
 
 

 

Summary of 2022 Changes to the Medicare Physician Fee Schedule, Quality Payment 
Program, and Other Federal Programs Final Rule 

 
Table of Contents 

Introduction……………………………………………………………………………………………………………………………….. 2



2 
 

Updates to the Physician Fee Schedule 

Introduction 

On November 2, 2021, the Centers for Medicare & Medicaid Services (CMS) issued a final rule for the 
Medicare Physician Fee Schedule (MPFS) and the Quality Payment Program (QPP) for Calendar Year 
2022 (CY22). The final rule updates payment rates and policies for services supplied under the MPFS on 
or after January 1, 2022. You may access the CMS press release for additional information and links to 
the relevant fact sheets.  

Regulatory Impact Analysis 

For CY22, CMS is finalizing the proposed $33.59 conversion factor. This represents a nearly four percent 
decrease from the $34.89 conversion factor for 2021, and a nearly seven percent decrease from the 
2020 conversion factor. To calculate the CY22 PFS conversion factor, CMS took the CY21 conversion 
factor without the one-year 3.75 percent increase provided by the Consolidated Appropriations Act 
(CAA) of 2021 and multiplied it by the budget neutrality adjustment required. Table 136 shows the 
overall estimated impact on total allowed charges for internal medicine. The specialty impacts displayed 
in Table 136 reflect changes that take place within the pool of total RVUs. Therefore, this table includes 
any changes in spending which result from finalizing policies within budget neutrality, such as the 
revaluation of Evaluation and Management (E/M) codes in CY21 or the clinical labor pricing update in 
CY22 but does not include any changes in spending which result from finalizing policies outside of 
budget neutrality. The expiration of the 3.75 percent CAA provision for CY22 is a statutory change that 
takes place outside of budget neutrality, and therefore is not captured in the specialty impacts displayed 
in Table 136. 

In response to ACP and other stakeholder comments requesting that CMS maintain the 3.75 percent 
increase in PFS payment amounts that was specified under section 101 of the CAA for services furnished 
during CY21, the Agency reminded commenters that this increase was provided through a time-
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Therefore, CMS is finalizing its proposal to update the clinical labor pricing for CY22, in conjunction with 





5 
 

New Originating Site 
CMS is finalizing its proposals with some modifications. The Agency is adding the home of a beneficiary 
as an originating site for telehealth services for the diagnosis, evaluation, or treatment of mental health 
disorders and specifying that the geographic restrictions do not apply to these services; adding the 
conditions of payment requiring an in-person, non-telehealth visit within six months of the mental 
health telehealth service in the patient’s home; and adding the exception for subsequent mental health 
telehealth services when the risks and burdens outweigh the benefits of this requirement. More 
specifically, CMS is modifying the proposed amendments to clarify that payment will not be made for a 
telehealth service furnished under the rule unless the following conditions are met: 

(1) The physician or practitioner has furnished an item or service in-person, without the use of 
telehealth, for which Medicare payment was made (or would have been made if the patient 
were entitled to, or enrolled for, Medicare benefits at the time the item or service is furnished) 
within six months prior to the initial telehealth service; 

(2) The physician or practitioner has furnished an item or service in-person, without the use of 
telehealth, at least once within six months of each subsequent telehealth service described in 
this paragraph, with exceptions as noted above; and 

(3) The requirements of paragraph (2) may be met by another physician or practitioner of the same 
specialty and subspecialty in the same group as the physician or practitioner who furnishes the 
telehealth service, if the physician or practitioner who furnishes the telehealth service described 
under this paragraph is not available. 

The Agency is also finalizing that an in-person, non-telehealth visit must be furnished at least every 12 
months for these services; exceptions to the in-person visit requirement may be made based on 
beneficiary circumstances (with the reason documented in the patient’s medical record); and more 
frequent visits are allowed under CMS policy, as driven by clinical needs on a case-by-case basis.  

The Agency additionally is finalizing its proposal to add a rural emergency hospital as a permissible 
originating site and clarified that, as proposed, its definition of home can include temporary lodging such 
as hotels and homeless shelters, as well as locations a short distance from the beneficiary’s home. 

Payment for Services Using Audio-Only Communication Technology 
CMS is finalizing 
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Vaccine Administration Services 
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are certain circumstances, such as when patients are considered to be high risk, when in-person services 
are needed. 

CMS is finalizing the proposal that service-level modifier 95 (Synchronous Telemedicine Service 
Rendered via Real-Time Interactive Audio and Video Telecommunications System) be appended to 
claims submitted for the counseling and therapy add-on code (HCPCS code G2080) when services are 
furnished via an audio-only interaction. Following the COVID-19 PHE, if two-way interactive audio/video 
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facilities be no earlier than January 1, 2025 to allow adequate time for EPCS to be adopted across the 
industry. In order to implement this provision, CMS will be excluding LTC prescriptions from its counting 
of compliance actions to help ensure that prescribers writing prescriptions for beneficiaries in these 
facilities do not have these prescriptions counted against them for purposes of the compliance threshold 
and the number of prescriptions written per prescriber for purposes of determining who is classified as a 
small prescriber under the rule. 

The Agency is finalizing this provision as proposed, which would require prescribers to prescribe at least 
70 percent of their Schedule II, III, IV, and V controlled substances that are Part D drugs electronically, 
except in cases where an exception or waiver applies. CMS notes that prescriptions for beneficiaries in 
LTC facilities would be excluded from the calculation of the compliance threshold until the January 1, 
2025 compliance threshold calculation is made, which would be using data beginning on January 1, 
2024. CMS will determine compliance with the EPCS requirement by examining prescription drug events 
(PDE) data at the end of the calendar year (86 FR 39330), which is why the Agency will begin considering 
data for Part D prescriptions written for beneficiaries in LTC facilities on January 1, 2024 and continuing 
through December 31, 2024 for compliance actions that CMS takes on or after January 1, 2025. 

Appropriate Use Criteria (AUC) Program for Advanced Diagnostic Imaging 

CMS is finalizing its proposal to delay the penalty effective date of the AUC program until January 1, 
2023, or the January 1 that follows the declared end of the COVID-19 PHE, whichever is later. The 
payment penalty phase had been previously set to begin January 1, 2022. 

Innovative Technology and Artificial Intelligence (AI) – Request for Information 

CMS thanked commenters and said the information submitted would be taken under advisement in 
potential future rulemaking. 

Advancing to Digital Quality Measurement and the Use of Fast Healthcare Interoperability Resources 
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Quality Payment Program (QPP) 

MIPS Value Pathway (MVP) 

Quality Measures 
The final rule maintains the data completeness criteria threshold of 70 percent for the 2022 and 2023 
performance periods. For performance period 2022, the quality performance category weight is set at 
30 percent. 

CMS is finalizing the Optimizing Chronic Disease Management MVP which includes nine quality 
measures and 12 improvement activities, the Advancing Rheumatology Patient Care MVP which includes 
nine quality measures and 11 improvement activities, and the Advancing Care for Heart Disease MVP 
which includes eight quality measures and 11 improvement activities.  

In the final rule, CMS also suggests that “to the extent feasible” MVPs should include a maximum of 10 
quality measures and 10 improvement activities. 

Improvement Activities 
As with the Merit-based Incentive Payment System (MIPS), groups and sub-groups will select two 
medium-weighted or one high-weighted activity, or participation in a patient-centered medical home 
(PCMH), if available in the MVP. 

For the CY22 performance period/2024 MIPS payment year and future years, CMS is finalizing adding 
seven new improvement activities, modifying 15 previously adopted improvement activities, and 
removing six previously adopted improvement activities. For performance period 2022, the 
improvement activities category weight is set at 15 percent.  

Promoting Interoperability 
In order to give MIPS-
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and high priority/outcome measure bonus points from the 2022 performance period. The score of the 
Population Health Measure will be added to the Quality Score for MVPs. 
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2. 
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Determination of the Advanced APM five percent bonus takes place at the facility/APM entity level (TIN) 
or at the individual eligible clinical level.  

CMS did not finalize any rules impacting the timeline of incentive payments for APM participation 
beyond the MACRA 2024 deadline.  


