
2017 Medicare Physician Fee Schedule  
Proposed Rule Summary 

 
On July 7, 2016, the Centers for Medicare and Medicaid Services (CMS) released the proposed Medicare 
Physician Fee Schedule (MPFS) for 2017.  The proposed rule updates payment policies and payment 
rates for services furnished under the MPFS.  For the first time, this proposal does not include 
information on the agency’s quality programs.  With the passage of the Medicare Access and CHIP 
Reauthorization Act (MACRA), CMS’ existing quality programs will sunset at the end of 2016 and 
reporting under the new Merit-Based Incentive Payment System (MIPS) will begin in 2017; the 
requirements for MIPS and Alternative Payment Models (APMs) were outlined in separate rulemaking.   
 
The rule in its entirety and the addenda, including Addendum B, which lists the proposed RVUs for each 
CPT code and all other addenda, can be found here.  Comments on the rule must be submitted by 
September 6, 2016.  The finally MPFS rule is typically released around November 1.  Most provisions of 
the rule will be effective January 1, 2017 unless stated otherwise. 
 
The following summarizes the major payment and policy provisions of the proposed rule. 
 
Conversion Factor and Specialty Impact 
The conversion factor (CF) for 2017 is $35.7751, which represents a slight reduction from the 2016 CF of 
$35.8043. The 2017 CF does not reflect any changes based on the required targeted reductions in 
misvalued codes since the proposed adjustments to the relative values of misvalued codes is estimated 
to exceed the 0.5 percent target.   
 
Table 43 (see Attachment 1), extracted from the rule, provides a summary of the impact of the proposed 
changes in the rule by specialty. The changes in the rule are budget-neutral in the aggregate which 
explains why the impact for all physicians is shown as zero.  The 2017 proposed rule is showing changes 
in the range of plus or minus 1% for most specialties, with neurology seeing a 1% increase overall. 
 
Also attached to this summary is a chart showing the 2017 proposed RVUs and payment rates for medical 
and surgical services provided by epilepsy centers and evaluation and management (E/M) services.  In 
general, the RVUs are remaining fairly stable with more small reductions than increases especially for 
services provided in a physician office.  
 
The proposed rule also includes updates to the geographic practice cost indices (GPCI’s) which accounts 
for local differences in practice costs.  Changes based on the new GPCI’s will be phased in over 2017 and 
2018. Addenda D and E found at the link provided at the beginning of this summary provide all of the local 
GPCIs. 
 
Improving Payment Accuracy for Primary Care, Care Management, and Patient-Centered Services 
CMS is continuing its ongoing, incremental efforts to update and improve the relative value of primary 
care, care management/coordination, and cognitive services within the MPFS.  In the CY 2016 proposed 
MPFS, the agency solicited comments on how to improve payment for these services.  In response to 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1654-P.html


stakeholder feedback, CMS is offering the following proposals that pay separately for services that had 
previously been assumed to be bundled into the E/M codes billed by primary care and other cognitive 
physicians. 
 
Assessment and Care Planning for Patients with Cognitive Impairment 
CMS proposes separate payment for the assessment and creation of a care plan for beneficiaries with 
cognitive impairment.  The agency is proposing to create a new G-code, GPPP6 for this service, which 
will be temporary until the code for this service approved by the CPT Panel is instituted in 2018. 
 
This may be a service that epilepsy centers can utilize for some patients.  The new G code will require the 
following elements: 

• Cognitive-focused evaluation including a pertinent history and examination 
• Medical decision making of moderate or high complexity 
• Functional assessment including decision-making capacity 
• Use of standardized instruments to stage dementia 
• Medication reconciliation and review for high-risk medications 
• Evaluation of neuropsychiatric and behavioral symptoms 
• Evaluation of safety  
• Identification of caregiver, caregiver knowledge, caregiver needs, social supports, and the 

willingness of caregiver to take on caregiving tasks 
• Advance care planning and addressing palliative care needs consistent with bene preference 
• Creating of a care plan, including initial plans to address any neuropsychiatric symptoms and 

referral to community resources as needed; care plan shared with the patient and/or caregiver 
with initial education and support 

 
More information on this new service can be found on pages 46213-46214 of the proposed rule.  
 
Non-Face-To-Face Prolonged Evaluation and Management Services 
CMS is proposing to pay for new codes for non-face-to-face prolonged E/M services (CPT codes 99358 
and 99359), which are currently considered to be bundled in existing E/M services. These services 
should not be reported during the same period as the complex chronic care management (CCM) service. 
 
Revisions to Chronic Care Management Services 
Based on an assessment of claims data for CY 2015, CMS has concluded that CCM services may be 
underutilized.  Approximately 275,000 unique Medicare beneficiaries received the service an average of 
3 times each, totaling $37 million in allowed charges.  CMS is proposing changes to these services in 
hopes of increasing their utilization.  A full list of the CCM scope of service elements and billing 
requirements can be found in Table 11 of the proposed rule. 
 
Improving Payment Accuracy for Care of Patients with Disabilities 
CMS recognizes that E/M visits for patients with a mobility-related disability may exceed the resources 
required for a typical E/M visit and is proposing to create a new add-on G-code to describe the 
additional services furnished in conjunction with E/M services. GDDD1 can be billed for resource-
intensive services for patients for whom the use of specialized mobility-assistive technology is medically 



necessary and used during the provision of an office/outpatient E/M visit; the service can be billed with 
outpatient E/M codes and TCM codes. 
 
Medicare Advantage Provider and Supplier Enrollment 
The proposed rule will require providers and suppliers to be screened and enrolled in Medicare in order 
to contract with a Medicare Advantage plan to provide services.  This will allow CMS to provide greater 
oversight of providers in the various Medicare programs and will prevent providers that have had their 
Medicare enrollment revoked from participating in Medicare Advantage programs. 
 
Open Payments Program 
While no changes are being proposed to the Open Payments Program (also known as the Sunshine Act), 
the proposed rule solicits comments on a number of issues – whether to allow physicians to review 
manufacturer reports prior to submission to CMS, whether the categories used by CMS to identify the 
nature of the payments is adequate, and recommendations on how to streamline and improve the 
accuracy of the program.  Concerns have been raised that the data collected lacks validation and is 
unreliable. 
 
Reporting Requirements for 10- and 90-Day Global Surgical Services 
Congress has prevented CMS from finalizing its proposed policy to convert all surgical 10- and 90-day 
global codes to 0-day codes (similar to procedure codes) and has asked that data be collected on 
surgical services before moving forward.  In the proposed rule, CMS includes several proposals to collect 
information on surgical services including, requiring new reporting of new codes for pre- and post-
operative services furnished for the 10- and 90- day global services; plans for a survey of 5000 physicians 
on pre- and post-operative services, and an in-depth study at a limited number of sites with direct 
observation of pre- and post-operative care.  
 
Other Provisions 
The rule also includes changes to Medicare’s Shared Savings Program (ACOs), Medicare’s Diabetes 
Prevention Program, the appropriate use criteria for imaging services and payment for telehealth, 
mammography, and sedation services. 
  



 
TABLE 43: CY 2017 PFS Estimated Impact on Total Allowed Charges by Specialty* 

 
 

(A) 
Specialty 

 

(B) Allowed 
Charges (mil) 

(C) 
Impact of 

Work 
RVU 

Changes 

(D) 
Impact 
of PE 
RVU 

Changes 

(E) 
Impact of 
MP RVU 
Changes 

 
(F) 

Combined 
Impact** 

TOTAL $89,467 0% 0% 0% 0% 
ALLERGY/IMMUNOLOGY $230 0% 1% 0% 2% 
ANESTHESIOLOGY $1,977 0% -1% 0% 0% 
AUDIOLOGIST $61 0% 0% 0% 1% 
CARDIAC SURGERY $322 0% 0% 0% 0% 
CARDIOLOGY $6,461 0% 0% 0% 1% 
CHIROPRACTOR $779 0% 0% 0% 0% 
CLINICAL PSYCHOLOGIST $727 0% 0% 0% 0% 
CLINICAL SOCIAL WORKER $601 0% 0% 0% 0% 
COLON AND RECTAL SURGERY $160 0% 0% 0% 0% 
CRITICAL CARE $308 0% 0% 0% 0% 
DERMATOLOGY $3,305 0% 0% 0% 1% 
DIAGNOSTIC TESTING FACILITY $750 0% -2% 0% -2% 
EMERGENCY MEDICINE $3,133 0% 0% 0% 0% 
ENDOCRINOLOGY $458 1% 1% 0% 2% 
FAMILY PRACTICE $6,087 1% 1% 0% 3% 
GASTROENTEROLOGY $1,744 0% 0% 0% -1% 
GENERAL PRACTICE $451 1% 1% 0% 2% 
GENERAL SURGERY $2,157 0% 0% 0% 0% 
GERIATRICS $211 1% 1% 0% 2% 
HAND SURGERY $182 0% 0% 0% 0% 

HEMATOLOGY/ONCOLOGY $1,746 1% 1% 0% 2% 
INDEPENDENT LABORATORY $701 0% -5% 0% -5% 
INFECTIOUS DISEASE $652 0% 0% 0% 1% 
INTERNAL MEDICINE $10,849 1% 1% 0% 2% 
INTERVENTIONAL PAIN MGMT $767 1% 0% 0% 0% 
INTERVENTIONAL RADIOLOGY $315 -1% -5% 0% -7% 
MULTISPECIALTY CLINIC/OTHER 
PHYS 

 
$128 

 
1% 

 
1% 

 
0% 

 
1% 
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NEPHROLOGY $2,205 0% -1% 0% -1% 
NEUROLOGY $1,514 1% 1% 0% 1% 
NEUROSURGERY $784 -1% 0% 0% -1% 
NUCLEAR MEDICINE $47 0% 0% 0% 0% 
NURSE ANES / ANES ASST $1,211 0% 0% 0% 0% 
NURSE PRACTITIONER $2,974 1% 1% 0% 2% 
OBSTETRICS/GYNECOLOGY $647 0% 1% 0% 1% 
OPHTHALMOLOGY $5,493 0% -2% 0% -2% 
OPTOMETRY $1,213 0% -1% 0% -1% 
ORAL/MAXILLOFACIAL 
SURGERY 

 
$48 

 
0% 

 
0% 

 
0% 

 
0% 

ORTHOPEDIC SURGERY $3,685 0% 0% 0% 0% 
OTHER $26 0% 0% 0% 0% 
OTOLARNGOLOGY $1,208 0% 0% 0% 0% 
PATHOLOGY $1,127 0% -2% 0% -2% 
PEDIATRICS $61 1% 1% 0% 2% 
PHYSICAL MEDICINE $1,062 0% 0% 0% 1% 

PHYSICAL/OCCUPATIONAL 
THERAPY 

 
$3,395 

 
0% 

 
0% 

 
0% 

 
1% 

PHYSICIAN ASSISTANT $1,959 0% 1% 0% 1% 
PLASTIC SURGERY $374 0% 0% 0% 0% 

PODIATRY $1,954 0% 0% 0% 1% 
PORTABLE X-RAY SUPPLIER $104 0% -1% 0% -1% 
PSYCHIATRY $1,250 1% 1% 0% 1% 
PULMONARY DISEASE $1,759 0% 0% 0% 1% 
RADIATION ONCOLOGY $1,720 0% 0% 0% 0% 
RADIATION THERAPY CENTERS $43 0% -1% 0% -1% 
RADIOLOGY $4,670 0% -1% 0% -1% 
RHEUMATOLOGY $536 1% 1% 0% 2% 
THORACIC SURGERY $356 0% 0% 0% 0% 
UROLOGY $1,764 -1% 0% 0% -1% 
VASCULAR SURGERY $1,045 0% -2% 0% -2% 

 


	TABLE 43: CY 2017 PFS Estimated Impact on Total Allowed Charges by Specialty*

