
 

 

 

Executive Summary of the  
2018 Proposed Medicare Physician Fee Schedule 

 
On July 13, 2017, the Centers for Medicare & Medicaid Services (CMS) released the 2018 proposed 
Medicare Physician Fee Schedule, as well as a related press release and fact sheet. The American 
Academy of Family Physicians (AAFP) issued a media statement with an initial reaction that recognized 
that CMS included several AAFP-recommended administrative simplification provisions. If finalized, 
these provisions will significantly reduce the burden of primary care practices when participating in the 
Medicare program. These favorable steps include CMS proposals to: 

• Overhaul and modernize Medicare’s evaluation and management (E/M) documentation 
guidelines. 

• Begin implementing site-neutral provisions to ‘new’ off-campus provider-based departments. 
• Delay the Appropriate Use Criteria (AUC) program for advanced diagnostic imaging services 

until January 1, 2019. 
• Lower the maximum amount of risk under the 2018 Value Modifier program from 4.0 percent to 

1.0 percent for practices of less than 10 physicians.  
• Retroactively reduce the number of 2018 Physician Quality Reporting System (PQRS) 

measures from nine to six to further align with Merit-based Incentive Payment System (MIPS) 
quality measure reporting requirements.  

  
Despite these favorable proposals, the AAFP expressed disappointment that CMS failed, yet again, to 
achieve the required, minimum net expenditure reduction through identifying misvalued codes. Since 
these changes do not fully meet the misvalued code target required by law, physicians will not receive 
the full positive 0.5 percent update in 2018 called for in the Medicare Access and CHIP Reauthorization 
Act (MACRA). As shown in the table at the end of this document, the proposed 2018 Medicare 
conversion factor is estimated to be $35.9903, an increase of only $0.10 (0.31 percent) from the 2017 
conversion factor of $35.8887. The AAFP will continue to remind CMS to strengthen the primary 
medical care that supports the system-wide reforms taking place. Table 40 from the proposed rule, 
located at the end of this summary, shows CMS’ estimated impact on total allowed charges by 
specialty.  
  
In addition, the proposed rule includes discussions and proposals regarding: 

• Evaluation and Management (E/M) Documentation Guidelines and Care Management Services – 
As suggested by the AAFP, but without making any actual changes, this proposed regulation 
seeks broad stakeholder feedback on how to overhaul and modernize E/M documentation 
guidelines, as well as reduce documentation burden and confusion for other, new primary care 
codes. CMS states that E/M documentation guidelines should be substantially revised over a 
multi-year, collaborative effort in order to both reduce clinical burden and improve documentation 
in a way that would be more effective in clinical workflows and care coordination. CMS 
recognizes that updated E/M documentation guidelines, coupled with technological 
advancements in voice recognition, natural language processing, and user-centered design of 
electronic health records (EHRs) could improve documentation for patient care, while also 
meeting requirements for billing and population health management.  

https://s3.amazonaws.com/public-inspection.federalregister.gov/2017-14639.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2017-14639.pdf
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2017-Press-releases-items/2017-07-13-2.html
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2017-Fact-Sheet-items/2017-07-13-3.html?DLPage=1&DLEntries=10&DLSort=0&DLSortDir=descending
http://www.aafp.org/media-center/releases-statements/all/2017/proposed-medicare-physician-fee-schedule-does-little-to-build-primary-medical-care-foundation.html
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• Appropriate Use Criteria (AUC) for Advanced Diagnostic Imaging Services – CMS proposes 
delaying the AUC program until January 1, 2019, which the AAFP has repeatedly expressed 
concern to CMS due to the disproportional burden this program would place on primary care 
physicians.  

• Care Coordination Services and Payment for Rural Health Clinics (RHCs) and Federally 
Qualified Health Centers (FQHCs) – CMS proposes to begin paying RHCs and FQHCs for 
regular and complex chronic care management (CCM) services, general behavioral health 
integration (BHI) services, and psychiatric collaborative care model services. 

• Medicare Diabetes Prevention Program (MDPP) – CMS proposes to further implement the 
MDPP expanded model, which starts in 2018. Initially announced in 2016, the MDPP expanded 
model tests Medicare beneficiary access to evidence-based diabetes prevention services. In 
this regulation, CMS proposes additional policies necessary for suppliers to begin providing 
MDPP services in 2018. These policies include the MDPP payment structure, as well as 
additional supplier enrollment requirements, supplier compliance standards, and new proposals 
on beneficiary engagement incentives.  

• Establishing Payment Rates for Nonexcepted Items and Services Furnished by Nonexcepted 
Off-campus Provider-based Departments of a Hospital – Supported by the AAFP, CMS 
proposes further reduced payments to "new" off-campus provider-based departments. The rates 
would be reduced from 50 percent to 25 percent of the current payment rate.  

• Physician Quality Reporting System (PQRS) Criteria – Among other changes, CMS proposes to 
retroactively lower the number of required measures from nine to six to more closely align the 
program with MIPS. 

• Medicare EHR Incentive Program – While CMS is not proposing to collect any additional data 
for 2016, the agency proposes to change the reporting criteria for those that choose to 
electronically report clinical quality measures (CQMs) through the PQRS Portal for purposes of 
the Medicare EHR Incentive Program. CMS proposes to change the reporting criteria from nine 
CQMs covering at least three National Quality Strategy (NQS) domains to six CQMs with no 
domain requirement. This aligns the reporting criteria for the Medicare EHR Incentive Program 
with the modified requirement proposed for the final 2016 PQRS reporting period, as well as 
aligning with the Quality Payment Program (QPP). Furthermore, CMS proposes that those who 
satisfy the proposed reporting criteria may qualify for the 2016 incentive payment and may avoid 
the downward payment adjustment in 2017 and/or 2018, depending on the reporter’s applicable 
EHR reporting period for the payment adjustment year.  

• Medicare Shared Savings Program (MSSP) – Containing many changes, CMS proposes further 
refinements to the MSSP rules. These include changes to the beneficiary assignment 
methodology to reflect requirements from the 21st Century Cures Act that includes assignment 
to accountable care organizations (ACOs) based on utilization of services furnished by RHCs or 
FQHCs. CMS also proposes to include new CCM and BHI service codes. 

• Value-based Payment Modifier and the Physician Feedback Program – CMS seeks comments 
on lowering the maximum amount of payment at risk under the 2018 Value Modifier program 
from 4.0% to 1.0% for individual clinicians and groups under 10 clinicians, and to 2.0% for 
groups of 10 or more clinicians. 

• MACRA Patient Relationship Categories and Codes – CMS seeks comments on the operational 
list of patient relationship categories and proposes Level II Healthcare Common Procedure 
Coding System (HCPCS) modifiers (found in the table below) to be the patient relationship 
codes, which CMS would add to the operational list if CMS adopts them in the final rule. 

• Initial Data Collection and Reporting Periods for Clinical Laboratory Fee Schedule – After 
rehashing recent efforts to address clinical lab payments, the regulation seeks to understand the 
applicable laboratories’ experiences with the data reporting, data collection, and other 
compliance requirements for the first data collection and reporting periods and asks nine 
detailed questions. 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/CMS-Patient-Relationship-Categories-and-Codes.pdf
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• Telehealth Services – CMS proposes to add seven services to the Medicare telehealth list:  
o G0296 - Counseling visit to discuss need for lung cancer screening using low-dose CT scan 
o 90839 - Psychotherapy for crisis, first 60 minutes 
o 90840 - Psychotherapy for crisis, each additional 30 minutes  
o 90785 - Interactive complexity 
o 96160 - Administration of patient-focused health risk assessment (HRA) instrument 
o 96161 - Administration of caregiver-focused HRA instrument for the benefit of the patient 
o G0506 - Comprehensive assessment of and care planning for patients requiring chronic 

care management (CCM) services 
• Misvalued Codes – CMS requests feedback on several potentially misvalued codes, including 

emergency department visits.  
 
The AAFP is currently analyzing the regulation’s impact on family physicians and will provide extensive 
feedback to CMS before their comment deadline of September 11, 2017. The agency is expected to 
issue the final version of this regulation in the fall of 2017. 
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