
 

 

 

AQREVA Client Memo January 2023 Issue  Page 1 
 

102320038felix, sh 

 

 

 

 
 

 
  
 
 

Public Health Emergency – no word has yet 

been received on whether the PHE will be extended past 
the January 11, 2023, end date.  Since the promised 60-
day advance notice of the end of the PHE was not 
provided, it is expected that the PHE will be extended 
another 90 days, pushing the end date to April 11, 2023. 
 
CMS stated in its 2023 PFS Final Rule that it would be 
extending telehealth expansions originally intended to 
address the COVID PHE through 2023 or the end of the 
year in which the PHE ends, whichever is later. 

 
2023 CPT Code Changes  
 
Every year, there are always a lot of code changes to learn 
about and this year is no exception:  CPT® 2023 includes 
225 new codes, 93 revised codes, and 75 deleted codes, 
reports Rae Jimenez in her article “Get a Look at CPT 2023 
Code Changes” in the December 1, 2022, AAPC 
Knowledge Center bulletin. 
 
There are coding and guideline changes in every section 
of the CPT® 2023 code set, except anesthesia.  
 
Here is an excerpt from the overview of the changes to a 
few key sections, all of which are effective January 1, 2023.  
(The following information also contains excerpts from 
the presentation “2023 CPT Updates” given by the 
Glendale Arizona Chapter of the AAPC on December 13, 
2022.) 
 

EVALUATION AND MANAGEMENT 
 
The E/M section is overhauled to bring all the E/M cate-
gories in line with the guidelines that were released in 
CPT® 2021.   
 
One of the biggest changes was the elimination of 
observation codes.  Hospital observation codes 99217-
99220 and 99224-99226 are deleted. For 2023, 
observation care services are reported with hospital 
inpatient services codes, which are revised to include hos- 

 
 
pital inpatient and observation care services: 
 

99221:  Initial hospital or observation care, per day, for 
the evaluation and management of a patient, which 
requires a medically appropriate history and/or exam-
ination and straightforward or low-level medical decision 
making. When using total time on the date of the 
encounter for code selection, 40 minutes mut be met or 
exceeded. 
 

 99222:  Initial hospital or observation care, 
 moderate, 55 minutes  
 

 99223:   Initial hospital or observation care,  
 high, 75 minutes  
 
99231:  Subsequent hospital inpatient or observation 
care, per day, for the evaluation and management of a 
patient, which requires a medically appropriate history 
and/or examination and straightforward or low level of 
medical decision making, 25 minutes must be met or 
exceeded. 
 

 99232: Subsequent hospital inpatient or 
 observation care, moderate, 35 minutes. 
 

 99233: Subsequent hospital inpatient or 
 observation care, high, 50 minutes  
 
Codes 99234–99236 will be revised to mirror the other 
revised codes with selection based on the level MDM or 
on the physician’s or other qualified health care pro-
fessional’s total time directed to patient care. 
 
99234:  Hospital inpatient or observation care for the 
evaluation and management of care, including admis-
sion and discharge on the same date, which requires a 
medically appropriate history and/or examination and 
straightforward or low level of medical decision making; 
45 minutes must be met or exceeded. 
 

 99235:  Hospital inpatient or observation care, 
 moderate, 70 minutes 
 

 99236:  Hospital inpatient or observation care, 
 high, 85 minutes 

            

 

 
             

               
 

 

          
              
          “Sing and dance and make good cheer, let’s 
            make it last throughout the year.”  

                                                                               – Author Unknown                                                                                        
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Discharge Codes: 
 

99238:  Hospital inpatient or observation discharge day 
management; 30 minutes or less 
 

99239:  Hospital inpatient or observation discharge day 
management; more than 30 minutes      
 
Consultation Codes: 
 

Many coders were expecting consultation services to be 
deleted altogether, but that is not the case. Only level one 
consultation codes 99241 and 99251 are deleted. 
Although Medicare does not reimburse consultation 
codes, other payers do:   
 

99242:  Office or other outpatient consultation for a 
new or established patient, which requires a medically 
appropriate history and/or examination and straight-
forward medical decision making; 20 minutes 
 

 99243:   Office or other outpatient consultation, 
 low, 30 minutes 
 

 99244: Office or other outpatient consultation, 
 moderate, 40 minutes 
 

 99245:  Office or other outpatient consultation, 
 high, 55 minutes 
 
99252:  Inpatient or observation consultation for a new 
or established patient, which requires a medically 
appropriate history and/or examination and 
straightforward medical decision making; 35 minutes 
must be met or exceeded 
 

 99253:  Inpatient or observation consultation,  
 low,  45 minutes 
 

 99254: Inpatient or observation consultation, 
 moderate, 60 minutes 
 

 99255:  Inpatient or observation consultation, 
 high, 80 minutes 
 
Prolonged Services: 
 
Lastly, in this section, there is a new prolonged services 
add-on code (99418) for use only after the highest level 
of E/M is reached, based on total time in the inpatient and 
observation care or nursing facility.  
 

(Codes 99354-99357 have been deleted) 
 

99417 will now apply to prolonged services in the 
outpatient setting and new code 99418 will apply to 
inpatient or observation prolonged services 
 
G2212 – Prolonged cognitive impairment assessment 
services to be added to 99483 which replaced interim 
code G0505. 

 

OTHER CODING CHANGES 
 
Interprofessional Telephone, Internet, EHR Consulta-
tion Codes 
 

There are minor descriptor revisions to interprofessional 
telephone/internet/electronic health record consultation 
codes as indicated below. 
 

99446: Interprofessional telephone/Internet/electronic 
health assessment and management service provided by 
a consultative physician, or other qualified health care 
professional, including a verbal and written report to the 
patient’s treating/requesting physician or other qualified 
health care professional; 5-10 minutes of medical 
consultative discussion and review 
 

 99447:   11-20 minutes 
 

 99448:   21-30 minutes 
 

 99449:   31 minutes or more 
 
Assessment and Care Planning for Patients with Cog-
nitive Impairment  
 

Typically, 60 minutes of total time is spent on the date of 
the encounter.  
 

99483:   Assessment of and care planning for a patient 
with cognitive impairment, requiring an independent 
historian, in the office or other outpatient, home or 
domiciliary or rest home, with all of the following required 
elements: 
■ Cognition-focused evaluation including a pertinent 
history and examination, 
■ Medical decision making of moderate or high 
complexity, 
■ Functional assessment (eg, basic and instrumental 
activities of daily living), including decision- making 
capacity, 
■ Use of standardized instruments for staging of 
dementia  
■ Evaluation for neuropsychiatric and behavioral 
symptoms, including depression, including use of 
standardized screening instrument(s), 
■ Evaluation of safety (eg, home), including motor vehicle 
operation, 
■ Identification of caregiver(s), caregiver knowledge, 
caregiver needs, social supports, and the willingness of 
caregiver to take on caregiving tasks, 
■ Development, updating or revision, or review of an 
Advance Care Plan, 
■ Creation of a written care plan, including initial plans to 
address any neuropsychiatric symptoms, neuro-cognitive 
symptoms, functional limitations, and referral to 
community resources as needed  
■ Medication reconciliation and review for high-risk 
medications 
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Medicare Coding Changes for 2023 – 

MLM Matters : MM12982, effective January 1, 2023 
 
Behavioral Health 
 
G0323 – General behavioral health care integration per-
formed by clinical psychologists (CPs) or clinical social 
workers (CSWs) to account for monthly care integration 
where the mental health services provided by a CP or CSW 
are serving as the focal point of care integration. 
 
Medicare Specific Prolonged Care  
 

Medicare-specific coding created for prolonged “Other 
E/M services” with 3 new G codes (one per E/M family). 
These are: 
 

o G0316 for reporting prolonged hospital inpatient 
or observation services 

o G0317 for prolonged nursing facility services 
o G0318 for prolonged home or residence services 

 

NOTE:  Use G2212 to report prolonged office/outpatient  
cognitive impairment assessment services 99483 

 
Medicare Telehealth Codes –CMS added new HCPCS 
codes to the list of Medicare telehealth services on a 
category 1 basis: 
 
G0316 – prolonged hospital inpatient or observation care 
G0317 – prolonged nursing facility E&M service 
G0318 – prolonged home or residence E&M service 
G3002 – monthly chronic pain management 
G3003 – additional 15 minutes pain management 
 
For 2023, continue billing telehealth claims with the place 
of service indicator you would bill for an in-person visit.  
 
Modifier 95 -- physicians and practitioners will be able to 
continue to bill with the place-of-service indicator that 
would have been reported had the services been provided 
in-person.  You must use modifier 95 to identify them as 
telehealth services through the end of CY 2023 or the end 
of the year in which the PHE ends: 
 
Modifier 93 -- New modifier added for 2023 (Synchronous 
Telemedicine Service rendered via telephone or other real 
time interactive audio-only telecommunications system.  
The totality of the communication of information 
exchanged between provider and patient must be of an 
amount and nature that is sufficient to meet the key 
components and/or requirements of the same service 
when rendered via a face-to-face interaction.) 

 
 

The 2023 Hospital and Nursing Home 
E/M Visit Coding Changes 
 
Following the major revisions to coding E/M office visits 
in 2021, a similar revamp has been made for coding E/M 
visits in other settings.  
 
Effective January 1, 2023, the history and physical 
examination requirements have been eliminated for 
coding hospital and nursing home visits. As with office 
visits, hospital and nursing home coding is now based 
solely on medical decision making or total time (except 
for emergency department visits, which must be coded 
based on MDM, and hospital discharge visits, which must 
be coded based on time), says Keith Millette, MD, FPM 
Journal, December 5, 2022. 
 
NURSING HOME 
(The following information also contains excerpts from 
the presentation “2023 CPT Updates” given by the 
Glendale Arizona Chapter of the AAPC on December 13, 
2022.) 
 
99304:  Initial nursing facility care, per day, for the 
evaluation and management of a patient, which requires 
a medically appropriate history and/or examination and 
straightforward or low level of medical decision making; 
25 minutes must be met or exceeded 
 

 99305:  Initial nursing facility care, moderate level 
 of decision making; 35 minutes 
 

 99306:  Initial nursing facility care, high level of 
 medical decision making; 45 minutes 
 

99307:  Subsequent nursing facility care, per day, for the 
evaluation and management of a patient, which requires 
a medically appropriate history and/or examination and 
straightforward level of medical decision making; 10 
minutes must be met or exceeded 
 

 99308:  Subsequent nursing facility care, low level 
 of medical decision making, 15  minutes 
 

 99309: Subsequent nursing facility care, 
 moderate level medical decision, 30 minutes 
 

 99310: Subsequent nursing facility care, high 
 level of medical decision making, 45 minutes 
 
99315:  Nursing facility discharge, 30 minutes or less 
 

99316:  Nursing facility discharge, more than 30 minutes 
 
DOMICILLIARY OR REST HOME CODES 
 

New patient codes 99324-99327 deleted; established 
patient codes 99224, 99225 and 99226 deleted 
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99341:  Home or residence visit, new patient, which re-
quires a medically appropriate history and/or exam-
ination and straightforward medical decision making; 15 
minutes must be met or exceeded. 
 

 99342:  Home or residence visit, new patient, low 
 level of  medical decision making; 30 minutes 
 

 (99343 deleted) 
 

 99344: Home or residence visit, new patient, 
 moderate, 60 minutes 
 

 99345:  Home or residence visit, new patient, 
 high, 75 minutes 
  

99347: Home or residence visit for the evaluation and 
management of an established patient, which requires a 
medically appropriate history and/or examination and 
straightforward medical decision making; 20 minutes 
must be met or exceeded 
 

 99348: Home or residence visit, established 
 patient, low, 30 minutes 
 

 99349:  Home or residence, established patient, 
 moderate, 40 minutes 
 

 99350:  Home or residence visit, established 
 patient, high, 60 minutes 

 
Health Policies in Congress's $1.7T 
Omnibus Bill  
 
Lawmakers decided to include legislation that would 
extend a key bonus for physicians to participate in value-
based care and extended for two years key telehealth 
flexibilities in a must-pass omnibus spending bill, writes 
Robert King, in his December 20, 2022, article for Fierce 
Healthcare. 
 
The major end-of-the-year spending package released 
December 20th only gave partial relief to physicians 
seeking to get rid of a 4.5% pay cut set to go into effect 
next year, amid other major health policy reforms.  
 

(Note:  The $1.7T spending bill was signed into 
law by President Biden on December 29, 2022) 

 
Here is a list of some of the major health policies included 
in the package: 
 

Partial relief from Medicare cuts -- Providers re-
ceived a mixed bag in the spending package. Congress 
agreed to stave off a 4% cut to Medicare payments under 
the PAYGO law, which calls for mandatory cuts if 
government spending reaches a certain level. 
 

But physicians didn’t get everything they wanted. Several 
major groups were calling for Congress to step in and 
forestall a 4.5% cut to Medicare payments next year in the 
Physician Fee Schedule. Instead, Congress has decided to 
shave the cut to 2% next year and bump it up to 3.25% in 
2024. 
 

Extension of value-based care bonus -- Congress 
decided to extend a value-based care bonus sent to 
physicians that participate in alternative payment models.  
However, the bonus will drop next year from 5% to 3.5%. 
 

Medicaid redeterminations have a deadline -- 
States have been waiting to get some word on when the 
COVID-19 public health emergency will end so they can 
start redetermining the eligibility of Medicaid enrollees. 
At the start of the pandemic, states got a boost for their 
federal matching rate to Medicaid payments but only if 
they agreed to not drop anyone off the program for the 
duration of the PHE. 
 
The omnibus would instead let states start Medicaid 
redeterminations in April, even if the PHE is still in effect. 
The provision gives states a heads-up on when they can 
start redeterminations, which can take more than a year 
to complete. 

 
Currently, the PHE ends in January but is expected to 

be extended for another three months. 
 

Funding to strengthen public health -- The leg-
islation includes $9.2 billion in funding to the Centers for 
Disease Control and Prevention, a $760 million boost over 
fiscal year 2022. More than half of this boost is dedicated 
to public health preparedness to help prepare for another 
pandemic.  The bill also has $350 million in “flexible 
funding” for public health infrastructure, which is a 75% 
boost. 

 
Two-year extension of telehealth flexibilities --
Telehealth use exploded during the pandemic thanks to 
flexibility in getting Medicare reimbursement for the 
services. But those flexibilities were set to expire five 
months after the PHE ends. The legislation will ensure that 
the flexibilities will stick around for two years. It will also 
extend the hospital-at-home program for two years. 

 
New policies to improve mental health -- The 
omnibus includes several policies to boost mental health, 
a major priority for lawmakers. The omnibus will enable 
Medicare to cover marriage and family therapists as well 
as counselors and improve funding for mental health 
mobile crisis units that can boost access to mental health 
services.  
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Extension of key rural hospital programs -- The 
legislation extended both the Low-Volume Hospital 
program and Medicare Dependent Hospital Program 
through 2025. The Medicare Dependent Hospital 
program boosts payments to hospitals with a high share 
of Medicare patients. The Low-Volume Hospital program 
adjusts pay for hospitals that in turn have a small number 
of Medicare patients. 
 

2023 MIPS Quality Measure Overview  
 
The following excerpt from the November 17, 2022, 
Healthmonix webinar "2023 PFS Final Rule: Finalized 
Changes for MIPS and the Impact to You,” presented by 
Mike Lewis and Maura Flaherty, focuses on changes to the 
Quality performance category for 2023. 
 
Clinicians and groups will need to reach 75 points again 
in 2023 to avoid a negative payment adjustment in 2025. 
There will no longer be an additional performance 
threshold for exceptional performance in 2023.  
 
For the MIPS Quality Performance category, the data com-
pleteness threshold is set at 75% of the eligible instances 
per measures, regardless of payer.  Overall, there are 198 
finalized quality measures for 2023:  9 new measures, 11 
removed measures and 76 with substantive changes. 
 

New Quality Measures for 2023 
 

Measure # Name 

485 
Psoriasis – Improvement Patient Reported 
Itch Severity 

486 
Dermatitis - Improvement Patient Reported 
Itch Severity 

487 Screening for Social Drivers of Health *** 

488 Kidney Health Evaluation 

489 
Adult Kidney Disease: ACE Inhibitor or ARB 
Therapy 

490 
Appropriate Intervention of Immune Related 
Diarrhea and/or Colitis in Patients Treated 
with Immune Checkpoint Inhibitors 

491 
MMR or MSI Biomarker Testing Status in 
Colorectal Carcinoma, Endometrial, Gastro-
esophageal, or Small Bowel Carcinoma 

492 
Risk-Standardized Acute Cardiovascular 
Related Hospital Admission Rates for 
Patients with Heart Failure under MIPS 

493 Adult Immunization Status 

 

*** Screening for Social Drivers of Health: Measure calculates the 
percent of patients 18 or older screened for food insecurity, 
housing instability, transportation problems, utility difficulties, 
and interpersonal safety. 

 

Removed Quality Measures 
 

Measure 
# 

Name 

76 
Prevention of Central Venous Catheter (CVC) 
Related Bloodstream Infections 

119 Diabetes: Medical Attention for Nephropathy 

258 
Rate of Open Repair of Small or Moderate 
Non-Ruptured Infrarenal AAA without Major 
Complications 

265 Biopsy Follow-Up 

323 
Cardiac Stress Imaging Not Meeting Appro-
priate Use Criteria: Routine Testing After Per-
cutaneous Coronary Intervention 

375 
Functional Status Assessment for Total Knee 
Replacement 

425 Photo documentation of Cecal Intubation 

455 
Percentage of Patients Who Died from Cancer 
Admitted to the Intensive Care Unit in the Last 
30 Days of Life 

460 Back Pain After Lumbar Fusion 

469 Functional Status After Lumbar Fusion 

473 Leg Pain After Lumbar Fusion 

 
Quality Measures Removed from MIPS Only 

 

Measure # Name 

110 Preventive Care and Screening: Influenza 
Immunization 

111 Pneumococcal Vaccination Status for Older 
Adults 

 

MVPs can still report the above. A new Adult Immunization 
Status measure will include influenza and Pneumococcal 
vaccination, as well as Td/Tdap and Zoster vaccinations. 

 

Quality Measures with Substantive Changes 
 

Measure # Name 

1 Hemoglobin A1c (HbA1c) Poor Control (>9%) 
112 Breast Cancer Screening 

113 Colorectal Cancer Screening 
128 Preventive Care and Screening: Body Mass 

Index (BMI) Screening and Follow-Up Plan 

130 Documentation of Current Medications in the 
Medical Record 

134 Preventive Care and Screening: Screening for 
Depression and Follow- Up Plan 

181 Elder Maltreatment Screen and Follow-Up 
Plan 

226 Preventive Care and Screening: Tobacco Use: 
Screening and Cessation 

236 Controlling High Blood Pressure 
238 Use of High-Risk Medications in Older Adults 
431 Preventive Care and Screening: Unhealthy 

Alcohol Use: Screening & Brief Counseling 
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HHS Gives Providers More Time for 
Good Faith Estimate Compliance 
 
HHS has extended enforcement discretion for the delivery 
of some good faith estimates (GFEs) under the No Sur-
prises Act, according to new guidance, reports Jacqueline 
LaPointe, Revcycle Intelligence, December 6, 2022. 
 
The guidance released by HHS on Friday, December 2nd, 
says that CMS will not begin enforcing the No Surprises 
Act requirement that healthcare providers deliver GFEs to 
uninsured and self-pay individuals when there are co-
providers or co-facilities.  
 
Enforcement of the No Surprises Act requirement was 
slated to start on January 1, 2023. Instead, HHS is holding 
off on enforcement until future rulemaking. 
 
GFEs are price estimates for any item or service that is 
reasonably expected to occur during a scheduled pro-
cedure or requested item or service. The estimates include 
any items or services that may involve providers or 
facilities outside of the one scheduling the service. These 
co-providers and co-facilities, as they are named in the 
regulations, must submit GFE information within one 
business day of a convening provider’s request. 

 
Preparing for a Coding Audit -- Abdul J. 

Roberts, Esq. and Jim Tudor, PCA, CPC, Physicians Practice, 
December 20, 2022 
 

 
 

You’ve received a request for medical records from a 
payer who is going to conduct an audit on your claims. 
Several months pass, and you get a letter from the payer. 
It’s the results from your audit. You open it up, and see: 
 

 “…medical necessity not supported…”; 
 “…notes are cloned…”; 
 “…records include conflicting data.” 
 

It also says you owe an astronomical amount of money 
due to “overpaid claims”, and they are putting you on pre-
payment review until things improve. 
 
Per CMS, medical necessity is the overarching crite-
rion for payment. Inaccurate information in the chart, 
especially  when carried  forward from a  previous service  

date or entry without necessary editing, often does not 
afford an auditor the ability to understand if you needed 
to see that patient, perform that test, order that script, etc. 
 
Auditors across the nation, both private and public, love 
to deny claims based on allegations that the provider 
simply copied and pasted prior notes, infamously known 
as “cloning’’. 
 
The presence of conflicting information is another giant 
red flag. If the history indicates the patient has severe 
dementia, but the review of the systems template 
indicates “All systems were reviewed and negative”, well, 
that could be a problem.  
 
Another pitfall that may come back to haunt you is the 
overstuffed progress note. This occurs when the sheer 
quantity of the displayed items seems wildly dis-
proportionate to the nature of the presenting problems. 
 
A gift horse arrived on January 1, 2021, by the name of 
the new 2021 E/M guidelines. These are new rules, created 
by the AMA and adapted by CMS and other payers, for 
outpatient office visit codes (codes 99202-99215 only). 
 
The guidelines effectively remove those pre-existing 
requirements to “quantify” the history and physical 
examination: you no longer need to worry about having 
“enough” of that ROS anymore. However, you should 
continue to document those aspects of history and exams 
that lend support to your clinical decision-making and 
any tests or treatments ordered.  
 
The new rules allow physicians to document the most 
salient points relevant to the medical decision making, or 
time spent. It is coding, so there are charting nuances you 
still need to know, but this is an enormous step in the 
right direction. 
 
Another very simple rule to bear in mind is: change what 
changes. Your notes should always have an interval HPI. 
The history of the problem is what it is, but there is usually 
something unique to say about the patient’s status 
covering the period between the last appointment and 
the current one. 
 
To be clear, the E/M documentation changes do not apply 
to all CPT codes. Certain services, such as wellness visits, 
chronic care, transitional care, etc., require more rigidity 
in capturing essential elements. However, you do want to 
infuse encounter/patient specificity into those templates 
too. Despite the redundancies, you still need to 
personalize those notes to render them unique to the 
patient.  

 

 

Below are recent trends in 
medical audits and what 
physicians can expect with 
the CMS changes in 2021 
to the documentation of 
E/M codes. 
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2022 MIPS Updates 
 

CMS Extends the MIPS Extreme and Uncon-
trollable Circumstances Application Dead-line 
for the 2022 MIPS Performance Year until March 
3, 2023 
 
For the 2022 performance year, CMS continues to use the 
MIPS Extreme and Uncontrollable Circumstances (EUC) 
application to allow clinicians, groups, virtual groups, and 
Alternate Payment Model (APM) Entities to request re-
weighting of MIPS performance categories due to the 
COVID-19 public health emergency. 
 
CMS has extended the MIPS EUC application deadline for 
only individuals, groups, virtual groups, and APM Entities 
citing COVID-19 as the triggering event through 8 p.m. ET 
on Friday, March 3, 2023.  
 
Please note that applications received between January 3, 
2023 and March 3, 2023 won’t override submitted data for 
individuals, groups, and virtual groups. 
 
APM Entities participating in MIPS APMs can submit a 
MIPS EUC Exception application with some differences 
from our existing policy for individuals, groups, and 
virtual groups: 

• APM Entities are required to request reweighting 
for all performance categories. 

• At least 75% of the MIPS eligible clinicians in the 
APM Entity will need to qualify for reweighting in 
the Promoting Interoperability performance 
category. 

• Data submission for an APM Entity won't override 
performance category reweighting from an 

approved application. 
 
2022 MIPS Quality Measures Impacted by ICD-10 
Coding Updates Effective October 1, 2022 
 
ICD-10 code updates are effective annually on October 1, 
but quality measure specifications cannot be updated 
until the next MIPS program year. This annual review 
process was established to analyze and assess the quality 
measures to evaluate which measures are significantly 
impacted by the ICD-10 code updates.  
 
CMS determines if a MIPS quality measure is significantly 
impacted by ICD-10 code updates by comparing the 
posted 2022 measure specifications with the ICD-10 
codes that were deleted or added during the annual ICD-
10 code updates, which occurred on October 1st of the 
performance period.  
 

If a MIPS quality measure is impacted by 10% or more 
ICD-10 code changes, the MIPS quality measure will be 
truncated. Subsequently, the 2022 performance period 
and subsequent performance score for the affected 
quality measure will be based only on the first 9 months 
of the 12-month performance period OR suppressed for 
the 2022 performance period. 
 
Additionally, it was determined that the burden for EHR 
developers would be prohibitive to truncating the data for 
the 2022 performance period and it would not be feasible 
to collect 9 consecutive months of data; therefore, all 
electronic clinical quality measures (eCQMs) impacted by 
the 10% or more ICD-10 code changes standard will be 
suppressed. 
 
The following quality measures have been identified for 
truncation: 
 

◼ CAD Antiplatelet Therapy 
◼ Preventive Care and Screening for Depression 
◼ Rate of EVAR of small or moderate non-ruptured 

infrarenal AAA without major complications 
◼ Dementia:  Functional Status Assessment 
◼ Dementia:  Associated Behavioral and Psychiatric 

Symptoms Screening and Management 
◼ Dementia:  Safety Concern Screening and Follow-

up 
◼ Dementia:  Education and Support of Caregivers 

for Patients with Dementia 
◼ Adherence to Antipsychotic Medications for In-

dividuals with Schizophrenia 
◼ Uterine Artery Embolization Technique:  Docu-

mentation of Angiographic Endpoints and 
Interrogation of Ovarian Arteries 

◼ Emergency Medicine:  Utilization of CT for minor 
blunt head trauma for patients 18 years or older 

◼ Emergency Medicine:  Utilization of CT for minor 
blunt head trauma for patients 2 through 17 years 

 
The following eCQMs have been identified for suppres-

sion: 
 

◼ Heart Failure: ACE Inhibitor or ARB or ARNI 
Therapy for LVSD 

◼ Colorectal Cancer Screening 
◼ Preventive Care and Screening: Screening for 

Depression and follow-up plan 
◼ Controlling High Blood Pressure 
◼ Weight Assessment and Counseling for Nutrition 

and Physical Activity for Children/Adolescents 
◼ Dementia: Cognitive Assessment 
◼ Follow-up care for children prescribed ADHD 

medication (ADD) 
 

 
 

https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDAsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMjEyMjkuNjg5ODMyNTEiLCJ1cmwiOiJodHRwczovL3FwcC5jbXMuZ292L21pcHMvZXhjZXB0aW9uLWFwcGxpY2F0aW9ucz9weT0yMDIyIn0.dNEqsaIVzJ7CCTRAXJmVY7svgKWHA57eCY2FnOI35Gw/s/148356598/br/151466274947-l
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Reminder: Upcoming MIPS Important Dates  
 

January 3, 2023 -- MIPS 2022 data submission period 
begins. 
 

March 31, 2023 – data submission period ends. 

 
Medicare News 
 

CMS Proposes New Prior Authorization Require-
ments for Payers, including MA Plans 

 
CMS has issued a new rule meant to streamline prior 
authorizations by requiring certain payers to implement 
an electronic prior authorization process and respond to 
requests more quickly, reports Rebecca Pifer for 
Healthcare Dive, December 7, 2022. 
 
The rule would also require payers to put in place stan-
dardized data exchange processes, to help them ex-
change data when a patient changes health insurers. If 
finalized, the policies would take effect in 2026. 
 
Regulators are proposing new requirements that would 
apply to state Medicaid and Children’s Health Insurance 
Program agencies, Medicaid and CHIP managed care 
plans and plans on the Affordable Care Act exchanges. 
 
They will also apply to Medicare Advantage plans — one 
key way that the new rule differs from 2020’s iteration. 
 
Like its predecessor, the new rule includes requirements 
that payers provide doctors their rationale for denied 
requests. Payers would also be required to send decisions 
within 72 hours for urgent requests, and within seven 
calendar days for non-urgent requests — twice as fast as 
the existing MA response time limit, CMS said. 
 
The turnaround time in the final rule could be even 
shorter. Regulators are seeking comment on alternative 
time frames, like 48 hours for urgent requests and five 
calendar days for standard ones. 
 
The rule would also require payers to build and maintain 
standardized application programming interfaces, or 
APIs, to automate the process for providers to determine 
whether a prior authorization is needed, identify any 
documentation requirements and facilitate the exchange 
of requests and decisions electronically. 
 
CMS also wants payers to build and maintain two 
additional APIs — one to share patient data with in-
network providers treating the patient, and another to 
share patient data with other insurers when a patient 
moves to new coverage or has concurrent plans. 

Reminder: Elimination of Certificates of Medical 
Necessity & Durable Medical Equipment 
Information Forms – MLN Connects, December 22, 
2022 

 
CMS is discontinuing Certificates of Medical Necessity 
(CMNs) and DME Information Forms (DIFs) effective 
January 1, 2023.  

• For services on or after January 1, 2023: don’t 
submit CMN or DIF forms or their electronic claim 
data elements with the claims or we’ll reject your 
claims and return them to you. 

• For services before January 1, 2023: submit CMN 
and DIF forms or their electronic claim data 
elements with the claims if required. 

 
Make sure your billing and IT staff knows about these 
changes for CMNs and DIFs: 
 
 

Happy New Year from your 

AQREVA Team 
 

 

 
 

We are working hard to keep you on the edge of 
healthcare. Help us fulfill our strong commitment to 
maintain our level of service excellence by providing 
us with your feedback. Please feel free to contact your 
Account Representative or call 1.800.568.4311. 

 

 

https://www.federalregister.gov/documents/2022/12/07/2022-26596/medicare-and-medicaid-programs-application-from-the-center-for-improvement-in-healthcare-quality-for

