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September 8, 2015 

Andrew M. Slavitt  

Acting Administrator   

Centers for Medicare & Medicaid Services  

Hubert H. Humphrey Building  

200 Independence Avenue, SW, Room 445-G 

Washington, DC 20201 

RE:  CY 2016 Revisions to Payment Policies under the Physician Fee Schedule 

and Other Revisions to Medicare Part B (CMS-1631-P) 

**Submitted electronically via 
https://www.federalregister.gov/articles/2015/07/15/2015-16875/medicare-program-revisions-to-payment-

policies-under-the-physician-fee-schedule-and-other-
revisions?utm_campaign=subscription+mailing+list&utm_medium=email&utm_source=federalregister.gov 

and by email to Andy.Slavitt@cms.hhs.gov** 

Dear Mr. Slavitt: 

The Society for Cardiovascular Angiography and Interventions (SCAI) is a 4,000 

member medical society that is the professional home for the entire 

interventional cardiac catheterization team. Founded in 1978 by the pioneers of 

this field, the Society’s mission is to transform cardiovascular care and to 

improve heart health in the U.S. and around the world. SCAI is a leader in the 

formation of health policy, standards, and guidelines. SCAI partners on national 

registries to measure and improve care, provide professional medical education, 

disseminate cardiovascular research, and bestow credentials upon cardiovascular 

specialists who meet stringent qualifications. 

SCAI, having reviewed the “CY 2016 Revisions to Payment Policies under the 

Physician Fee Schedule and Other Revisions to Medicare Part B (CMS-1631-

P),” offers the following comments: 

Appropriate Use Criteria for Advanced Imaging Services 

Appropriate Use Criteria (AUC) are well-intended efforts on the part of 

physicians to guide the profession as physicians strive to do the right things for 

the right reasons. SCAI believes that physician input in helping the Agency 

develop sound policy is critical to the welfare of our patients. SCAI has extensive 

in-depth AUC experience. SCAI endorsed its first AUC expert consensus 

statement in 2007 with a total of eleven published to-date.1 First published in 

1 http://www.scai.org/Guidelines/default.aspx 
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2011, the SCAI Quality Improvement Tool Kit2 (SCAI QIT) initiative has exemplified the 

commitment of interventional cardiologists to continuous quality improvement that offers the 

best possible patient care. In 2012, SCAI released the first real-time decision support tool (the 

Coronary Revascularization AUC App3) that can be used at the bedside for more informed 

discussions with patients, in the cath lab, and in the office before referring patients for 

procedures. This easy-to-use App transforms a 25 page AUC clinical document into simple 

dropdown menus and, with just a few selections, provides real-time information. 

SCAI believes the best approach to implementing AUC is one that is diligent, maximizes the 

opportunity for public comment and stakeholder engagement, and allows for adequate advance 

notice to physicians and practitioners, beneficiaries, AUC developers, and clinical decision 

support mechanism developers (i.e., Apps, other). SCAI supports educating patient and their 

families, all healthcare providers, payers, regulators, and all outside parties on the correct use of 

AUC in its application to individual patients. It is critical that all stakeholders understand 

that AUC are intended to serve a broad patient population and cannot be applied 

uniformly to each individual patient.  In particular, payers must be cautioned not to use 

AUC as a sole method to determine coverage. It is for these reasons that the Agency should 

proceed using a stepwise approach, adopted through rulemaking, to first define and lay out the 

process for the Medicare AUC program. 

SCAI appreciates CMS’ effort to lay out a foundation for this complex new requirement. As a 

first step in the implementation of a provision in the Protecting Access to Medicare Act of 2014 

(PAMA) that will require physicians to consult AUC prior to ordering certain services, CMS has 

laid out the ground rules it will use to choose which AUC sets could be used to meet the 

requirement.  CMS has considerable latitude in determining what conditions and for which 

modalities consultation will be required. The proposed rule suggests that the Agency will take a 

flexible approach to choose between competing sets of AUC and clinical decision support 

mechanisms. The specific criteria, clinical decision support mechanisms that incorporate the 

criteria, and the rules surrounding how physicians choose, document, and use AUC products will 

be taken up in the 2017 rulemaking process. However, only a narrow list of AUC would be 

approved for the purpose of identifying outlier physicians who would be required to get prior 

authorization effective January 1, 2020. CMS intends to base outlier identification on a narrow 

set of conditions where there is wide agreement on clinically appropriate treatments. 

SCAI strongly opposes using AUC for withholding payment for services provided. AUC are 

designed to help ensure that the best information is available for clinical decision making and to 

help support appropriate choices by physicians and their patients, in the context of good clinical 

judgement and patient preferences. AUC are developed to identify common clinical scenarios 

but they cannot possibly include every patient presentation, clinical scenario, or set of 

patient preferences. 

2 http://www.scai.org/QIT/default.aspx 
3 http://scaiaucapp.org/auc_welcome 
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SCAI supports the intent to define a “provider-led entity” as these are organizations that have the 

opportunity to become qualified to develop, modify, or endorse specified AUC. The proposed 

definition would include national professional medical societies or an organization that is 

comprised primarily of providers and is actively engaged in the practice and delivery of 

healthcare (e.g., hospitals and healthcare systems). SCAI urges CMS to explicitly define a 

provider-led entity as an organization consisting of practicing physicians in the field to 

which the AUC will apply. This would help resolve the concern that insurers would not qualify 

as a provider-led entity. Additionally, AUC developed by such provider-led entities would be 

restricted to use by those entities alone and not be applicable to patients cared for outside such 

networks.  AUC, derived by a recognized coalition of national professional medical societies, 

could be used more broadly. 

SCAI supports the proposal to qualify AUC developers and endorsers rather than 

qualifying each individual AUC set. Provider-led organizations that use processes meeting 

certain requirements and want to be recognized as qualified provider-led entities may apply to 

CMS. A provider-led entity is not considered qualified until CMS makes a determination via the 

qualification process discussed in this proposal.  

SCAI believes that the qualification process to select an AUC developer is an important 

opportunity by the public to address concerns about an AUC developer’s methodology. An 

AUC developer’s methodology needs to be transparent in how it assures wide agreement on 

clinically appropriate treatments by all participating societies, including a process when one or 

more participating medical societies do not endorse AUC. In specific circumstances, one or more 

of the participating medical societies may choose, after full review of the process, to not endorse 

AUC for a particular condition for a number of valid reasons. The AUC process could have an 

overly broad scope, too few panel members with sufficient expertise, perceived bias of the 

selected panelists, and unnecessary restrictions on full peer review and adequate consideration of 

all external comments by known experts of the proposed AUC as part of their methodology. As a 

result, non-endorsers may continue to support previously endorsed AUC. SCAI recommends 

that any qualified AUC developer be required to name participating medical societies that 

didn’t endorse and their reasons as a matter of transparency. This information would be 

used in assessing a qualified AUC developer at a future date.  

The proposed rule states that applications to be a qualified provider entity include the following: 

“AUC development led by at least one multidisciplinary team with autonomous 

governance. At a minimum, the team must be composed of three members including one 

with expertise in the clinical topic related to the criterion and one with expertise in 

imaging studies related to the criterion. CMS encourages such teams to be larger, and 

include experts in each of the following domains: statistical analysis (such as biostatics, 

epidemiology, and applied mathematics); clinical trial design; medical informatics; and 

quality improvement. A given team member may be the team’s expert in more than one 



Andrew M. Slavitt  

September, 8, 2015 

Page 4 of 8 

domain. These experts should contribute substantial work to the development of the 

criterion, not simply review the team’s work.” 

SCAI cannot support the proposed application criteria to qualify as an AUC developer. 

SCAI believes that a minimum panel of three physicians, as stated in the proposed rule, does not 

offer the required diversity of opinions to debate the evidence and develop AUC. The 

methodology should explicitly state that only experts qualified in the field should provide 

voting input and that while oversight and comment may be appropriate for those who 

don’t provide the services regularly, final decisions regarding appropriateness should be 

made by active practitioners. For example, a panel should include physicians that rely on those 

imaging studies to make their clinical decisions on appropriateness for their procedures. Those 

physicians would understand when imaging studies are not available (e.g., on weekends or at 

night) or recognize patient preferences to avoid significant radiation exposure or lengthy 

procedures despite marginally better outcomes of alternative options. These perspectives are vital 

in assessing the evidence to determine AUC. We do not believe that patients or consumers 

should be on the panel since the technical aspects of assessing evidence would inevitably result 

in “simply reviewing the team’s work.”  

SCAI supports the concept to allow hospitals and healthcare systems to have the opportunity to 

become qualified to develop, modify, or endorse specified AUC. Hospitals and healthcare 

systems are already required to reduce readmissions and meet performance criteria to avoid 

penalties. These institutions may need to adapt AUC to local circumstances (e.g., urban, rural) 

and populations while also ensuring a rigorous process for doing so. 

We also urge CMS to require an annual requalification of AUC developers instead of every 

six years (as stated in the proposed rule) as Medicare patients rely on robust monitoring of 

qualified entities. Future proposed rules can elongate the requalification timeframe. 

Determination of Practice Expense (PE) Relative Value Units (RVUs)/Practice Expense 

Methodology/Indirect Practice Expense per Hour Data – Crosswalking Interventional 

Cardiology to Cardiology 

SCAI supports CMS proposal to use a proxy PE/HR for interventional cardiology by 

crosswalking to the PE/HR for Cardiology. We also respectfully request that CMS update the 

taxonomy code table (found at http://www.cms.gov/Medicare/Provider-Enrollment-and-

Certification/MedicareProviderSupEnroll/Downloads/TaxonomyCrosswalk.pdf) to reflect 

Interventional Cardiology as a primary specialty or, at minimum, the taxonomy table should be 

updated to crosswalk Interventional Cardiology to Cardiology, NOT to Internal Medicine.   

Currently, per the CMS Website,  the provider taxonomy code for interventional cardiology 

(207RI0011X - Allopathic & Osteopathic Physicians/Internal Medicine, Interventional 

Cardiology) is being cross-walked to MEDICARE SPECIALTY CODE – 11 Physician/Internal 

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/Downloads/TaxonomyCrosswalk.pdf
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/Downloads/TaxonomyCrosswalk.pdf
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Medicine. We believe the provider taxonomy code for interventional cardiology (207RI0011X - 

Allopathic & Osteopathic Physicians/Internal Medicine, Interventional Cardiology), if not 

recognized in its own right, should at minimum be crosswalked to MEDICARE SPECIALTY 

CODE – 06 Physician/Cardiovascular Disease (Cardiology) (207RC0000X).  

We also seek guidance from CMS regarding how taxonomy codes are being used by CMS 

regarding the calculation of utilization data. We have concern that taxonomy codes and the 

existing crosswalk are being used in the calculation of utilization data for physician services. In 

recent years, we’ve been seeing what we considered to be a bit of “noise” (errors in the data) in 

the AMA RUC database’s Medicare specialty utilization percentages for many of the 

interventional cardiology procedure codes. Many of these codes are showing data that these 

codes have been utilized by “internal medicine”. However, internists without specialized training 

would NEVER perform any of these procedures.    

Prior to 2015, when interventional cardiology was granted a distinct Medicare Specialty Code – 

“C3” (see, http://www.cms.gov/outreach-and-education/medicare-learning-network-

mln/mlnmattersarticles/downloads/mm8812.pdf), many interventional cardiologist may have 

registered using the taxonomy code 207RC0000X (Allopathic & Osteopathic Physicians/Internal 

Medicine, Cardiovascular Disease). However, some may have registered using the more specific 

taxonomy code 207RI0011X (Allopathic & Osteopathic Physicians/Internal Medicine, 

Interventional Cardiology). Per the taxonomy table 207RI0011X (Allopathic & Osteopathic 

Physicians/Internal Medicine, Interventional Cardiology) is crosswalked to MEDICARE 

SPECIALTY CODE – 11 Physician/Internal Medicine.  

Also, in the 2015 MPFS proposed rule, we saw unexplained significant reductions in the PLI 

RVUs for many interventional cardiology codes. We sent inquiry to Kathy Bryant at the time 

seeking an explanation for this unexpected, disproportional reduction and she stated it was 

believed to be due to a shift in the provider types performing these services with more 

internal medicine providers now reporting these codes. We tried to explain that this was not a 

logical explanation, as internal medicine providers do NOT provide these services as they do not 

have the necessary training to perform interventional cardiology procedures. However, if CMS 

used taxonomy codes in the development of utilization the erroneous crosswalk of interventional 

cardiology to internal medicine could have a negative impact.   

SCAI supports CMS proposal to use a proxy PE/HR for interventional cardiology by 

crosswalking to the PE/HR for Cardiology. We also respectfully request that CMS update the 

taxonomy code table to reflect Interventional Cardiology as a primary specialty or, at 

minimum the taxonomy table should be updated to crosswalk Interventional Cardiology to 

Cardiology, NOT to Internal Medicine.   

http://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnmattersarticles/downloads/mm8812.pdf
http://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnmattersarticles/downloads/mm8812.pdf
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CY2016 Refinement Panel Proposal 

CMS is proposing to “to permanently eliminate the refinement panel and instead publish the 

proposed rates for all interim final codes in the PFS proposed rule for the subsequent year.” 

SCAI does not find these two actions intertwined. While we strongly support CMS publishing 

proposed rates for all interim final codes in the PFS proposed rule for the subsequent year, we do 

NOT support permanently eliminating the refinement panel process. While we appreciate that 

stakeholders will have opportunity to comment, the submission of comments does not provide 

the same interactive discussion and consideration of issues and concerns that the refinement 

panel process provides. SCAI urges CMS to enhance the refinement panel process to provide 

stakeholders with an additional level of appeal. The goal should be to have the most accurate 

values established under the Medicare Physician Fee Schedule. The potential ramifications to 

patient access that can occur from either the over-valuation or the under-valuation of procedures 

and services is too serious to deny an appropriate due process. The idea that stakeholders have 

two chances to “speak their piece” and then the discussion is finalized seems inappropriate.  

SCAI urges CMS to retain and perhaps even enhance the refinement panel process. 

Valuing Services That Include Moderate Sedation as an Inherent Part of Furnishing the 

Procedure 

SCAI strongly opposes CMS’s “one size fits all” approach to addressing the Appendix G codes 

for which moderate sedation is supposed to be inherent. We are aware that CMS identified codes 

contained in Appendix G for which there is claim data supporting a change in clinical practice 

with moderate (conscious) sedation no longer being inherent. However, there remains a 

significant number of codes in Appendix G for which there is claims data clearly indicating that 

moderate (conscious) sedation is inherent. We do not believe providers of those services for 

which there is existing claims data supporting the inherent nature of moderate (conscious) 

sedation should be unduly burdened with the administrative burden and costs associated with the 

separate reporting of this inherent aspect of physician work.  

We ask CMS to focus only on those codes of specific concern for which they have claims data 

showing that anesthesia is being commonly separately reported. We do not believe there should 

be a uniform approach to all the codes in Appendix G. Rather, we urge CMS to conduct periodic 

screening of the claims data for the codes in Appendix G and if they discover any change in 

practice patterns in regards to the separate reporting of anesthesia services, then and only then, 

should they refer those codes to the RUC as being potentially misvalued. Those codes should be 

afforded the same process as other misvalued codes, which allow societies to submit an Action 

Plan for addressing concerns regarding the specific codes valuation.  

For those codes for which claims data supports moderate sedation as inherent, we see no benefit 

to unbundling the value for the work of moderate sedation. Requiring the separate billing of 
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moderate sedation, when data clearly supports it is an inherent aspect of the procedure, is an 

unnecessary expenditure of time, effort and resources. There would be three times the data entry 

burden to bill for same session, same day services that were previously reported using just one 

code. MACs would be unnecessarily burdened with processing three line-item claims, for which 

there was previously one claim with one line-item. 

As the majority of the codes on the Appendix G list for which moderate sedation is inherent are 

believed to have intra-service time in excess of 15 minutes, this would trigger the reporting of 

the moderate sedation add-on code in multiples. Few providers have billing systems that support 

the automated calculation of time-based procedures, relegating the calculation that will be 

required to accurately report moderate (conscious) sedation separately to a manual task, fraught 

with potential human error. There is no assurance that the new proposed moderate (conscious) 

sedation codes will be recognized by non-Medicare insurance carriers. The result for providers 

would be significant increases in administrative and billing costs, and the likely loss of 

reimbursement for the moderate sedation services that are performed and at present are fairly 

compensated under the current system.   

For some of the implicated codes, there may be valid explanation for this unexpected claims 

data. For example, the add-on code, 93462 [used to report - Left heart catheterization by 

transseptal puncture through intact septum or by transapical puncture (List separately in 

addition to code for primary procedure)] has claim data showing anesthesia was reported 

separately 69% of the time. However, this is an ADD-ON code for which no pre-service in 

regards to the administration of moderate (conscious) sedation would have been considered in 

its’ valuation. Additionally, it was initially created and valued to be reported in conjunction with 

base codes for which there is claims data supporting moderate (conscious) sedation is inherent. 

Also, there has been recent revision of some of the more intensive base procedures with which 

this add-on code is reported. Several of the base codes have been revised to bundle the 

transseptal puncture work into the base code and this add-on code is no longer additionally 

reportable with those services – those are the services that would be the most likely to be 

performed with another provider performing anesthesia. We believe that if more recent claims 

data were examined, it would find that anesthesia is no longer commonly being reported by 

another provider for this add-on code. It is believed this code should be retained in the Appendix 

G and it provides an example of the type of review that should be taken before deleting any of 

the add-on codes from Appendix G.   

We urge CMS to only address those Appendix G codes for which there is claims data showing 

the typical, separate reporting of anesthesia by another provider. One size does not fit all. The 

separate reporting of inherent moderate sedation would represent a significant unnecessary 

administrative burden to providers and Medicare Administrative Contractors, fraught with the 

potential for significant error.  

SCAI appreciates the opportunity to provide comment to CMS on issues of high interest to the 

interventional cardiology community contained in the “CY 2016 Revisions to Payment Policies 
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under the Physician Fee Schedule and Other Revisions to Medicare Part B (CMS-1631-P)”. If 

SCAI can be of any assistance as CMS continues to consider and review these issues, please do 

not hesitate to contact Mr. Joel C. Harder, Director of Clinical Documents & Quality Initiatives 

at (202) 552-0910 or jharder@scai.org with any questions pertaining to AUC issues. For all other 

issues, Mrs. Dawn R. Gray (Hopkins), Director of Reimbursement & Regulatory Affairs at (800) 

253-4636, ext. 510 or dgray@scai.org.

Sincerely, 

Kenneth Rosenfield, MD, MS, MSCAI 

SCAI President-Elect, 2015-2016 

CC: Lindsey Baldwin, CMS 

Gail Addis, CMS 

Chava Sheffield, CMS 

Jessica Bruton, CMS 

Shantanu Agrawal, MD, CMS 

Zebeen Chong, CMS 

Roberta Epps, CMS 

Lisa K. Olson, PhD, SCAI 

Peter L. Duffy, MD, FSCAI 

Osvaldo S. Gigliotti, MD, FSCAI 

Clifford J. Kavinsky, MD, FSCAI 

Art C. Lee, MD, FSCAI 

Wayne Powell, SCAI 

Joe Harder, SCAI 

Dawn R. Gray (Hopkins)  
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