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T
he 2017 Medicare Physician Fee 
Schedule contains updates on 
payment policies and rates for 
services furnished by Medicare 
providers. The 2017 conversion 
factor ended up being $35.8887, 
which reflects a budget-neutral-

ity adjustment of -0.013% (an increase 
of 0.5% as a result of MACRA) and a 
misvalued code reduction adjustment of 
-0.18% (a 2% reduction....overall).

The 2% sequestration cut applies 
to the costs of drugs administered by 
physicians and will continue until 
further notice. The sequestration reduc-
tion affects 80% of the allowable for a 
participating physician. For non-partic-
ipating physicians, the 2% cut applies 
to the payment made to the patient. 
Beneficiary copayments and deductibles 
do not change. 

The 2017 Medicare deductible is 
$183. Standard Medicare premiums 
are $134 per month. The monthly pre-
mium is prorated based on income for 
Medicare beneficiaries still working. 

RETINA AND GLAUCOMA CUTS
Certain retina and glaucoma procedures 
were re-valued to the original Relative 
Value Update Committee (RUC)- 
recommended RVUs, which consid-
er intensity and not just time. Some 
previously reduced codes will still be 
decreased due to phasing-in of the 
RUC-reduced values (see Table 1).

CPT codes 67101 (detached retina 
repair by cryotherapy) and 67105 (de-
tached retina repair by photocoagulation) 
have been changed from a 90-day to a 
10-day global fee period. Any office visit 
performed at the same patient encounter 
must meet the definition of the -25 mod-

ifier found in the back of the CPT coding 
manual in order to be billed to Medicare.

Beginning in 2017, fluorescein 
angiography (92235) and indocyanine 
green angiography (92240) will be 
reported as bilateral tests. Providers can 
now only bill Medicare once, regardless 
if both eyes are tested. A new CPT 
code, 92242, was created effective 
January 1, 2017, when both fluorescein 
angiography and indocyanine green are 
billed at the same patient encounter. 

POST-OPERATIVE DATA COLLECTION
CMS has modified its proposal to collect 
data on the valuation of global surgi-
cal codes. Beginning January 1, 2017, 
CMS no longer required all physicians 
providing services with a 10- or 90-day 
global period to report post-operative 
services. Only those in groups with 10 or 
more practitioners in Florida, Kentucky, 
Louisiana, Nevada, New Jersey, North 
Dakota, Ohio, Oregon, and Rhode 
Island are required to report. Mandatory 
reporting will begin July 1, 2017, but 
physicians could opt to report beginning 
January 1, 2017. CMS also finalized its 
proposal to survey 5,000 practitioners for 
additional data. 

POTENTIALLY MISVALUED CODES
Ophthalmology previously had nine 
codes on the potentially misvalued 
codes list. In the current policy, only 
three codes remain on CMS’s list:
• 65205, Removal of foreign body in 
external eye, conjunctiva

• 65210, Removal of foreign body in 
external eye, conjunctiva or sclera

• 67515, Injection of medication  
or substance into membrane  
covering eyeball

PRIMARY CARE SERVICES
CMS is placing a significant focus 
on improving the value of primary 
care services. Reimbursement will be 
increased for certain codes and separate 
payments made for new codes for pri-
mary care services. CMS also finalized 
several proposals related to chronic care 
management. As previously reported 
by ASCRS, ophthalmology societies 
are concerned the final rule continues 
to prioritize primary care services over 
specialty care. They will continue to ad-
vocate that CMS not reduce reimburse-
ment for specialty services to offset 
increases for primary care services.

MEDICARE ADVANTAGE PROVIDER 
AND SUPPLIER ENROLLMENT
For CY 2017, CMS finalized require-
ments for screening and enrolling 
healthcare providers and suppliers in 
Medicare to contract with a Medicare 
Advantage organization to provide 
Medicare-covered items and services  
to Medicare Advantage beneficiaries.

ASC FEE SCHEDULE
The 2017 ASC conversion factor was 
finalized at $45.030 for those ASCs meet-
ing the quality reporting requirements. 
For those ASCs not meeting the reporting 
requirements, the ASC conversion factor 
will be $44.330. The anesthesia conver-
sion factor for 2017 is $22.0454.

CMS will continue its policy to limit 
separate payment in the ASC to only 
corneal tissue used in corneal transplant 
procedures. In other words, code V2785 
is the only supply code that will be paid in 
addition to an ASC facility fee payment.

In 2018, CMS will add new ASC 
quality measures for Normothermia 
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“
outcome, unplanned vitrectomy, and 
five additional measures collected using 
the Outpatient and Ambulatory Sur-
gical Center Consumer Assessment of 
Healthcare Providers and Systems (OAS 
CAHPS) survey. The measures are:
• ASC-15a:  OAS CAHPS—About 
Facilities and Staff

• ASC-15b:  OAS CAHPS—Commu-
nication About Procedure

• ASC-15c:  OAS CAHPS—Prepara-
tion for Discharge and Recovery

• ASC-15d:  OAS CAHPS—Overall 
Rating of Facility

• ASC-15e:  OAS CAHPS—Recom-
mendation of Facility

CPT CODE CHANGES
There are several CPT changes relevant 
to ophthalmology for 2017.

There is one new Category I CPT code:
• 99242—fluorescein angiography 
and indocyanine-green angiogra-
phy (includes multiframe imaging) 
when performed at the same patient 
encounter with interpretation and 
report, unilateral or bilateral
The following codes were revised 

to delete reference to technology not 
commonly used in retinal detachment 

repair and to describe current surgi-
cal practices.
• 67101—Repair of retinal detachment, 
including drainage of subretinal fluid 
when performed; cryotherapy

• 67105—Repair of retinal detachment, 
including drainage of subretinal fluid 
when performed; photocoagulation

• 92235—Fluorescein angiography 
(includes multiframe imaging) with 
interpretation and report, unilateral 
or bilateral

• 92240—Indocyanine-green angiog-
raphy (includes multiframe imaging) 
with interpretation and report, unilat-
eral or bilateral
As indicated above, the changes to 

codes 92235 and 92240 significantly 
impact ophthalmology since Medicare 
inherently pays a code with the descrip-
tion “unilateral or bilateral” as bilateral, 
meaning providers will be paid only 
once regardless if both eyes are tested.

Code 92140, Provocative tests for 
glaucoma, with interpretation and 
report, without tonography, was deleted 
in 2017 for lack of use and old technol-
ogy. Providers will now be required to 
report code 92499, Unlisted ophthal-
mological service or procedure.

Several new Category III codes have 
been established:
• 0445T—Subsequent placement of a 
drug-eluting ocular insert under one 
or more eyelids, including retraining, 
and removal of existing inset, unilater-
al or bilateral

• 0449T—Insertion of aqueous 
drainage device, without extraocular 
reservoir, internal approach, into the 
subconjunctival space; initial device

• 0450T—Insertion of aqueous 
drainage device, without extraocular 
reservoir, internal approach, into the 
subconjunctival space; each additional 
device (List separately in addition to 
code for primary procedure)

• 0464T—Visually evoked potential, 
testing for glaucoma, with interpre-
tation and report (For visual evoked 
potential screening for visual acuity, 
use 0333T)

• 0465T—Suprachoroidal injection of a 
pharmacologic agent (does not include 
supply of medication)  (To report 
intravitreal injection/I plantation, see 
67025, 67027, or 67028)
Changes have been made to the 

moderate sedation codes used to bill 
for “intra-service” time in addition to 
moderate sedation (99151–99157). 
If you use these codes refer to the 
CPT coding manual for specific bill-
ing instructions.

Practices should purchase 2017 CPT, 
HCPCS, and ICD-10 coding manuals 
to ensure they are reporting the correct 
codes to avoid denials. AE
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TABLE 1 

CPT PROCEDURE
2017 IN 
OFFICE

2017 IN 
FACILITY

65855 Trabeculoplasty $   248.35 $   211.74

67101 Repair detached retina—cryotherapy $   333.05 $   289.62

66170 Trabeculectomy $1,112.91 $1,112.91

66172 Trabeculectomy with scarring $1,210.88 $1,210.88

67105 Repair detached retina—photocoagulation $   301.47 $   279.93

67107 Retinal detachment with scleral buckle $1,152.75 $1,152.75

67108 Retinal detachment with vitrectomy $1,222.37 $1,222.37

67110 Retinal detachment by injection $   890.76 $   826.88

92133 OCT—optic nerve $    38.04 $    38.04

92145 Corneal hysteresis $    18.30 $    18.30

92235 Fluorescein angiography $    86.85 $    86.85

92250 Fundus photography $    66.75 $    66.75




