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ACTION:
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SUMMARY:
This final rule corrects inadvertent technical errors that affect the amounts and factors used to determine the payment rates for services paid under the Medicare hospital outpatient prospective payment system as published in the November 30, 2001 final rule entitled “Changes to the Hospital Outpatient Prospective Payment System for Calendar Year 2002."  In addition, this final rule corrects the amount of the uniform reduction to be applied to transitional pass-through payments for CY 2002.  This final rule also corrects other technical and typographical errors that appeared in the November 30, 2001 final rule.

EFFECTIVE DATE: This final rule is effective on April 1, 2002.  The effective date for §419.32(b)(1)(iii), revised at 66 FR 59856, published on November 30, 2001 and §419.62(d), added at 66 FR 55865, published on November 2, 2001, is April 1, 2002.

FOR FURTHER INFORMATION CONTACT:
Robert Braver, (410) 786-0378.

SUPPLEMENTARY INFORMATION:

Availability of Copies and Electronic Access


Copies:  To order copies of the Federal Register containing this document, send your request to: New Orders, Superintendent of Documents, P.O. Box 371954, Pittsburgh, PA 15250-7954.  Specify the date of the issue requested and enclose a check or money order payable to the Superintendent of Documents, or enclose your Visa or Master Card number and expiration date.  Credit card orders can also be placed by calling the order desk at (202) 512-1800 or by faxing to (202) 512-2250.  The cost for each copy is $9.  As an alternative, you can view and photocopy the Federal Register document at most libraries designated as Federal Depository Libraries and at many other public and academic libraries throughout the country that receive the Federal Register.

This Federal Register document is also available from the Federal Register online database through GPO Access, a service of the U.S. Government Printing Office.  The Website address is: http://www.access.gpo.gov/nara/index.html.

I.  Background

On November 30, 2001, we published a final rule announcing the final ambulatory payment classification (APC) groups, relative weights, and payment rates under the hospital outpatient prospective payment system (OPPS) for calendar year (CY) 2002 (66 FR 59856).  As discussed in detail in that final rule, in setting the APC relative weights, we incorporated 75 percent of the estimated transitional pass-through costs for devices eligible for transitional pass-through payments in CY 2002 into the costs of the APC groups associated with the use of the devices (66 FR 59906).

After publication of the November 30, 2001 final rule, we discovered that the final rule reflected several inadvertent technical errors in which we incorrectly associated specific devices approved for transitional pass-through payments with particular procedures.  The magnitude of these errors was significant enough to affect not only the estimate of total transitional pass-through payments and the uniform reduction percentage to be applied to transitional pass-through payments in 2002, but also the payment rates for all procedure-related APCs. (Procedure-related APCs are those other than the APCs for pass-through drugs and devices, new technology, and partial hospitalization.)  Using rates that reflected these errors would have inappropriately affected payments to hospitals.  Thus, we determined that it would be inappropriate to allow the payment rates published on November 30, 2001 to become effective without further changes.  In order to ensure that there were no other errors that might also have significant implications for OPPS payments, we decided to undertake an intensive review of the relevant data files.  Because of the time needed for this review, we were unable to complete it and recalculate the rates before the previously published effective date of January 1, 2002 announced in the November 30, 2001 final rule.  We therefore decided to continue to pay for services covered under the OPPS after January 1, 2002 and until no later than April 1, 2002 under the rates in effect on December 31, 2001.  In addition, we decided to make transitional pass-through payments during that period without applying the uniform reduction announced on November 30, 2001.

Therefore, on December 31, 2001, we published a final rule, entitled “Prospective Payment System for Hospital Outpatient Services; Delay in Effective Date of Calendar Year 2002 Payment Rates and the Pro Rata Reduction on Transitional Pass-Through Payments” (66 FR 67494), that announced we would indefinitely delay the effective date for §§419.32(b)(1)(iii) and 419.62(d) of the regulations.  We also announced that we were delaying until no later than April 1, 2002, the effective date of the updated OPPS payment rates and the uniform reduction of transitional pass-through payments that we published in the preamble and addenda of the November 30, 2001 final rule.


We did not delay the following provisions of the November 30, 2001 final rule:  

●  Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000 coinsurance limit.


●  Limitation of copayment amount to inpatient hospital deductible amount.

●  Changes in services covered within the scope of OPPS.

●  Categories of hospitals subject to, and excluded from, the OPPS.

●  Criteria for new technology APCs.

●  Provider-based issues.


●  Change to the definition of “single-use devices” for transitional pass-through payments.

We have also discovered typographical and other technical errors in the preamble and addenda to the November 30, 2001 final rule.  These errors involve the incorrect assignment of status indicators (SIs) to certain Physicians’ Current Procedural Terminology (CPT) codes, inconsistencies between the preamble and addenda in the assignment of codes to APC groups, and similar matters.  Correction of these typographical and technical errors does not involve any changes in the policies announced in the November 30, 2001 final rule.  Corrections to the preamble text are listed below.  The appropriate corrections are incorporated into the new addenda A, B, C, and D.  The corrected addenda A and D are printed at the end of this rule.  Addenda B and C are available on our Web site: http://www.cms.hhs.gov.  Tables 2 and 3 below summarize the corrections to the errors in addenda A and B.  

II. Correction of Errors


In the FR Doc. 01-29621 published November 30, 2001 (66 FR 59856), we are making the corrections described below.

A.  Corrections of Device Cost Assignments to APCs 

Since publication of the December 31, 2001 final rule, we have conducted an intensive internal review of device costs associated with specific CPT codes.  We have also considered information concerning the use of devices brought to our attention from hospitals, manufacturers, and other such sources.  As a result of this review, we determined that we had inadvertently associated device(s) with certain procedures for which no devices are used, incorrectly identified device(s) used with certain other procedures, or failed to associate one or more devices with procedures requiring the use of those devices.  The following APCs were affected: 

· APC 0084
Level I Electrophysiologic Evaluation

· APC 0085
Level II Electrophysiologic Evaluation

· APC 0090
Insertion/Replacement of Pacemaker/Pulse Generator

· APC 0091
Level I Vascular Ligation

· APC 0104
Transcatheter Placement of Intracoronary Stents

· APC 0229
Transcatheter Placement of Intravascular Shunts 

· APC 0237
Level III Posterior Segment Eye Procedures

· APC 0241
Level IV Repair and Plastic Eye Procedures

· APC 0242
Level V Repair and Plastic Eye Procedures

· APC 0246
Cataract Procedures with IOL Insert 

· APC 0248
Laser Retinal Procedures 

· APC 0312
Radioelement Applications

· APC 0313
Brachytherapy

The changes in the assignment of device costs associated with these 13 APCs resulted in a net reduction in the estimate of total transitional pass-through payments for CY 2002.  

In addition, the changes in the assignment of device costs associated with these 13 APCs have caused changes to the median costs for these APCs.  (Median costs are used to set the relative weights of each APC.  The relative weight of each APC is the ratio of its median cost to the median cost of APC 601, Mid-level clinic visit, adjusted by the “scalar” that is discussed below.)  We found that the changes in the assignment of device costs and the resulting changes in the median costs of the 13 associated APC groups affected the relative payment weights for all procedure-related APCs as well as the estimate of aggregate CY 2002 payments.  

The changes in relative payment weights resulting from revisions in the assignment of device costs associated with the 13 APCs identified above required that we recalculate the “scalar,” which is the factor that we use to ensure compliance with section 1833(t)(9)(B) of the Social Security Act (the Act).  That section of the Act provides that APC reclassification and recalibration changes (and wage index changes) must be made in a manner so that the estimated aggregate payments under the OPPS for a particular year are neither greater nor less than the estimated aggregate payments would have been without these changes.  The corrections, as well as appropriate adjustments made under the authority of section 1833(t)(2)(E) of the Act, have the overall effect of revising the scalar from 0.945, which we announced in the November 30, 2001 final rule (66 FR 59886), to 0.951.  This revised scalar has the effect of slightly increasing the relative weights of the procedure-related APCs (except for those for which we revised the device-associated costs).

We are also revising the target that we set for outlier payments in the November 30, 2001 final rule from 2.0 percent to 1.5 percent, and thus we are revising the threshold for outlier payments from 3 times the applicable APC payment for a service to 3.5 times the applicable payment amount for a service.  These adjustments ensure that the payment rate for every procedure-related APC is at least equal to and in no case lower than the rate published in the November 30, 2001 final rule (except for those APCs for which we revised the device-associated costs).  The conversion factor is reduced by 1.5 percent (rather than 2.0 percent) to reflect the revised outlier target and 0.5 percent for the adjustments described above that are due to changes in relative payment weights resulting from revisions in the assignment of device costs.  The overall effect of these adjustments does not change the conversion factor announced in the November 2, 2001 final rule.  The conversion factor remains $50.904. 

Recalculation of the scalar changes the offset amounts that we published in Table 5 in the November 30, 2001 final rule. Certain APC rates increased as a result of the incorporation of 75 percent of the pass‑through costs of devices eligible for pass-through payments.  Those amounts were deducted from the pass‑through payments for those devices, so that the increases to the APC rates were offset by the simultaneous reduction of the associated pass-through costs, as described in the November 30, 2001 final rule (66 FR 59904-59906).  The recalculated offset amounts are listed in Table 1 below, which parallels Table 5 of the November 30, 2001 final rule (66 FR 59907). Column 3 shows the device costs already included in the rates for 25 APCs before we incorporated 75 percent of the pass-through device costs into the rates.  The label “NA” in column 3 means that there were no device costs associated with the APC before incorporating 75 percent of pass-through device costs into the rates.  In Table 1, the amounts in column 3 have not changed since the November 30, 2001 final rule. In Table 1, the amounts in column 5, which are the sum of columns 3 and 4, have changed to account for the corrections in column 4.  

Table 1 – Offsets to Be Applied for Each APC That Contains Device Costs

1
2
3
4
5

APC
Description
Device Costs (Before Fold-in) Reflected in APC Rate
Additional Device Costs Folded into APC Rate
Total Offset for Device Costs

0032
Insertion of Central Venous/Arterial Catheter
$73.79
$279.97


$353.76



0046
Open/Percutaneous Treatment Fracture or Dislocation
NA
$100.29


$100.29



0048
Arthroplasty with Prosthesis
NA
$514.64


$514.64



0057
Bunion Procedures
NA
$162.89


$162.89



0070
Thoracentesis/Lavage Procedures
NA
$26.47


$26.47



0080
Diagnostic Cardiac Catheterization
$164.27


$134.39


$298.66



0081
Non-Coronary Angioplasty or Atherectomy
$307.06
$362.95


$670.01



0082
Coronary Atherectomy
$242.95
$1,214.06


$1,457.01



0083
Coronary Angioplasty
$528.64
$383.31


$911.95



0085
Level II Electrophysiologic Evaluation
NA
$1,578.03


$1,578.03



0086
Ablate Heart Dysrhythm Focus
NA
$1,320.96


$1,320.96



0087
Cardiac Electrophysiologic Recording/Mapping
NA
$1,980.16


$1,980.16



0088
Thrombectomy
$162.72
$261.14


$423.86



0089
Insertion/Replacement of Permanent Pacemaker and Electrodes
$3,175.70
$3,286.36


$6462.06



0090
Insertion/Replacement of Pacemaker Pulse Generator
$2,921.06
$2,123.20


$5,044.26



0094
Resuscitation and Cardioversion
NA
$19.34


$19.34



0103
Miscellaneous Vascular Procedures
NA
$207.18


$207.18



0104
Transcatheter Placement of Intracoronary Stents
$428.16


$1,256.31


$1,684.47



0106
Insertion/Replacement/Repair of Pacemaker and/or Electrodes
$657.59
$1,049.13


$1,706.72



0107
Insertion of Cardioverter-Defibrillator
$6,803.85


$11,099.62


$17,903.47



0108
Insertion/Replacement/Repair of Cardioverter-Defibrillator Leads
$6,940.27


$19,607.20
$26,547.47



0111
Blood Product Exchange
NA
$209.72


$209.72



0115
Cannula/Access Device Procedures
NA
$127.26


$127.26



0117
Chemotherapy Administration by Infusion Only
NA
$30.03


$30.03



0118
Chemotherapy Administration by Both Infusion and Other Technique
NA
$28.50


$28.50



0119
Implantation of Devices
NA
$3,348.98


$3,348.98



0120
Infusion Therapy Except Chemotherapy
NA
$35.12


$35.12



0121
Level I Tube Changes and Repositioning
NA
$6.10


$6.10



0122
Level II Tube Changes and Repositioning
$72.55
$214.82


$287.37



0124
Revision of Implanted Infusion Pump
NA
$3,308.76


$3,308.76



0144
Diagnostic Anoscopy
NA
$128.28


$128.28



0151
Endoscopic Retrograde Cholangio-Pancreatography (ERCP)
$60.92


$0.00
$60.92

0152
Percutaneous Biliary Endoscopic Procedures
$107.61


$0.00
$107.61

0153
Peritoneal and Abdominal Procedures
NA
$41.23


$41.23



0154
Hernia/Hydrocele Procedures
$108.11
$378.73


$486.84



0161
Level II Cystourethroscopy and other Genitourinary Procedures
NA
$11.20


$11.20



0162
Level III Cystourethroscopy and other Genitourinary Procedures
NA
$319.68


$319.68



0163
Level IV Cystourethroscopy and other Genitourinary Procedures
NA
$901.51


$901.51



0179
Urinary Incontinence Procedures
NA
$3,400.90


$3,400.90



0182
Insertion of Penile Prosthesis
$2,238.90
$569.11


$2,808.14



0202
Level VIII Female Reproductive Proc
$505.32
$1,233.41


$1,738.73



0203
Level V Nerve Injections
NA
$420.98


$420.98



0207
Level IV Nerve Injections
NA
$63.63


$63.63



0222
Implantation of Neurological Device
$4,458.57


$9,599.99


$14,058.56



0223
Implantation of Pain Management Device
$421.33


$3,330.14


$3,751.47



0225
Implantation of Neurostimulator Electrodes
$1,182.00


$11,941.06


$13,123.06



0226
Implantation of Drug Infusion Reservoir
NA
$3,363.74


$3,363.74



0227
Implantation of Drug Infusion Device
$3,810.46


$2,395.55


$6,206.01



0229
Transcatherter Placement of Intravascular Shunts
$1,074.41


$842.97


$1,917.38



0246
Cataract Procedures with IOL Insert
$146.82


$0.00
$146.82

0259
Level VI ENT Procedures
$12,407.52
$3,836.13


$16,243.65



0264
Level II Miscellaneous Radiology Procedures
NA
$61.59


$61.59



0312
Radioelement Applications
NA
$5,897.22


$5,897.22



0313
Brachytherapy
NA
$998.23


$998.23



0685
Level III Needle Biopsy/Aspiration Except Bone Marrow
NA
$210.75


$210.75



0686
Level V Skin Repair
NA
$465.77


$465.77



0687
Revision/Removal of Neurostimulator Electrodes
NA
$1,444.65


$1,444.65



0688
Revision/Removal of Neurostimulator Pulse Generator Receiver
NA
$6,238.79


$6,238.79



0692
Electronic Analysis of Neurostimulator Pulse Generators
NA
$644.44


$644.44



As noted above, the estimates of transitional pass-through payments for devices, and of total pass-through payments for all eligible items, have decreased because of the corrections of device costs associated with specific procedures.  After we incorporated 75 percent of the estimated pass-through device costs into the APCs, the remaining estimate of total pass-through payments for CY 2002 is 1.20 billion, which results in a uniform reduction in pass-through payments for 2002 of 63.6 percent. 

During the first quarter of CY 2002, payments to hospitals for outpatient services are based on the rates and Healthcare Common Procedure Coding System (HCPCS) codes that were in effect for CY 2001, and a uniform reduction of transitional pass-through payments does not apply.  Hospitals have thus received the advantage of much higher pass-through payments during the first quarter of CY 2002 than they would have, had we proceeded with implementation of the revised CY 2002 rates and the requisite uniform reduction for services furnished on or after January 1, 2002. 

We are making four revised addenda available.  Revised Addendum A and Addendum D are printed at the end of this preamble. Addendum A shows the corrected relative weights and payment rates, as well as the national unadjusted copayment and minimum unadjusted copayment amounts that are effective April 1, 2002.  Addendum D incorporates several corrections to the payment status indicator addendum that was published on November 30, 2001.  

Revised Addendum B and Addendum C are available on our Web site at http://www.cms.hhs.gov.  Addendum B shows payment rates, weights, APC assignment, and payment status by HCPCS code.  Addendum C lists the HCPCS codes in each APC group.

On December 31, 2001, we published a final rule that delayed the effective date of the payment rates and the uniform reduction to the transitional pass-through payments under the OPPS announced in the November 30, 2001 final rule until no later than April 1, 2002.  We also announced that payment under the OPPS would continue to be made under the payment rates in effect on December 31, 2001, and that we would not apply a uniform reduction to payments for transitional pass-through items.  This final rule implements the revised payment rates in Addendum A effective for services furnished on or after April 1, 2002.  Also, effective for services furnished on or after April 1, 2002, a uniform reduction of 63.6 percent applies to transitional pass-through payments made under the OPPS.  In addition, effective for services furnished on or after April 1, 2002, the threshold for determining outlier payments is when service costs are 3.5 times greater than the applicable APC payment amount.  Also, effective for services furnished on or after April 1, 2002, payment will be made for new 2002 HCPCS codes and modifiers that are payable under the OPPS.

B.  Correction of Technical and Typographical Errors in the Preamble and the Regulations Text of the November 30, 2001 Final Rule


We are correcting the following typographical and technical errors in the preamble and regulations text of the November 30, 2001 final rule.  As we have stated previously, these corrections do not involve any changes in the policies announced in that rule.

1.  On page 59863, in column two, the heading “Level I Nerve Injections (to include Trigger Point, Joint, Other Injections, and Lower Complexity Nerve Blocks)” is corrected to read “Level VI Nerve Injections (APC 204) (to include Trigger Point, Joint, Other Injections, and Lower Complexity Nerve Blocks).”


2.  On page 59863, in column two, the chart that will be under the revised heading (see item 1 above) “Level VI Nerve Injections (APC 204) (to include Trigger Point, Joint, Other Injections, and Lower Complexity Nerve Blocks)” is revised to read:

Reassigned CPT Code from APC 

-------------------------------------------------------------------------------------------------------

27096....................................……………………..............……………………….     (1)

62270.............................………………………………………….......................... 0210 

62272.........................................…………………………………………….......... 0210 

62273…………………………………………....................................................... 0212 

62310-62319...………………………………………............................................ 0212

------------------------------------------------------------------------------------------------------

1 Currently packaged.

3.  On page 59863, in column two, the heading “Level II Nerve Injections (to include Moderate Complexity Nerve Blocks and Epidurals):” is corrected to read “Level III Nerve Injections (APC 206) (to include Moderate Complexity Nerve Blocks and Epidurals):”.

4.  On page 59863, in column two and continuing to the top of column three, the heading “Level III Nerve Injections (to include Moderately High Complexity Epidurals, Facet Blocks, and Disk Injections):” is corrected to read “Level IV Nerve Injections (APC 207) (to include Moderately High Complexity Epidurals, Facet Blocks, and Disk Injections):”.


5.  On page 59863, in column three, the heading “Level IV Nerve Injections (to include High Complexity Lysis of Adhesions, Neurolytic Procedures, Removal of Implantable Pumps and Stimulators):” is corrected to read “Level V Nerve Injections (APC 203) (to include High Complexity Lysis of Adhesions, Neurolytic Procedures, Removal of Implantable Pumps and Stimulators):”.


6.  On page 59868, in column two, the first and second complete sentences beginning at line five from the top of the page are corrected to read “We would note that payment for IMRT planning includes payment for the following CPT codes:  77300, 77336, 77370, 77280-77295, 77305-77321.  The only CPT codes that may be billed in addition to 77301 (IMRT planning) are the CPT codes 77332-77334.” 

7.  On page 59870, in column one, the last sentence is corrected to read “According to our methodology for pricing new technology services, these services will be reassigned to APC 0714, New Technology--Level IX ($1250-$1500), which results in a payment rate of $1,375 with a status indicator of ‘S,’ indicating that the multiple procedure discount is not applied.”

8.  On page 59883, in column two, on line 17 from the top of the page, “G0224,” is corrected to read “G0244.”

9.  On page 59883, in column two, beginning at the bottom of the page and continuing to the top of column three, the list of acceptable diagnosis codes for chest pain is corrected to read as follows:

For Chest Pain:

411.1
Intermediate coronary syndrome

411.81
Coronary occlusion without myocardial infarction

411.0
Postmyocardial infarction syndrome

411.89
Other acute ischemic heart disease

413.0
Angina decubitus

413.1
Prinzmetal angina

413.9 
Other and unspecified angina pectoris

786.05
Shortness of breath

786.50
Chest pain, unspecified

786.51
Precordial pain

786.52
Painful respiration

786.59
Other chest pain

10.  On page 59883, in column three, the list of acceptable diagnosis codes for congestive heart failure is corrected to read as follows:

For Congestive Heart Failure:

391.8 
Other acute rheumatic heart disease 

398.91 
Rheumatic heart failure (congestive) 

402.01 
Malignant hypertensive heart disease with congestive heart failure 

402.11 
Benign hypertensive heart disease with congestive heart failure 

402.91 
Unspecified hypertensive heart disease with congestive heart failure 

404.01 
Malignant hypertensive heart and renal disease with congestive heart failure 

404.03
Malignant hypertensive heart and renal disease with congestive heart and renal failure 

404.11 
Benign hypertensive heart and renal disease with congestive heart failure 

404.13 
Benign hypertensive heart and renal disease with congestive heart and renal failure 

404.91 
Unspecified hypertensive heart and renal disease with congestive heart failure 

404.93 
Unspecified hypertensive heart and renal disease with congestive heart and renal failure 

428.0
Congestive heart failure

428.1
Left heart failure

428.9
Heart failure, unspecified
11. On page 59883, in column three, the second-to-last sentence is corrected to read “For asthma, a peak expiratory flow rate (PEFR) (CPT code 94010), or pulse oximetry (CPT codes 94760 or 94761).”  

12.
We are also making revisions to our regulations under 42 CFR Part 419, specifically §419.32 “Calculation of prospective payment rates for hospital outpatient services,” and §419.62 “Transitional pass-through payments:  General rules.”  At §§419.32(b)(1)(iii) and 419.62(d), we are revising our language to specify that the provisions under these sections are applicable to a portion of CY 2002 and not necessarily the entire year for 2002.

C.  Correction of Technical and Typographical Errors in Addenda A, B, C, and D


Addenda A, B, and D as published in the November 30, 2001 final rule contain a number of typographical and technical errors that do not involve any changes in the policies announced in that rule.  Addenda A and D at the end of this document reflect the corrections of these errors.  Corrected addenda B and C are available on our Web site at http://www.cms.hhs.gov.

1.  Corrections to Addendum A


Table 2, Corrections to Addendum A of the November 30, 2001 final rule, shows the APC listings for which corrections are required.  It provides the data as published in that final rule and the additions and corrections to these data.

TABLE 2--CORRECTIONS TO ADDENDUM A OF THE NOVEMBER 30, 2001 FINAL RULE

CORRECTIONS TO THE LIST OF AMBULATORY CLASSIFICATIONS (APCs) WITH STATUS INDICATORS, RELATIVE WEIGHTS, PAYMENT RATES, AND COPAYMENT AMOUNTS

As Published in the November 30, 2001 Final Rule
Corrections to the November 30, 2001 Final Rule

APC
Group Title
Status Indicator
Relative Weight
Payment Rate
National Unadjusted Copayment 
Minimum Unadjusted Copayment
APC
Group Title
Status Indicator
Relative Weight
Payment

Rate
National Unadjusted Copayment
Minimum Unadjusted Copayment

0097
Cardiac monitoring for 30 days
X
0.84
$42.76
$23.52
$8.55
------
Cardiac and ambulatory blood pressure monitoring
------
------
------
------
------

0339
Observation
X
6.85
$348.69
------
$69.74
------
------
S
------
------
------
------

0352
Level II Injections
X
0.41
$20.87
------
$4.17


------
Level I Injections
------
------
------
------
------

------
------
------

------
------
------
0843
Pegaspargase, singl dose vial
G
-------
$1,225.57
------
$179.74

0903
Cytomegalovirus imm IV/vial
G
------
$370.50
------
$47.58
------
------
------
-------
$638.48
------
$91.40

0931
Factor IX non-recombinant, per iu
G
------
$26.13
------
$3.74
------
------


$0.71
------
$0.09

------
-------
------

------
------
------
1002
Cochlear implant system
H





-------
-------------
----------
-----------
-----------
-----------
-----------
1616
Histrelin acatate, 10 mgs
G
--------------
14.16
----------------
2.03

1624
Sodium Phosphate P32
G
------
$54.34
------
$7.78
------
------
------
------
$81.10
------
------


-------
------

------
------
------
7047
Droperidol/fentanyl inj 
G
------
$6.67
------
$0.95

------
------
------

------
------
------
7052
Somatrem injection 
G
------
$41.90
------
$6.00

7315
Sodium hyaluronate injection, 5mg
G
------
$26.13
------
$3.74
------
Sodium hyaluronate injection, 20mg
------
------
$130.63
------
$18.70


------
------

------
------
------
7316
Sodium hyaluronate injection 5mg
G
------
$26.13
------
$3.74


------
------

------
------
------
0734
Darbepoetin alfa, 1 mcg
G
------
$4.74
------
$0.68


------
------

------
------
------
1775
FDG per dose (4-40 mCi/ml)
G
------
$475.00



$68.00

2. Corrections to Addendum B of the November 30, 2001 Final Rule


Table 3, Corrections to Addendum B of the November 30, 2001 final rule shows the APC assignments for which corrections are required.  It provides the data as published in that final rule and the additions and corrections to these data.

Table 3—CORRECTIONS TO ADDENDUM B OF THE NOVEMBER 30, 2001 FINAL RULE

TABLE 3 -- CORRECTIONS TO ADDENDUM B.—PAYMENT BY HCPCS CODE AND RELATED INFORMATION CALENDAR YEAR 2002

As Published in the in the November 30, 2001 Final Rule
Corrections to the November 30, 2001 Final Rule

CPT/

HCPCS
Status Indicator
Description
APC
Payment Rate
National Unadjusted Copayment
Minimum Unadjusted Copayment
CPT/

HCPCS
Status Indicator
Description
APC
Payment Rate
National Unadjusted Copayment
Minimum Unadjusted Copayment

47382
T
Percut ablate liver rf
0152
$821.08
$207.38
$164.22
------
T
------
0980
$1,875.00
------
$375.00

48511
S
Drain pancreatic pseudocyst
0005
$205.14
------
$41.03
------
T
------
0005
------
------
------

50021
S
Renal abscess, percut drain
0005
$205.14
------
$41.03
------
T
------
------
------
------
------

61793
S
Focus radiation beam
0302
$568.09
------
$113.62
------
E
------
------
------
------
------

62355
T
Remove spinal canal catheter
0105
$751.34
------
$150.27
------
------
------
0203
------
------
------

62365
T
Remove spine infusion device
0105
$751.34
------
$150.27
------
------
------
0203
------
------
------

64614
T
Destroy nerve, extrem musc
0206


$182.75
------
$36.55
------
------
------
0204
------
------
------

76873
N
Echograp trans r, pros study
------
------
------
------
------
S
------
0266
------
------
------

93786
E
Ambulatory BP recording
------
------
------
------
------
X
------
097
------
------
------

96000
T
Motion analysis, video/3d
0972
$150.00
------
$30.00
------
S
------
0708
------
------
------

96001
T
Motion test w/ft press meas
0972
$150.00
------
$30.00
------
S
------
0708
------
------
------

96002
T
Dynamic surface emg
0972
$150.00
------
$30.00
------
S
------
0708
------
------
------

96003
T
Dynamic fine wire emg
0972
$150.00
------
$30.00
------
S
------
0708
------
------
------

C1300
T
Hyperbaric oxygen
0971
$75.00
------
$15.00
------
S
------
0707
$75.00
------
$15.00

------
------
------
------
------
------
------
C1774
G
Non esrd darbepoetin alfa
0734
$4.74
------
$0.68








C1775
G
FDG, per dose (4-40 mCi/ml)
1775
$475.00
------
$68.00

G0210
S
PET img wholebody dx lung ca
0712
$875.00
------
$175.00
------

PET img WhBD ring dxlung ca
0714
$1,375.00
------
$275.00

G0211
S
PET img wholebody init lung
0712
$875.00
------
$175.00
------

PET img WhBD ring init lung
0714
$1,375.00
------
$275.00

G0212
S
PET img wholebod restag lung
0712
$875.00
------
$175.00
------

PET img WhBD ring restag lun
0714
$1,375.00
------
$275.00

G0213
S
PET img wholebody dx colorec
0712
$875.00
------
$175.00
------

PET img WhBD ring dx colorec
0714
$1,375.00
------
$275.00

G0214
S
PET img wholebod init colore
0712
$875.00
------
$175.00
------

PET img WhBD ring init colore
0714
$1,375.00
------
$275.00

G0215
S
PETimg wholebod restag colre
0712
$875.00
------
$175.00
------

PET img whbd restag col
0714
$1,375.00
------
$275.00

G0216
S
PET img wholebod dx melanoma
0712
$875.00
------
$175.00
------

PET img WhBD ring dx melanom
0714
$1,375.00
------
$275.00

G0217
S
PET img wholebod init melano
0712
$875.00
------
$175.00
------

PET img WhBD ring init melan
0714
$1,375.00
------
$275.00

G0218
S
PET img wholebod restag mela
0712
$875.00
------
$175.00
------

PET img WhBD ring restag mel
0714
$1,375.00
------
$275.00

G0219
S
PET img wholbod melano nonco
0712
$875.00
------
$175.00
------
E
PET img WhBD ring noncov ind
------
------
------
------

G0220
S
PET img wholebod dx lymphoma
0712
$875.00
------
$175.00
------

PET img WhBD ring dx lymphom
0714
$1,375.00
------
$275.00

G0221
S
PET imag wholbod init lympho
0712
$875.00
------
$175.00
------

PET img WhBD ring init lymph
0714
$1,375.00
------
$275.00

G0222
S
PET imag wholbod resta lymph
0712
$875.00
------
$175.00
------

PET img WhBD ring resta lymp
0714
$1,375.00
------
$275.00

G0223
S
PET imag wholbod reg dx head
0712
$875.00
------
$175.00
------

PET imag WhBD reg ring dx head
0714
$1,375.00
------
$275.00

G0224
S
PET imag wholbod reg ini hea
0712
$875.00
------
$175.00
------

PET img WhBD reg ring ini hea
0714
$1,375.00
------
$275.00

G0225
S
PET whol restag headneck onl
0712
$875.00
------
$175.00
------

PET img WhBD ring restag hea
0714
$1,375.00
------
$275.00

G0226
S
PET img wholbody dx esophagl
0712
$875.00
------
$175.00
------

PET img WhBD dx esophag
0714
$1,375.00
------
$275.00

G0227
S
PET img wholbod ini esophage
0712
$875.00
------
$175.00
------

PET img whbd ini esopha
0714
$1,375.00
------
275.00

G0228
S
PET img wholbod restg esopha
0712
$875.00
------
$175.00
------

Pet img WhBD ring restg esop
0714
$1,375.00
------
$275.00

G0229
S
PET img metabolic brain pres
0712
$875.00
------
$175.00
------

PET img metabolic brain ring
0714
$1,375.00
------
$275.00

G0230
S
PET myocard viability post s
0712
$875.00
------
$175.00
------

Pet myocard viability ring
0714
$1,375.00
------
$275.00

G0231
S
PET WhBD colorec; gamma cam
0712
$875.00
------
$175.00
------

------
0714
$1,375.00
------
$275.00

G0232
S
PET WhBD lymphoma; gamma cam
0712
$875.00
------
$175.00
------

------
0714
$1,375.00
------
$275.00

G0233
S
PET WhBD melanoma; gamma cam
0712
$875.00
------
$175.00
------

------
0714
$1,375.00
------
$275.00

G0234
S
PET WhBD pulm nod; gamma cam
0712
$875.00
------
$175.00
------

------
0714
$1,375.00
------
$275.00

G0244
X
Observ care by facility topt
0339
$348.69
------
$69.74
------
S
------
------
------
------
------

J0850
G
Cytomegalovirus imm IV /vial
0903
$370.50
------
$47.58
------

------
------
$638.48
------
$91.40

J1810
E
Droperidol/fentanyl inj, up to 2 ml
------
------
------
------
------
G
------
7047
$6.67
------
$0.95

J2940
G
Somatrem injection
7033
$209.48
------
$29.99
------
G
------
7052
$41.90

$6.00

J7193
G
Factor IX non-recombinant
0931
$26.13
------
$3.74
------

------
------
$0.71

$0.09

J7315
D
Sodium hyaluronate injection
7315
$26.13
------
$3.74
------

------
------
$130.63

$18.70

J7316
G
Sodium hyaluronate injection
7315
$26.13
------
$3.74
------

------
7316
$26.13

$3.74

J9266
E
Pegaspargase/singl dose vial
------
------
------
------
------
G
------
0843
$1,225.57
------
$179.74

L2102
A
Afo tibial fx cast plstr mol
------
------
------
------
------
E
------
------
------
------
------

L2104
A
Afo tib fx cast synthetic mo
------
------
------
------
------
E
------
------
------
------
------

L2122
A
Kafo fem fx cast plaster mol
------
------
------
------
------
E
------
------
------
------
------

L2124
A
Kafo fem fx cast synthet mol
------
------
------
------
------
E
------
------
------
------
------

L3760
E
EO withjoint, Prefabricated
------
------
------
------
------
A
------
------
------
------
------

L8614
E
Cochlear device/system
------
------
------
------
------
H
------
1002
------
------
------

Q0081
D
Infusion ther other than che
0120
$156.78
------
$31.36
------
T
------
------
------
------
------

Q0086
D
Physical therapy evaluation/
------
------
$42.67
------
------
A
------
------
------
------
------

Q0160
D
Factor IX non-recombinant
0931
$26.13
------
$3.74
------

------
------
$0.71

$0.09

Q2020
E
Histrelin acetate, 10 mg
------
------
------
------
------
G
------
1616
$14.16
------
$2.03

Q3007
G
Sodium Phosphate P32
1624
$54.34
------
$7.78
------

------
------
$81.10
------
$11.61

Q3017
A
Ambsrv, ALS assmt, no other a/s
------
------
------
------
------
E
------
------
------
------
------

------
------
------
------
------
------
------
Q3019
A
ALS emer trans no ALS service
------
------
------
------

------
------
------
------
------
------
------
Q3020
A
ALS nonemer trans no als service
------
------
------
------

3.  Corrections to Addendum D of the November 30, 2001 Final Rule


On page 60091, there are two corrections to Addendum D as published in the November 30, 2001 final rule.  

a.  Under the status column for Screening Mammography, “Lower of Charges or National Rate” is revised to read “Physician Fee Schedule.”

b.  We are adding a status indicator that was inadvertently omitted.  In the indicator column we are adding, where it should appear alphabetically, status indicator “D”,  “Deleted Code” under the service column, and “Codes Are Deleted Effective with the Beginning of the Calendar Year” under the status column.  

III. Waiver of Notice of Proposed Rulemaking

We ordinarily publish a notice of proposed rulemaking in the Federal Register and invite public comment on the proposed rule.  The notice of proposed rulemaking includes a reference to the legal authority under which the rule is proposed, and the terms and substances of the proposed rule or a description of the subjects and issues involved.  This procedure can be waived, however, if an agency finds good cause that a notice-and-comment procedure is impracticable, unnecessary, or contrary to the public interest and incorporates a statement of the finding and its reasons in the rule issued.  The rates in this final rule incorporate the correction of errors that were identified in connection with the rates published in the November 30, 2001 final rule. 


We find that it is in the general public interest to proceed with implementing the corrected rates without proposed rulemaking and public comment. The delay in implementing the 2002 rates was necessary to correct identified inadvertent technical errors and to allow us to review our data files to ensure that other errors could also be identified and corrected. As a matter of good public policy, we do not believe that the necessary delay in implementing the CY 2002 OPPS rates should result in continued uncertainty among hospitals, beneficiaries, and others regarding CY 2002 payment rates for OPPS services.  The public is expecting the corrected OPPS update for CY 2002 to be made effective no later than April 1, 2002.  Thus, there is an urgent need, effective for services furnished on or after April 1, 2002, to implement the corrected rate update and new 2002 HCPCS codes for Medicare payments under the OPPS.  There is not sufficient time to provide notice of proposed rulemaking without further delaying the effective date of the rates.  Therefore, we find that it is contrary to the public interest to continue to delay the effective date of the rates.

IV.  Collection of Information Requirements


This document does not impose information collection and record-keeping requirements.  Consequently, the Office of Management and Budget need not review it under the authority of the Paperwork Reduction Act of 1995.

V.  Regulatory Impact Statement 

We have examined the impacts of this rule as required by Executive Order 12866 (September 1993, Regulatory Planning and Review) and the Regulatory Flexibility Act (RFA) (September 19, 1980 Pub. L. 96-354).  Executive Order 12866 directs agencies to assess all costs and benefits of available regulatory alternatives and, if regulation is necessary, to select regulatory approaches that maximize net benefits (including potential economic, environmental, public health and safety effects, distributive impacts, and equity).  A regulatory impact analysis (RIA) must be prepared for major rules with economically significant effects ($100 million or more annually).  

As discussed above in this preamble, this final rule corrects inadvertent technical errors in the November 30, 2001 final rule that implemented the CY 2002 payments for the hospital OPPS.  We note that the November 30, 2001 final rule was not a major rule.  As we also discussed above in the preamble, this final rule corrects the estimate of the transitional pass-through payments for CY 2002 and the resulting uniform reduction that is required for that year, the median costs for several APCs, the scalar used to adjust the relative payment weights for the effects of recalibration, and device cost assignment to device-related APCs.  We also note that on November 2, 2001, we published a final rule that announced the updated conversion factor for payments under the OPPS (66 FR 55857).

The RFA requires agencies to analyze options for regulatory relief of small businesses.  For purposes of the RFA, small entities include small businesses, nonprofit organizations, and government agencies.  Most hospitals and most other providers and suppliers are small entities, either by nonprofit status or by having revenues between $5 million and $25 million (for details see the Small Business Administration’s final rule that set forth size standards for health care industries at 65 FR 69432).  Individuals and States are not included in the definition of a small entity.

In addition, section 1102(b) of the Act requires us to prepare a regulatory impact analysis for any final rule that may have a significant impact on the operations of a substantial number of small rural hospitals.  Such an analysis must conform to the provisions of section 604 of the RFA.  With the exception of hospitals located in certain New England counties, for purposes of section 1102(b) of the Act, we define a small rural hospital as a hospital with not more than 100 beds that is located outside of a Metropolitan Statistical Area (MSA) or New England County Metropolitan Area (NECMA).  Section 601(g) of the Social Security Amendments of 1983 (Pub. L. 98‑21) designated hospitals in certain New England counties as belonging to the adjacent NECMA.  Thus, for purposes of the PPS, we classify these hospitals as urban hospitals.  See the November 30, 2001 final rule for the regulatory impact analysis related to the updated CY 2002 hospital OPPS payments.

Section 202 of the Unfunded Mandates Reform Act of 1995 also requires that agencies assess anticipated costs and benefits before issuing any rule that may result in an expenditure in any 1 year by State, local, or tribal governments, in the aggregate, or by the private sector, of $110 million.  This final rule will not have a significant economic effect on these governments or the private sector.

Executive Order 13132 establishes certain requirements that an agency must meet when it promulgates a final rule that imposes substantial direct compliance costs on State and local governments, preempts State law, or otherwise has Federalism implications.  This final rule will not have a substantial effect on States or local governments.
Because the November 30, 2001 final rule includes the relevant impact analysis for the changes to the hospital OPPS, we are not preparing analyses for either the RFA or section 1102(b) of the Act. 

In accordance with the provisions of Executive Order 12866, this regulation was reviewed by the Office of Management and Budget.
List of Subjects 42 CFR Part 419

Hospitals, Medicare, Reporting and recordkeeping requirements.

For the reasons set forth in the preamble, 42 CFR part 419 is corrected by making the following correcting amendments:

PART 419--PROSPECTIVE PAYMENT SYSTEM FOR HOSPITAL OUTPATIENT DEPARTMENT SERVICES

1.  The authority citation continues to read as follows:

Authority: Secs. 1102, 1833(t), and 1871 of the Social Security Act (42 U.S.C. 1302, 1395l(t), and 1395hh).

§419.32 [Corrected]


2.  In §419.32, paragraph (b)(1)(iii) is corrected by removing the phrase “For calendar year 2002,” and adding in its place the phrase “For the portion of calendar year 2002 that is affected by these rules,”.

§419.62 [Corrected]


3.  In §419.62, paragraph (d) is corrected by removing the phrase “For CY 2002” and adding in its place “For the portion of CY 2002 affected by these rules,”.

Catalog of Federal Domestic Assistance Program No. 93.773, Medicare--Hospital Insurance; and Program No. 93.774, Medicare‑‑Supplementary Medical Insurance Program)

Dated:  ___________________________







__________________________________

Thomas A. Scully,

Administrator, Centers for Medicare & Medicaid Services.
Approved:  _________________________
__________________________________

Tommy G. Thompson,

Secretary.
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