
  

2015 Medicare Physician Fee Schedule Summary  
  

Due to the passage of the Protecting Access to Medicare Act of 2014 (PAMA), there will be a 0 percent 

update to payment rates Jan. 1, 2015- March 31, 2015. The 2015 Conversion Factor effective during that 
timeframe will be $35.8013. Unless Congress intervenes, there will be an estimated 21.2 percent 

decrease in the Conversion Factor starting on April 1, 2015 due to the Sustainable Growth Rate formula.   

  

Many specialties will see relatively minimal changes in payment based on changes to work, practice 

expense and malpractice RVUs. This specialty impact table notes that the specialties most impacted by 

payment changes in the final rule are ophthalmology, diagnostic testing facilities and portable x-ray 
suppliers each at -2 percent combined estimated impact. Other relevant policy changes included in the 

final rule are summarized by category below. Please see the final rule for a complete list of policy 

changes.  

  

Code valuation process changes  

The Centers for Medicare & Medicaid Services (CMS) now will allow for comments to be provided 

through the rulemaking process for new or revised codes prior to their implementation, beginning with 

valuations for 2017.   

  

Chronic Care Management (CCM) Services  

In 2015 CMS will begin paying for a new CPT code for chronic care management services. There are 

multiple requirements for being eligible to bill for this new code, CPT 99490 (approximately $42.60).   

• Among many other requirements, to bill for this new code there must be two or more chronic 

conditions for the patient expected to last at least 12 months or until the death of the patient.  

The conditions also must place the patient at significant risk of death or functional decline, etc. A 

comprehensive care plan must be established for the patient, among other things.   

  

Physician services provided in off-campus “provider-based” Hospital Outpatient Departments In 
order to collect more information on services rendered in provider-based hospital outpatient 

departments:  

• CMS will establish a new Place of Service (POS) code to identify professional services rendered in 

a provider-based hospital outpatient department. The new code will be implemented at a later 
date and will apply to professional claims. The more detailed code(s) will replace the current 

POS 22, outpatient hospital department.   

• Starting Jan. 1, 2016 hospitals will be required to report a HCPCS modifier on their institutional 
claims for services rendered in a provider-based hospital outpatient department. Hospitals may 
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voluntarily report this code starting in 2015. This modifier does not apply to emergency 

department claims.  
  

Global surgery codes  

CMS currently is focusing on global codes as part of their potentially mis-valued codes review. As a result 
of this analysis, CMS will:  

• Transition all 10-day and 90-day global surgery services to 0-day global periods. CMS will phase 
in implementation of this change, starting with the elimination of the 10-day global services in 

2017. The 90-day global services will transition in 2018.  

• CMS states that they are still committed to exploring other bundled payment 
arrangements/models despite these changes.   

  

Therapy caps  

• The 2015 therapy cap is set at $1,940 and the occupational therapy cap at $1,940.   

• The therapy cap exceptions process will expire on March 31, 2015 unless Congress intervenes.   

  

Changes to the Sunshine Act requirements  

• CMS chose to eliminate the exception of CME related compensation, only in cases where the 

manufacturer is aware of the identity of the recipient or pays the recipient directly.   

• CMS also noted that the marketed names of covered medical devices and supplies must be 

reported, and that stock/stock options and other ownership interests must be reported as 
separate and distinct categories.  

  

Physician Compare  

  CMS finalized the requirement that additional quality information be posted publically on the 

Physician Compare website in 2015 and 2016. There are four additional categories of quality 

information that will be added during that timeframe.  
  

PQRS  

• In order to avoid the -2 percent PQRS penalties in 2017, providers must report at least nine 

PQRS measures in 2015.   

• CMS also finalized an additional quality reporting requirement for those that have at least one 

face-to-face patient encounter throughout the year.   
  

Value-Based Payment Modifier (VBPM)  

CMS will apply the VBPM to all individual physicians and groups of physicians starting in 2017.   

• The 2017 VBPM will be based on 2015 performance. The maximum penalties that may be 
applied are -4 percent (for groups of 10 or more Eligible Provider or EPs) and 2 percent (for 

groups of 1-9 EPs). The minimum criteria that must be met to avoid these penalties is to 
participate in PQRS (see requirements listed above), making this a very difficult requirement to 

meet. Providers will then be subject to additional “quality-tiering” analysis, which could subject 

groups of 10 or more EPs to penalties as well. CMS chose to implement the VBPM for 
nonphysician practitioners beginning in 2018.   



• CMS made changes to the minimum case size requirement for the 2017 VBPM’s all-cause 

hospital readmissions measure (part of the quality composite, but listed as an outcomes 
measure). There will be a required 200 cases (from 20) for this measure to be counted in the 

composite score. This is a welcome change!   

• CMS made changes to the patient attribution method for the VBPM, which will include more 

data in the analysis for the VBPM.   

  

Meaningful Use  

• Clarified that EPs must report the most recent version of electronic specifications for eCQMs, 

but will not be required to ensure that their CEHRT product is recertified to the most recent 
version of electronic specifications for CQM reporting.  

• Finalized an extended deadline for reporting hardship exception applications to November 30, 

2014.   

  

MSSP ACOs  

CMS made numerous changes to the MSSP requirements:  

• Added eight new quality measures for the 2015 reporting period, and retired eight quality 

measures.  

• Finalized a policy to award bonus points for statistically significant improvement on quality 

measures.  

• Finalized a policy to update ACO quality measure benchmarks every two years.  

• Finalized the proposal to use flat percentages for measures that are “topped out” (FFS data falls 

within the 90th percentile indicate greater than or equal to 95 percent performance)  

• Will apply pay-for-performance to those ACOs entering second or subsequent participation 

agreements (will use the standards of the 3rd year of the ACOs previous participation agreement 

period for quality measure performance).   

  

Center for Medicare and Medicaid Innovation (CMMI)  

  The final rule notes that CMMI model participants must submit certain patient-specific health 

information and other data reporting requirements to CMS, this includes private payers. CMS 

indicates that these requirements will be issued through sub-regulatory guidance in the future.   
  

  

  

  

  


