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On July 3, the Centers for Medicare and Medicaid Services (CMS) issued the proposed 2015 

Medicare physician fee schedule (PFS) regulation. The following issues included in the 2015 

proposed rule are the ones of specific concern to pathologists and laboratories.    

These proposals are currently in the comment period and the CAP is working on their responses 

for pathology.  The final rule, that takes effect January 1, 2015, is scheduled for release around 

November 1.  

STAY TUNED! 

A bit of positive news: 

Overall Impact on Pathology and Independent Laboratories  

CMS estimates that the initiatives included in the 2015 proposed physician fee schedule (PFS) 

would impact overall payment to pathologists by an increase of one percent due to changes in 

the practice expense which impact primarily global and technical component services. 

Independent laboratories would see a three percent increase in their Medicare physician 

reimbursement. 

Impact on Specific Pathology Services  

**Prostate Biopsy Codes  

CMS proposes to use only one code to report prostate biopsy pathology services, regardless of 

the number of specimens. The agency proposes to require the use of a revised G code (G0416). 

In addition, CMS believes that this code is potentially misvalued for 2015, and seeks public 

input on the appropriate payment level for next year.  

**Link Pathology Payments on PFS to Rates Paid in HOPD  

CMS again discusses this proposed policy but acknowledges concern from stakeholders with 

using hospital outpatient APC payment rates in comparison to physician services. CMS 

references its expanded legal authority in PAMA (Protecting Access to Medicare Act of 2014) to 

review payments based upon differences in payment rates across sites of service. They 

specifically seek comments on utilizing hospital cost data for use in valuing the practice expense 

payment for physician services. Any change in physician practice expense costs could impact 

the global and TC of pathology services.  

New List of Misvalued Codes  

CMS includes in the rule a new list of services that should be re-examined as part of its 

expanded authority in the "misvalued codes" initiative. One pathology service, CPT code 88185, 



an add-on code used to bill the technical component of flow cytometry, was identified as 

potentially misvalued with a request for additional review. CMS added 80 codes to its 

misvalued code list based on reviewing high-expenditure services by specialty that have not 

been recently reviewed.  

Payment Rates to Individual Pathology Services to be released later this year  

The Centers for Medicare and Medicaid Services (CMS) continues to move forward with its 

authority under the Affordable Care Act to both revalue and authenticate the value payment 

for all physician fee schedule services. Revaluation of key pathology codes continues with 

further implementation impacting payment for key anatomic pathology services expected in 

January 2015 and beyond. While not included in the release of the 2015 proposed physician fee 

schedule, the agency’s determination on services currently under review will be announced 

later this year in the final 2015 rule.  

Validating RVUs of Potentially Misvalued Codes - Enhanced Transparency in Ratesetting:  

CMS is also proposing to enhance transparency in PFS ratesetting by allowing public comment 

on rate changes prior to publication in the final physician fee schedule. The new process would 

ensure that by 2016, changes to the rates for particular services (except for those that are 

entirely new services never before valued under the PFS) are effective only after CMS has 

responded to public comment.  

Inclusion of CAP’s PQRS Measures:  

The Proposed rule includes CAP’ three new measures (2 on lung cancer and 1 on melanoma) for 

pathology.  

Value Based Modifier Program Changes: 

The VBM penalty for unsuccessful participation in the PQRS increases to 4% (making the total 

penalty in 2017 6% i.e. 4% VBM penalty + 2% PQRS penalty); this also means the bonus could 

be 4+% for those high quality low cost providers 

The VBM will apply to all physicians (plus some non-physicians) – however, groups with 9 or 

fewer members will not be subject to negative adjustment IF they successfully participate in 

PQRS. Groups with 10 or more are subject to quality tiering so they may face penalties even if 

they do successfully participate in the PQRS.  

PQRS reporting – participation in 9 measures (or all that apply) requirement is maintained. 

There are changes to the regular registry reporting mechanism that will be described in future 

communications.  

The VBM will be applied at the group level for groups of 2 or more (will be applied to individuals 

for only solo practitioners) and will also be applied to physicians participating in the Medicare 

Shared Savings Programs.  



 

Refinements and Expansion of the MolDx Program - MACs/LCDs:  

•In accordance with PAMA, CMS rescinds its plan that was finalized in the 2014 PFS rule to 

adjust clinical laboratory fee schedule (CLFS) fees for technological change. The proposal 

announces that it will use rulemaking parameters for the collection of private payer rate 

information and other requirements to implement section 216 of PAMA.  

PAMA requires CMS and its contractors to follow the local coverage determination (LCD) 

process. In the proposed rule, CMS plans to streamline the process for making local coverage 

decisions. First, they plan to stop requiring meetings of the Coverage Advisory Committee (CAC) 

to review every LCD. Rather, the MAC will choose which draft LCDs go to the CAC. Further, 

MACs would no longer be required to hold an open stakeholder meeting.  

CMS plans to expand the use of the MolDx program to making coverage decisions on all clinical 

diagnostic laboratory tests. CMS notes that “multiple molecular diagnostic tests designated to 

diagnose the same disease may rely on different underlying technologies, and, therefore, have 

significantly different performance characteristics… Because of these complexities, we have an 

obligation to consider the evidence at a granular level…”  

CMS plans to encourage MACs to “collaborate on such policies across jurisdictions.”  

The proposed new process would allow any entity to request an LCD or the MAC to initiate an 

LCD. The MAC would publish a draft LCD in the Medicare Coverage Database and permit public 

comments for a minimum of 30 calendar days. The draft LCDs should outline the criteria the 

MAC would use when determining whether a specific test was covered.  

The MAC would be required to respond to all public comments in writing and post their 

responses on a public website within 45 days. The final LCD would be effective immediately 

upon publication. Currently there is no specific requirement for when a final LCD must be 

published, and it does not become effective until the end of a 45-day notice period.  

Next Steps:  The CAP will study these issues and comment for pathology to CMS on the aspects 

of the proposed rule that are of particular interest to pathologists and clinical laboratories. CAP 

will be meeting with CMS officials in mid-July to discuss recommendations for payments on the 

Clinical Laboratory Fee Schedule.  

 


