Units (RVUs):

– Physician Work RVU
• Time, technical skill & effort, judgment

– Practice Expense RVU
• Non-physician clinician and non-clinican labor, expenses for building 

space equipment and office supplies
• Direct vs. indirect

– Malpractice RVU
• Malpractice insurance cost



Payment



Payment



Payment
• Certain services may qualify for payment as a New Technology Ambulatory 

Payment Classification (APC) under the Outpatient Prospective Payment System 
(OPPS).

• To be eligible, the service:
– Could not have been adequately represented in the claims data being used for the most 

current annual OPPS payment update.
– Does not qualify for an additional payment under the transitional pass-through provisions 
– Cannot reasonably be placed in an existing clinical APC group
– Falls within the scope of Medicare benefits 
– Reasonable and necessary

• New Technology APCs may be assigned for 2-3 years (or longer)
• Applications occur quarterly (first business day of March, June, September, 

December)



Payment
• Certain new medical services and technologies may be eligible for a New Technology Add-on 

Payment (NTAP) under the Inpatient Prospective Payment System (IPPS) per 42 CFR §
412.87(b).

• To qualify for an NTAP payment, three criteria must be met: 

– the medical service or technology must be new; 

– the medical service or technology must be costly such that the MS-DRG rate otherwise 
applicable to discharges involving the medical service or technology is determined to be 
inadequate; and

– medical service or technology must demonstrate a substantial clinical improvement
over existing services or technologies. 

• Payments are limited to the lesser of 65% of the costs of the technology, or 65% of the 
amount by which the costs of the case exceed the standard MS–DRG payment

• Certain new medical services and technologies may be eligible to apply for NTAP under an 
alternative pathway. For example, technologies that are part of FDA’s Breakthrough Devices 
Program may qualify.



Payment
• What are the criteria that a device must meet to be eligible for a transitional pass-through 

payment? 

• If required by the FDA, the device must have received FDA approval or clearance. 
– This requirement is met if a device has received an FDA investigational device exemption (IDE) and has been classified 

as a Category B device by the FDA in accordance with §§405.203 through 405.207 and 405.211 through 405.215 of 
Title 42 of the Code of Federal Regulations or has received another appropriate FDA exemption.

• 2. The device must —
– a. Be an integral part of the service furnished; 

– b. Be used for one patient only; 

– c. Come in contact with human tissue; and

– d. Be surgically implanted or inserted (either permanently or temporarily) or applied in or on a wound or other skin 
lesion. 

• 3. The device is not any of the following: 
– a. Equipment, an instrument, apparatus, implement, or item of this type for which depreciation and financing 

expenses are recovered as depreciable assets as defined in Chapter 1 of the Medicare Provider Reimbursement 
Manual (CMS Pub. 15-1). 

– b. A material or supply furnished incident to a service (for example, a suture, customized surgical kit, scalpel, or clip, 
other than radiological site marker).



Payment

• Other considerations:
– Value based payment models
– Quality metrics (for example, HEDIS)
– Pairing with existing services and codes (for example, 

Evaluation and Management E/M codes)
– Global billing
– Supervision requirements
– Geographic adjustments



Coverage

• National 
Coverage 
Determinations 
(NCDs)  vs. 
Local Coverage 
Determinations 
(LCDs)



Coverage
• When and how to engage with CMS regarding a 

coverage determination is a matter of strategy:
– Does a negative coverage decision exist?
– What evidence will be required (and how might that differ 

from FDA’s required clinical evidence)?
– What will utilization be in the first year of billing?
– Which MAC is best to engage with first?
– How to interface with national CMS coverage staff 

regarding LCD issues?



Coverage

• CMS’ Medicare Coverage of Innovative 
Technologies 
– Would have provided an automatic, immediate 4 year 

coverage period for FDA-approved “breakthrough 
technologies” 

– Coined the “MCIT Pathway” for national coverage

– Trying to address issue of 9 – 12 months for new 
coverage policies (conservative estimate)
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Coverage

– Bipartisan Senate letter on 
temporary transitional coverage for 
emerging technologies (TCET).

– Led by Senators Maggie Hassan (D-
NH) and Todd Young (R-IN).

– Follow up to pull back of the 
Medicare Coverage of Innovative 
Technologies (MCIT) regulation.

– 16 co-signors
– Senators ask CMS to issue a 

proposed rule by year’s end on 
coverage for innovative tech.



Questions?


