
 
 
 
 
 
 
 
 

 

ATTN: ALL PROVIDERS 
 

Policy/Billing Updates for 2022 per Federal Register Final Rule 
& Other Significant Policy Updates in Effect Now 

 
$$ PHYSICIAN PAY CUTS: 
The near -4% Medicare conversion factor cut that providers were expecting to arrive Jan. 1 has been significantly reduced 
after Congress intervened with a Dec. 9 bill. When CMS released the final 2022 Medicare physician fee schedule on Nov. 2, 
the agency finalized a conversion factor reduction of 3.75%. The new “Protecting Medicare and American Farmers from 
Sequester Cuts Act chops that down by 3%, which would have left providers with a more comfortable -0.75% for 2022. 
 
However, on Dec. 16, CMS announced an updated 2022 physician fee schedule conversion factor of $34.61.  
This represents a -0.82% cut from the 2021 conversion factor of $34.89.  
 
The bill also briefly delays restoration of the sequestration 2% payment cut. The health care payment reduction that has been 
in effect since 2013 but was temporarily suspended by passage of the CARES Act in March 2020 for the Public Health 
Emergency (PHE). The 2% payment cut was to resume on Jan. 1, 2020 but this bill delays it until April 1, 2022, at which time 
the cut will be restored, but only at half-strength, i.e., a 1% payment cut instead of 2%, for three months, then the full 2% 
payment cut may be restored as early as July 1 or headed off by Congress again. 

 No payment cut through March 31, 2022 

 1% payment cut April 1, 2022 through June 30, 2022 

 2% payment cut beginning July 1, 2022  
 
Also, the 2022 PAYGO cut (a regular, deficit-related reduction required by the Pay-As-
You-Go Act of 2010, which was expected to cost providers an additional 4%) has been 
postponed until 2023. Pending further congressional action, though, this will be added to a 
future PAYGO “scorecard” that should lead to a bigger payment cut in 2023. 
 
Providers are encouraged to write the White House to request a permanent 
suspension of the 2% fee reduction as well as other cuts to physician payments via: 
https://www.whitehouse.gov/contact/. 
 

NEW MODIFIERS: 
In the final 2022 Medicare physician fee schedule published Nov. 2, CMS confirmed that it would create 4 new modifiers in 
the 2022 HCPCS Level II code set. 
 
FQ  The mental health service was furnished using audio-only communication technology 

 For mental health services delivered by an audio-only connection. 

 Created to “identify these mental health telehealth services furnished to a beneficiary in their home using audio-
only communications technology. 

 A practice that uses modifier FQ is certifying that its claims for audio-only telehealth services meet the new 
requirements for mental health services — including the treatment of substance abuse disorders — performed via 
telehealth and the treating practitioner had the “technical capability at the time of the service to use an interactive 
telecommunications system that includes video,” but it was conducted through an audio-only connection because 
the patient could not or would not use a video connection for the encounter. 

 
FR  The supervising practitioner was present through two-way, audio/video communication technology 

 The final physician fee schedule notes that under the COVID-19 public health emergency (PHE), providers can 
perform direct supervision through a real-time, two-way, audio/visual connection and that CMS considered 
changing the definition of direct supervision to include virtual supervision. 

 In the final rule, CMS did not change the definition of direct supervision or state that it would create a new modifier. 
But in the HCPCS code release, the agency proceeded with the release of a new modifier anyway. 

123021 NEWS BLAST 

https://www.whitehouse.gov/contact/
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FS  Split [or shared] evaluation and management visit 

 Append to claims for split/shared encounters in a facility setting. 

 CMS’ new policy for split (or shared) visits applies to E&M encounters that take place in a facility setting and 
includes critical care services.  

 The new policy includes the new modifier, which must be “appended to claims for split (or shared) visits, whether 
the physician or NPP bills for the visit. 

 Modifier FS should not be reported with E&M office visits (i.e., 99202-99215) performed in the providers office.  
For office visits that meet the CPT manual’s definition for shared or split services, refer to the ‘Incident To’ policy. 
NOTE: Per Blue Cross Blue Shield Provider Manual, Section 5.15 (Jan 2021), split/shared can be performed in the 

office setting, i.e., do not recognize ‘Incident To’.  
 
FT  Unrelated Evaluation and Management (E&M) Critical Care (99291-99292) visit billed during a postoperative period, 

or on the same day as a procedure or another E&M visit; report when an E&M visit is furnished within the global period 
but is unrelated, or when one or more additional E&M visits furnished on the same day are unrelated 

 CMS announced in the final rule that it would create a modifier for critical care services (99291-99292) performed 
during the global surgical period of a procedure “to identify that the critical care is unrelated to the procedure.”  

 According to the final 2022 physician fee schedule FT should be reported with critical care visits performed during 
the global surgical period of another, unrelated procedure. However, the wording of the descriptor suggests it 
would also be reported with other unrelated services, such as an E&M visit.  

 Clarity per the Part B News article posted 12/15/21: CMS clarifies modifier FT rules for critical care services -  
Do the references to same-day E&M visits mean that the modifier should be used when a provider bills a 
critical care visit and another E&M visit for the same patient on the same day? 
  
No, they do not, CMS says. “As discussed in our CY 2022 PFS final rule, the modifier should be included on a 
claim in circumstances when critical care services are performed during the global surgical period of an 
unrelated procedure,” a CMS spokesperson explained in response to the question from Part B News. 

 

SPLIT/SHARED POLICY: 
There are five main points in the new guidelines, which CMS confirmed in the final 2022 Medicare physician fee schedule 
released in November: 

 The treating provider who performs the “substantive portion” of the visit will bill the service. 

 Split/shared facility services may be billed for encounters in any facility setting, including the emergency 
department and skilled nursing facilities. 

 Split/shared service may be billed for initial and subsequent encounters, for new and established patients and for 
critical care services (99291-99292). 

 Split/shared Prolonged services are allowed for codes that have a typical time in the descriptor. 

 Split/shared services, regardless of MD vs NPP billing, must be reported with a new modifier FS (Split [or shared] 
evaluation and management visit).  

 
Practices should focus on how to calculate the “substantive portion” of the visit because it is a unique approach to billing that 
will determine which practitioner bills the service and how much revenue the practice receives.  
In 2022, providers can calculate the substantive portion of the visit based on time or performance of a key component. 
 
To calculate the substantive portion based on time, both practitioners will need to document the time they spent on the 
activities that are used for time-based coding of office and other outpatient visits (99202-99215) on the date of the encounter. 
The encounter should be billed under the name and National Provider Identifier (NPI) of the person who spends the 
greatest amount of time, i.e., more than 50% of the time spent on the activities. Practices should not use the 
counseling/coordination of care rules to calculate time for billing facility split/shared services. 
 
A face-to-face encounter is not required for facility services. The billing practitioner doesn’t have to see the patient in the 
facility. “The substantive portion could be entirely with or without direct patient contact and will be determined by the 
proportion of total time, not whether the time involves direct or in-person patient contact. That means that if a physician 
spends 20 minutes on activities that do not need to be performed face-to-face, such as ordering procedures, interpreting test 
results, conferring with other physicians or coordinating care, and the NPP spends 15 minutes with the patient getting a 
history, performing a physical exam and counseling the patient, the physician can bill the service. 
 
To calculate the substantive portion based on the performance of a key component, the practitioner who performs a key 
component of a visit — history, exam or medical decision-making — will bill the service. CMS clarified that when one of the 
three key components is used as the substantive portion in 2022, the practitioner who bills the visit must perform that 
component in its entirety in order to bill. Component-based billing will be available for one year to help practices transition to 
the time-based model that will be the only option in 2023. 

https://providers.bcbsla.com/resources
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Timekeeping documentation is an individual choice, i.e., total time 20 mins, exact time 10:15am – 10:45am, etc.  
CMS believes it is better to leave timekeeping documentation to the discretion of individual practitioners and the groups they 
work in to decide how time will be tracked and documented when billing in support of the substantive portion of service not 
based on time. 
 
REMINDER: Split/Shared billing is used in the facility setting.  

For Office setting review ‘Incident To’ billing guidelines. 
 

NO SURPRISE BILLING ACT: 
The No Surprises Act (NSA) establishes new federal protections against surprise medical bills that take effect in 2022. 
Surprise medical bills arise when insured consumers inadvertently receive care from out-of-network hospitals, doctors, or 
other providers they did not choose. 
 
The NSA will protect consumers from surprise medical bills by: 

 Requiring private health plans to cover these out-of-network claims and apply in-network cost sharing.  
The law applies to both job-based and non-group plans, including grandfathered plans.   

 Prohibiting doctors, hospitals, and other covered providers from billing patients more than in-network cost sharing 
amount for surprise medical bills. 

 
Protections will apply to most surprise bills for specific types of services provided in certain settings:  

 Emergency Services 

 Post-emergency stabilization services 

 Non-emergency services provided at in-network facilities 
 
The NSA also establishes a process for determining the payment amount for surprise, out-of-network medical bills, starting 
with negotiations between plans and providers and, if negotiations don’t succeed, an independent dispute resolution (IDR) 
process.  
 
For services covered by the NSA, providers are prohibited from billing patients more than the applicable in-network cost 
sharing amount; a penalty of up to $10,000 for each violation can apply. 
 

CRITICAL CARE CBR REVIEWS: 
The Comparative Billing Report (CBR) program was created by CMS as an educational tool for providers, intended to 
enhance accurate billing and/or prescribing practices and support providers’ internal compliance activities. CBRs reflect a 
specific provider’s billing and/or prescribing patterns as compared to his/her peers’ patterns within a service area that may be 
prone to improper Medicare Part B payments.  
 
Each CBR is unique to a single provider, is disseminated only to that individual provider, and is not publicly available. 
Receiving a CBR is not an indication of or precursor to an audit, and it requires no response on a provider’s part.  
To obtain a provider CBR, review https://cbr.cbrpepper.org/home.  
 
In late November, CMS issued the third letter in the Special Edition CBR series on Part B claims for critical care evaluation 
and management (E&M) services.  
 
Physicians will receive a CBR only if their performance is significantly higher compared to either state or national averages or 
percentages in any of the three metrics, and they have at least 30 beneficiaries with claims for 99291 and 99292, and at least 
$20,000 or more in total allowed charges. 
 
The following three metrics will be reviewed for all critical care claims for the analysis year: 

 Percentage of critical care evaluation and management services submitted with a modifier 25 

 The average number of critical care evaluation and management services per beneficiary for the provider 

 The average allowed charges for critical care services, per beneficiary. 
 

MEDICARE VACCINE ADMINISTRATION: 
Vaccination administration has previously been based on the Physician Fee Schedule; however, for 2022 vaccine 
administration will be set separately. (see MDS Vaccine/Immunization Grid) 

 $30 for influenza (G0008), pneumonia (G0009), hepatitis B (G0010) (almost double previous payment rate) 

 $40 for COVID‐19 through the end of the year in which the Public Health Emergency (PHE) ends – same as other 
vaccinations beginning January 1 of the following year. 

 

https://cbr.cbrpepper.org/home
https://www.medtronsoftware.com/mdsreminders/Referenced%20Documents/Vaccine-Immunization_List.XLSX
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APPROPRIATE USE CRITERIA (AUC)  
AUC was required by the Protecting Access to Medicare Act of 2014 and was outlined in the 2018 Physician Fee Schedule 
which took effect 1/1/2020. The full program implementation was to have begun in 2021.  
However, the penalty phase has now been delayed until 1/1/2023 or the January 1 that follows the end of the PHE. 
 
AUC required the Ordering professional to consult Clinical Decision Support Mechanism when ordering studies to be 
performed in outpatient setting:  

 Computed Tomography (CT) 

 Positron Emission Tomography (PET) 

 Nuclear Medicine 

 Magnetic Resonance Imaging (MRI)  
 

COVID VACCINE MANDATES: 
CMS has made it clear that regardless of your state or other government agency compliance requirements if you are 
required to comply with their rules and don’t, you can face significant penalties, or even be stripped of your Medicare provider 
status (that means no future Medicare revenue). 
 

PROVIDER ENROLLMENT APPLICATION FEES FOR MEDICARE: 
Institutional providers and suppliers like Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) 
suppliers and Opioid Treatment Programs (OTPs), in general, pay an application fee ($631) beginning in January 2022 when 
enrolling, re-enrolling, revalidating, or adding a new practice location. Physicians, Non-Physician Practitioners (NPPs), 
physician organizations, and non-physician organizations don’t pay an application fee. 
 
Review the Application Fee Requirements for Institutional Providers for specific list of requirements.  
 

RESOURCES:  
Federal Register: https://www.federalregister.gov 
 
Protecting Medicare and American Farmers from Sequester Cuts Act, official text: www.congress.gov/bill/117th-
congress/senatebill/610/text 
 
White House statement, “Bill signed: S. 610,” Dec. 10, 2021: www.whitehouse.gov/briefing-room/statements-releases/ 
2021/12/10/bill-signed-s-610/ 
 
Part B News: www.partbnews.com or customer@decisionhealth.com (to subscribe) 
 
CMS No Surprises Act: https://www.cms.gov/nosurprises 
 
For assistance or any questions, contact MDS/MSI: 
From MEDPM or MEDEHR Sign On screens, double click on ‘helpdesk@medtronsoftware.com’ to compose an email 
which will automatically create a ticket in our ticketing system. The ticketing system will then send an automated reply with 
your ticket # for all future correspondence related to your question/concern. 
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