
  
 
 
 
September 2, 2016 
 
Mr. Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Hubert H. Humphrey Building  
200 Independence Avenue, S.W., Room 445-G  
Washington, DC 20201  
 
Attention: CMS–1654–P 
 
Dear Mr. Slavitt, 
 
We appreciate the opportunity to provide comments in response to the 
MPFS proposed rule; Revisions to Payment Policies under the 
Physician Fee Schedule and Other Revisions to Part B for CY 2016 
Proposed Rule (42 CFR Parts 405, 410, 411, et al.) which was published 
in the Federal Register (Vol. 81, No. 136) on July 15, 2016.  
 
The following comments are being submitted by the Provider 
Roundtable (PRT). The Provider Roundtable (PRT) includes 
representatives from 14 different health systems, with more than 300 
hospitals, serving patients in 35 states. PRT members are employees of 
hospital organizations that include various types of hospitals and 
physician practices. As such, we have financial interest in fair and 
proper payment for services under Medicare, but do not have any 
specific financial relationship with vendors.  
 
The members collaborated to provide substantive comments with an 
operational focus that we hope CMS staff will consider during the 
annual policymaking process. A full list of the current PRT members is 
provided in Attachment A. 
  
Please feel free if at any time you have questions or concerns to contact me at 
765-298-2110 or via email at: Terri.Rinker@ecommunity.com  
 
Sincerely,  
 
 
Terri Rinker, MT (ASCP), MHA (Chair) 
PRT Chair and  
Revenue Cycle Director 
Community Hospital Anderson 
Anderson, IN  
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Evaluative Procedures for Physical Therapy and Occupational Therapy 
 
Potentially Misvalued Services Under the Physician Fee Schedule 
 
The 2017 Proposed Rule revises coding for evaluations performed by Physical Therapists (PT) 
and Occupational Therapists (OT) by eliminating the four CPT codes currently in use (i.e., initial 
evaluation for physical therapy, initial evaluation for occupational therapy, follow-up evaluation 
for physical therapy, and follow-up evaluation for occupational therapy). CMS proposes to 
replace these existing codes with eight new codes that are more specific in their descriptors and 
that better stratify the complexity of the evaluations. 
 
At the same time, CMS proposes to utilize its authority in Section 220(f) of the Protecting 
Access to Medicare Act (PAMA) to authorize the Secretary to determine RVUs for groups of 
services rather than at the individual service level. CMS believes that using this authority rather 
than proposing to make payment based on individual G-codes will preserve consistency in the 
code set across payers, and retain flexibilities that are beneficial to Medicare. 
 
The PRT appreciates that CMS plans to recognize CPT’s stratified coding, and that the agency 
recognizes the various complexities that Physical and Occupational Therapists face when 
evaluating patients and developing an appropriate plan of care.  
 
From a resource-utilization prospective, however, we understand that CMS has valued these 
services the same while the agency obtains more information on the use of these codes. There are 
significant resource differentials described by the codes; for example, 97X61 typically takes 20 
minutes, while 97X63 typically takes 45 minutes. Based on the time frames and different 
resource utilization, the PRT hopes that CMS’ policy is temporary and that the agency does not 
plan to value the two services equally in perpetuity. We also note, based on work neutrality, it is 
not currently possible to predict the level of usage of these codes and therefore understand why 
CMS wishes to conduct additional research on the use to determine appropriate future 
reimbursement.  
 
To that end, CMS must provide clear guidance regarding the selection of the appropriate level of 
evaluation and re-evaluation services provided by PTs and OTs and the associated 
documentation requirements, in order to ensure consistency and appropriate reporting of these 
new codes. 
 

The PRT requests that CMS describe future plans to revisit these code sets; 
determine usage of the various levels; and assign differential reimbursement 
reflective of resource use.  

 
Additionally, the PRT requests that CMS specifically clarify the results of any evaluation 
conducted to compare patient types and services provided by free-standing therapy services 
versus hospital-based rehabilitation centers. We suspect there are differences in the patient 
populations who frequent the various centers, which will lead to differences in resource 
utilization. We specifically request that CMS investigate and publish its findings on whether 
there is a shift of high-cost patient populations to the hospital-based settings. 
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CMS requests comments on how therapists will be educated on distinguishing between the levels 
of complexity, distinguishing between the number of elements from any of the body structures, 
and defining performance deficits, etc. The PRT surveyed staff therapists at its member facilities 
on these issues and gathered questions and other feedback, including:  

• Are “standardized tests” going to be required for evaluations in order to use these codes? 
• Some patients may have multiple co-morbidities, yet the evaluation may not be complex; 

how should this be reported?   
• The International Classification of Function, Disability and Health (ICF) language is 

included in the new code descriptors. Does this mean that specific ICF language needs to 
be included in the medical record documentation in order to justify the use of these 
codes? 

• The term “and” after the third bullet point for PT codes and the second bullet point for 
OT codes appears to imply that all the components of a particular evaluation code will 
need to be present. Do all of the components in the descriptor need to be documented in 
order to support the selection of the evaluation code? 

• If the evaluation reflects two elements of one code and one element of another code, 
should the code with two involved elements be reported? Or, if there is an element of a 
higher code, is that the level to be reported?    

• The time constraints for the code sets are concerning. Are these time frames provided as a 
guideline or does CMS expect to see the actual time documented in the medical record as 
part of the CPT code selection? 

• Will clinical vignettes be provided in CPT - An Insiders View 2017 to assist in 
understanding the appropriate use of these codes? 

• Will the elements in each of the descriptors be specified (for example, “an evolving 
clinical presentation”) so there will be consistent information provided for understanding 
these codes? 

• What modifiers are appropriate or required for these codes? 
 
In order to educate therapists on the new codes sets, both the AMA and CMS must develop and 
disseminate clear guidelines. In addition, we note that a large number of software programs are 
utilized for therapy documentation. Vendors will need adequate time to update their software in 
order to accommodate the new codes and documentation requirements. 
 

The PRT asks CMS to provide specific guidance on the use of these new codes and 
to delay implementation in order to permit provider education and software 
upgrades.  

 
Collecting Data on Resources Used in Furnishing Global Services 
 
The PRT appreciates CMS’ goal to ensure that the MPFS payment rates are based on actual 
RVUs reflective of the resource cost for furnishing global surgical packages. The PRT agrees 
that the lack of objective data for some components may significantly skew the assessment of 
actual resource use and create unwarranted payment disparities within the MPFS. We also agree 
that, in order to determine the actual resources used, it is necessary to collect data on the various 
components provided in furnishing 10-day and 90-day global packages.   
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We appreciate the effort CMS has invested (such as in Open Door Forums and surveys) to 
explore potential methods of valuing global packages. We concur that the current method of 
valuing services by global package — rather than by units — results in a lack of information 
about the number and level of visits actually rendered to beneficiaries during the global period.  
 
In order to collect information regarding services included in the global surgery package, CMS 
proposes the creation of eight new time-based G-codes for reporting services provided to patients 
during the existing global periods. These codes will capture face-to-face encounters (such as 
services provided to inpatients or outpatients) as well as communication via phone or Internet. 
All clinicians will be required to report the new G-codes for all 10- and 90-day surgical 
procedures. CMS will use the data to properly value payment in future rule-making for surgical 
packages. The PRT agrees the data will be useful to achieve the intended goals.  
 
Despite our overall support for this proposal for data collection on global resources, the PRT has 
concerns about the specific CMS’ coding proposal and the proposed January 2017 
implementation date. Further, we have questions related to CMS’ goal of comprehensive and 
complete data collection. We address each of these concerns below.  
 
The Coding Proposal Lacks Clarity, and will Increase Provider Burden  
 
The PRT agrees that proper valuation of surgical services is important. We submit, however, that 
the requirement to report the proposed G-codes will present significant administrative burden to 
physician practices as well as to providers that employ clinicians.  
 
For instance, CMS proposes that these time-based codes be reported in 10-minute increments. 
This will require tracking time-based services in a manner that differs from other time-based 
E/M visits and is not part of tracking surgical services at all. The 10-minute increment for the 
proposed G-codes is aligned with ambulatory codes but the PRT is concerned that it is not 
aligned with the timeframe for inpatient codes. Regardless of which site of service is used, if the 
total time exceeds 10 minutes, the additional time will have to be captured with units of service 
— which differs from all current E/M reporting. This will present an administrative and 
operational burden for providers and the PRT disagrees with this time tracking requirement. 
 
If time-based codes are implemented as proposed, the agency must create and distribute clear 
instructions regarding the translation of time spent into units of each code (for example, is 4 
minutes of time equal to 1 unit or to no units; is 15 minutes equal to 1 or 2 units, etc.). If CMS 
does not take this important step, the data collected will be inconsistent and inaccurate. 
 

The PRT encourages CMS to not adopt time-based codes but, instead to adopt codes 
that track the incidence of visits related to global period.   

 
In addition, CMS must provide specific definitions for terms used in the proposal, such as 
“clinical staff,” which is included in two of the proposed codes. Proposed codes GXXX8 and 
GXXX4 capture time spent by “clinical staff” — GXXX8 captures patient interactions via 
electronic means by clinical staff, and GXXX4 is reported for a face-to-face visit by clinical staff 
— but staff qualifications required for use of these codes has not been defined. The PRT seeks 
clarification whether time spent with the patient in scheduling the procedure would be included 
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in this code, or whether the inclusion depends on the qualifications of the individual providing 
the service (e.g., an LPN, medical assistant, or office assistant). For example, if a clinical staff 
member sees a patient for 10 minutes and then the physician sees the patient for 10 minutes, are 
those times combined to report two units of GXXX5 or GXXX6 or is one unit of GXXX4 and 
one unit of GXXX5 or GXXX6 reported? Are the codes GXXX4 and GXXX5 meant to be 
reported only when all of the care during an encounter is provided by the clinical staff?  
 
Furthermore, hospital providers may employ PAs, NPs, and CNS who support surgeons in pre- 
and post-operative services. Many of these clinicians may neither be enrolled with Medicare nor 
have a National Provider Identification (NPI) number because they are employed by providers.  
To what level does one of these clinicians have to provide direct, hands-on pre- or post-operative 
care to warrant enrolling in Medicare and obtaining an NPI and assigning their billing to their 
employer-provider? The hospital would be submitting “no-pay” claims with the G-codes with 
these clinicians’ NPI and the provider TIN combination. 
 
It is imperative that CMS provide a list of activities that should be captured when provided by 
clinical staff (such as is provided by Table 10, which lists the typical activities for physician time 
reporting codes GXXX1 and GXXX5). Some specific activities for consideration are: vital signs, 
blood pressure, patient history, pre-operative arrangements and instructions, post-operative 
instructions, post-operative follow-up via phone, etc. The PRT recommends that CMS provide 
information regarding the level at which these services transition from being considered 
supportive clinical care (e.g., provided by staff without the scope of practice for E/M services) to 
a level required to be provided by staff whose scope of practice includes E/M services. Does 
CMS only expect the latter to submit the G-codes for their participation in pre- and/or post-
operative services? 
 

We request CMS provide additional clarification regarding exactly what staff must 
report the G-codes and also address the potential overlap of physician time and 
clinical staff time, and describe how this should be reported.   
 
We also request the CMS provide examples of the types of clinical staff activities 
intended to be captured by GXXX4 and GXXX8. 

 
Teaching Hospitals  
 
CMS requests comments on whether teaching physicians should report time spent by a resident 
during a face-to-face encounter, as failing to include this time may lead to future undervaluation. 
Capturing the time spent by residents providing care related to surgery is extremely important in 
order to properly value the services provided at various levels of complexity, since complex 
cases are often treated in a teaching setting. Clear instructions about the circumstances under 
which a resident’s time should be reported are vital for consistent and accurate data collection. 
For example, would time be included only when residents are working under the supervision of 
the reporting physician? Would time be included when it is related to a surgical procedure 
provided in the office or other setting? Is a modifier indicated to reflect that a resident provided 
the service? 
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The PRT supports capturing the time spent by residents who provide care related to 
surgery; however, we encourage CMS to provide clear instructions about the 
circumstances under which a resident’s time should be reported. 

 
Claims-based Reporting  
 
The PRT is concerned with the significant volume of “no-pay” claims that will be needed to 
report the required information to CMS. Each clinician will need to submit claims that they have 
not previously generated or submitted during a global period in order to report the G codes.  
Most electronic claims are submitted through a claims clearinghouse, and these vendors 
monetize their services with a per-claim fee. Clinicians will have direct out-of-pocket cost 
associated with each claim, should this proposal be finalized. These out-of-pocket costs are not 
insignificant and will be an issue for all clinicians and providers regardless of whether CMS 
resorts to CPT code 99024 or chooses the HCPCS Level II codes. 
 
As a result, the PRT urges CMS to consider a data collection mechanism other than claims, such 
as via an online submission. We also recommend that CMS shorten the data collection period to 
six months and use an online portal for collection of all procedures performed with dates of 
service from July 1, 2017 to December 31, 2017. This method of data collection would 
dramatically reduce the out-of-pocket costs associated with submitting claims to CMS solely to 
report data rather than secure payment.  
 

The PRT recommends that CMS implement a less burdensome and less expensive 
data-collection mechanism.   

 
Web-Based Survey  
 
CMS also describes that it will require a sample of practitioners to participate in a web-based 
survey. Practitioners will be asked contextual information, including the frequency of no-pay 
visits codes and PE components used during the visit (e.g., clinical staff time). The PRT notes 
that the proposed G-codes include codes for clinical staff time, so this requirement for additional 
reporting of that time on the survey appears to be redundant, unless CMS considers only licensed 
clinicians with the scope of practice to perform E/M services to be “clinical staff.”  The PRT 
does not support reporting time for clinical staff who are unable to enroll in Medicare for an NPI.   
 

The PRT recommends that CMS not include clinical staff time in the required web-
based survey information. 

 
CPT Code 99024  
 
CMS seeks comments about how it could use CPT 99024 to capture the statutorily required data 
on the number and level of visits. Although not required, many surgeons are already recording 
CPT 99024 for tracking purposes; for this reason, requiring this code would not be a “new” 
process and could, with the implementation of “level of visit” modifiers, provide the additional 
level of information CMS seeks.  
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However, we believe the use CPT 99024 would pose challenges for physicians to adopt and 
consistently report using a “level of visit” modifier. The use of modifiers is not common across 
all specialties, therefore presenting an additional layer of burden for those practitioners. The PRT 
believes that the data collected by CPT 99024 with time increments are insufficient to value the 
services.  
 

We agree with CMS that the use of 99024 with modifiers will not effectively capture 
the required information, and we oppose this proposal.  

 
Alternative Process Using ICD-10 
 
Because of the significant challenges posed by the proposal to use time-based G-codes or CPT 
99024 for pre- and post-operative services, the PRT offers an alternative proposal.  
 
We suggest that CMS use existing E/M codes to provide the level of service in conjunction with 
an appropriate pre- or post-operative diagnosis. Existing E/M codes are already familiar to 
providers, thereby shortening the learning curve; the presence of a pre-procedural or post-
procedural ICD-10 code would be used prevent reimbursement when these codes are used for 
data collection. We believe that this alternative would provide significantly more consistent 
information, and be supported with standard E/M documentation using already valued codes, 
rather than CMS’ proposal. In ICD-10, the following pre-operative and post-operative codes are 
available for claims processing logic: 
 

Pre-procedural (pre-operative) 
Cardiovascular  Z01.810 
Laboratory  Z01.812 
Respiratory Z01.811 
Specified NEC  Z01.818 
 

Post-procedural (post operative or aftercare), 
following surgery (for) (on) 

 
Amputation  Z47.81 
Attention to 
Drains  Z48.03 
Dressings (nonsurgical)  Z48.00 
Surgical  Z48.01 
Sutures  Z48.02 
Circulatory system  Z48.812 
Delayed (planned) wound closure  Z48.1 
Digestive system  Z48.815 
Explantation of joint prosthesis (staged procedure) 
Hip  Z47.32 
Knee  Z47.33 
Shoulder  Z47.31 
Genitourinary system  Z48.816 
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Joint replacement  Z47.1 
Neoplasm  Z48.3 
Nervous system  Z48.811 
Oral cavity  Z48.814 
Organ transplant 
Bone marrow  Z48.290 
Heart  Z48.21 
Heart-lung  Z48.280 
Kidney  Z48.22 
Liver  Z48.23 
Lung  Z48.24 
Multiple organs NEC  Z48.288 
Specified NEC  Z48.298 
Orthopedic NEC  Z47.89 
Planned wound closure  Z48.1 
Removal internal fixation device  Z47.2 
Respiratory system  Z48.813 
Scoliosis  Z47.82 
Sense organs  Z48.810 
Skin and subcutaneous tissue  Z48.817 
Specified body system 
Circulatory  Z48.812 
Digestive  Z48.815 
Genitourinary  Z48.816 
Nervous  Z48.811 
Oral cavity  Z48.814 
Respiratory  Z48.813 
Sense organs  Z48.810 
Skin and subcutaneous tissue  Z48.817 
Teeth  Z48.814 
Specified NEC  Z48.89 
Spinal  Z48.89 
Teeth  Z48.814 
Fracture - code to fracture with seventh character D, 
involving removal of 
Drains  Z48.03 
Dressings (nonsurgical)  Z48.00 
Staples  Z48.02 
Surgical dressings  Z48.01 
Sutures  Z48.02 
Neuropacemaker (brain) 
(peripheral nerve) (spinal cord)  

Z46.2 

Implanted  Z45.42 
Orthopedic Z47.89 
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The PRT recommends that CMS use a combination of the existing E/M codes to 
provide the level of service and an appropriate pre- or post-operative diagnosis code 
from ICD-10 in order to capture the global period visit information.  

 
Implementation Date is Flawed  
 
The PRT understands the need to collect detailed information that will assist CMS in its 
valuation of global surgical packages. We strongly believe, however, that implementation of the 
proposed time-based codes presents challenges that cannot reasonably be addressed by providers 
in time for the proposed January 1, 2017 start date. We acknowledge that the Act requires CMS 
to reassess and discontinue the collection of the information every four years. Yet, we believe 
that the changes within this proposal warrant a reassessment and solicitation of comments from a 
specialty mix of physicians furnishing E/M services after the first year, in order to validate the 
data collected. This will also provide an opportunity for process revision if the data reveal that 
changes are necessary.  
 
We note that, without clear instructions provided by CMS well in advance of implementation, 
the data’s validity will be significantly jeopardized, leading to potential erroneous valuation of 
the surgical packages. The proposed schedule for implementation does not permit sufficient time 
for practitioners to build the processes necessary for accurate reporting. We also note that 
providers are unlikely to have the needed time to update their computer systems to automatically 
translate the documented services into one of the G-codes before the January 1, 2017 
implementation date. Therefore, at least initially, the process is likely to be manual, which 
presents another significant administrative burden for providers. 
  
Without an implementation window that includes the necessary lead time to modify billing 
systems and documentation standards within electronic health records, and to conduct 
widespread training (for both physicians and clinical staff), data validity will be impaired. This 
could lead to erroneous valuation of the surgical packages. For this reason, the PRT does not 
support implementation of these G-codes in the timeline proposed. If CMS moves forward with 
the implementation of these proposals, the requirement to report should be delayed until at least 
July 1, 2017.    
 
Furthermore, as mentioned above, the degree of pre- and post-operative services by procedure is 
very specific for each surgical specialty and, within each surgical specialty, for each procedure.  
One mechanism by which CMS can thoughtfully approach this issue and gain a better 
understanding of this valuation process is for the agency to focus its data collection efforts in a 
phased manner, specialty by specialty. Surveys could be customized for each specialty and for 
the most frequent procedures per specialty. This process would enable CMS to learn what is 
common across surgical specialties, what is unique, and how each variation influences the 
valuation of both the surgery and of pre- and post-operative care. 
 

The PRT recommends that CMS delay the implementation of the proposed data-
collection process; implementation should not occur until a clear data collection 
method has been vetted among stakeholders and, after that, instructions provided 
by CMS about its requirements.   
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Appropriate Use Criteria for Advanced Diagnostic Imaging Services 
 
In the 2017 Proposed Rule, CMS outlines its proposals to continue the development of the 
Appropriate Use Criteria (AUC) as mandated by the Protecting Access to Medicare Act of 2014 
(PAMA). The 2016 MPFS Final Rule addressed the first component in implementing the 
program, by developing the requirements and establishing the process for the establishment of 
applicable AUCs. This included defining the term provider-led entities (PLEs) to serve as 
sources for the AUC program and the process for qualifying PLEs by CMS. The 2017 Proposed 
Rule addresses the second component of AUC program implementation, that is, the specification 
of qualified clinical decision support mechanisms (CDSMs) that can be used by ordering 
professionals for consultation with specific applicable AUCs.  
 
The PRT appreciates the opportunity to express its concerns and recommendations with regards 
to implementation of the AUC program. Our concerns, detailed below, include the following: 

• The uncertain relationship between AUCs and existing National Coverage 
Determinations and Local Coverage Determinations 

• The implementation of exceptions to AUC 
• The consultation and reporting requirements of AUC 
• Proposed exceptions to the consulting and reporting requirements 

 
Uncertain relationship between AUCs and existing National Coverage Determinations and Local 
Coverage Determinations 
 
The PRT is concerned that CMS’ proposal does not address the relationship between the AUC 
program and existing medical necessity processes, such as National Coverage Determinations 
(NCDs) and Local Coverage Determinations (LCDs). With regards to imaging services, many 
Medicare Administrative Contractors (MACs) already have LCDs in place that cover advanced 
imaging services. The PRT seeks clarification about whether these LCDs will be retired with the 
implementation of AUCs.  
 
We seek guidance from CMS about the outcome of a situation when a qualified PLE has 
established an AUC supporting the use of advanced imaging services for a patient’s clinical 
condition, but the applicable LCD does not include those services or diagnoses as covered. What 
coverage criteria take precedent? A denial for such a claim would be hard to explain to either the 
patient or ordering physician, if the AUC used by the physician indicates the medical necessity 
of the advanced imaging service, but LCD criteria were not met. Will PLEs be required to 
include NCD and LCD information in their AUCs?  
 
The PRT believes implementation of the AUC program will move fee-for-service Medicare 
towards a national standard for covered services, regardless of the MAC. Having two standards 
in place (AUC and NCD/LCD) will inevitably lead to confusion regarding coverage of services. 
The result of this confusion is likely to be a delay of services, increased patient inconvenience, 
and confusion among treating physicians. In order to ensure that there is no conflicting 
information, the PRT believes that CMS must retire all relevant LCDs and rely, instead, only on 
AUCs.  
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The PRT requests CMS to instruct its MACs to retire all LCDs related to advanced 
imaging services and to rely instead on the CMS-approved AUCs to support the 
services’ medical necessity. 
 
In addition, the PRT requests CMS to instruct PLEs to adhere to NCDs with the 
AUC. 

 
Implementation of Exceptions to AUC: Priority Clinical Areas  
 
CMS proposes the Priority Clinical Areas that will be subject to AUC consulting and reporting.  
CMS describes how, using 2014 non-institutional claims, it extracted diagnoses codes and 
grouped them to identify Priority Clinical Areas (see box). The agency used the CMS Chronic 
Conditions Data Warehouse, which 
includes claims data from physicians, 
physician assistants, clinical social 
workers, nurse practitioners, independent 
clinical laboratories, and freestanding 
ambulatory surgical centers.   
 
CMS discusses exceptions to the reporting 
requirement for AUC, which include 
certain emergency services and Medicare 
Part A inpatient services. In the claim 
selection criteria, however, CMS does not 
detail elimination of claims for Part A 
inpatient services and certain emergency 
services by excluding these place of 
service codes from the non-institutional claims. 
 
The PRT’s review indicates that some of the proposed Priority Clinical Areas are conditions that 
would only be treated on an inpatient basis or as a medical emergency. If CMS did not exclude 
claims for these excepted services based on place of service from the claims accounting for the 
Priority Clinical Areas, then the program’s scope may be more limited than CMS expects.   

 
To achieve the best impact for the AUC program’s initial implementation, the PRT 
requests that CMS confirm that the data used to ascertain the Priority Clinical 
Areas did not include services provided in the inpatient and emergency department 
settings based on the place of service codes.   

 
Consultation and Reporting Requirements of AUC 
 
CMS proposes to implement the consultation and reporting requirement of the AUC program 
beginning January 1, 2018. Under this phase of the program, ordering physicians would be 
required to consult AUC for the Priority Clinical Areas by accessing an approved CDSM.  
 
The PRT has profound concerns about the consultation and reporting requirements for imaging 
services. Under the proposal, prior to ordering an advanced diagnostic imaging service for a 

Proposed Priority Clinical Area 
• Chest pain (includes angina, suspected 

myocardial infarction, and suspected 
pulmonary embolism) 

• Abdominal Pain (any locations and flank 
pain) 

• Headache, traumatic and non-traumatic 
• Low Back Pain 
• Suspected Stroke 
• Altered Mental States 
• Cancer of the Lung (primary or metastatic, 

suspected or diagnosed) 
•
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beneficiary being treated for a Priority Clinical Area, physicians would be required to consult the 
AUC through a qualified CDSM. The CDSM must generate and provide documentation to show 
that this process occurred. To be paid, the furnishing provider must report, on the claim, (1) 
which CDSM was consulted; (2) whether the patient’s condition adheres to the AUC, or whether 
no criteria in the CDSM were applicable to the patient’s clinical scenario; and (3) the ordering 
physician’s National Practice Identification (NPI) number. CMS also discusses the need for the 
performing provider to report a special tracking code and/or modifier. The applicable payment 
systems are defined as the Medicare Physician Fee Schedule (MPFS), the Outpatient Prospective 
Payment System (OPPS), and the Ambulatory Surgical Center (ASC) payment systems.  
 
The PRT has several concerns about this proposal, including the transfer of required information 
between providers, and the effective reporting of the required information.  
 
First, the PRT is concerned because the ordering provider is usually not the rendering provider 
for imaging services—a fact that CMS itself recognizes. For example, when a patient’s primary 
care physician orders an advanced imaging service, the patient may be referred to a hospital 
outpatient department for the technical component of the service. The hospital refers the image 
obtained to a physician specializing in radiology to interpret the image (i.e., the professional 
component). Under CMS’ proposal, the CDSM will be required to provide documentation of the 
AUC consultation, but the ordering physician has no obligation to report this information to 
CMS. The obligation to report lies with the furnishing provider, which could be the outpatient 
hospital department and/or the radiologist performing the professional component.  
 
This means that the ordering physician must provide the furnishing providers with information 
from the CDSM about the consultation. Yet, CDSM requirements do not appear to include the 
ability to electronically provide furnishing providers with the information required to complete 
the claim. In fact, CMS does not seem to recognize that the furnishing provider will need access 
to the CDSM. Even if the furnishing provider chooses to obtain access, the number of CDSMs 
could be as large as the number of ordering providers sending referrals to the furnishing 
provider. Therefore, furnishing providers need much more information about what will be 
required on claims, what information ordering physicians will be required to furnish on their 
orders, and how that information will be furnished. Furthermore, furnishing providers should be 
able to report on claims those instances when the ordering clinician did not give the AUC 
information via a CDSM or any other mechanism. 

 
The PRT requests that CMS require the ordering physician to provide the 
furnishing provider with the information from the CDSM about the consultation.  
 
We also recommend, in order to ensure the process occurs as CMS envisions, that 
this requirement be included as part of medical staff’s credentialing requirements. 
 

Second, the PRT is concerned by CMS’ proposal that the information regarding the AUC 
consultation be reported on the claim submitted by the furnishing provider. We note that, in the 
case of imaging services, there can be multiple furnishing providers for one service, which 
represent technical and professional services. For hospital outpatient departments, technical 
services are reported in the 837I format, using UB04 codes and conventions. While the UB04 
allows for reporting each individual line item service provided, there is only a limited amount of 



PRT Comments MPFS Proposed Rule * September 2, 2016 
 
 

 
Provider Roundtable: c/o Community Hospital Anderson, Anderson, IN 

Attention: Terri Rinker, MT (ASCP), MHA, Revenue Cycle Director 
1515 N. Madison Avenue, Anderson, IN 46011 

 

12 

information that can be linked to that line item. For example, when a patient receives two 
advanced diagnostic imaging services on the same date of service, it is not possible to link an 
ordering physician or diagnosis code to each individual service. Likewise, it is not possible to 
link a separate authorization code to each line item. CMS is proposing to require information be 
reported, but there is no mechanism in the current process to link or carry the information, 
including: which CDSM was consulted; whether the condition meets, does not meet, or does not 
qualify for AUC; and the ordering physician’s NPI.   
 
It appears that, in order to report the consultation information for each individual service billed 
using the 837I/UB04 format, providers would have to submit a separate claim for each service. 
Yet, except in the case of Critical Access Method II Hospitals, the UB04 is used only to report 
the facility charges for services, as opposed to the professional component. The professional 
component will always necessitate reporting in the 837P/1500 format, which enables providers 
to link information to each line item by reporting supplemental information.  
 
The PRT proposes that each CDSM be assigned a unique identifier. This would enable the 
information regarding each furnished service to be reported on the 1500 claim form as a numeric 
string. The code structure would be along the lines of positions 1–4 CDSM number; position 5, 
consultation result; and position 6–15 ordering NPI number. (For example, “1” would indicate 
that the service adheres to the AUC; “2” indicates the services do not adhere; “9” indicates the 
AUC does not apply to the patient’s clinical scenario, etc.) Information regarding the AUC 
consultation should not be required on the UB04 representing the technical component, since the 
claim form does not allow for this type of detailed reporting via line items.  
 
Finally, CMS requests comments on reporting the required information using modifiers or 
HCPCS Level II G-codes. The PRT does not understand how either of these options would work. 
A modifier is a two-digit code, so a combination of modifiers would be required to capture the 
extensive amount of required information and associate it with a specific line item. Likewise, the 
use of a G-code would require the use of numerous codes in order to identify all of the potential 
CDSM and result combinations.  
 
If CMS insists on implementing one of these options, the G-code option is preferable. CMS 
could require the CDSM to generate the appropriate G-code in the documentation provided about 
the consultation, and to transmit that information to the furnishing provider.   
  

The PRT requests that CMS require the CDSM reporting for the professional 
component of the service only, as the professional claim form is more conducive to 
the reporting requirements outlined by CMS.  
 
CMS should require electronic information transfer between CDSM and the 
furnishing providers, independent of access to the applicable CDSM.   

 
Exceptions to Consulting and Reporting Requirements 
 
CMS proposes three exceptions to the consulting and reporting requirements: 1) Medicare Part A 
covered services; 2) cases of significant hardship; and 3) individuals with an emergency medical 
condition. The PRT believes that the first two exceptions are reasonable to operationalize, but we 
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do not support the third exception (i.e., emergency medical conditions).  
 
To meet the emergency medical condition exception, CMS proposes that the clinician must 
determine that the medical condition manifests itself by acute symptoms of sufficient severity 
that the absence of immediate medical attention could reasonably be expected to place the 
individual’s health in serious jeopardy; result in serious impairment to bodily functions; or lead 
to serious dysfunction of any bodily organ or part. Yet, elsewhere in the Proposed Rule, CMS 
states: “we recognize that most encounters in an emergency department are not for an 
emergency medical condition as defined in 1867(e) (1) of the Act.” [Emphasis added.] 
 
When a patient presents to the Emergency Department (ED), it is assumed that he or she has a 
medical emergency, in order to meet the requirements of EMTALA. The determination that a 
medical emergency does not exist does not occur until after the patient has received a medical 
screening exam by a qualified professional as defined by the medical staff rules and regulations. 
Advanced diagnostic imaging may be performed as part of the medical screening exam. At 
times, the results of the advanced imaging studies provide the information to rule out or confirm 
an emergency medical condition.  
 
The rules for when the services should be provided for particular conditions are often specified 
in evidence-based protocols. For this reason, it is entirely possible that it could eventually be 
determined that an emergency medical condition did not exist. CMS states: “if a patient 
originally, determined by the clinician to have an emergency medical condition prior to ordering 
an applicable imaging service, is later determined not to have had an emergency medical 
condition at that time, the relevant claims for applicable imaging services would still qualify for 
an exception.” Yet, the subjective nature of the determination could lead to second-guessing 
during claim reviews and the potential for retroactive denials.  
 
The PRT is also concerned that a “clinician” must make a determination in order to meet the 
exception, but the term “clinician” is not defined. We note that a range of provider types could 
be considered to be a “clinician,” and request that CMS clarify this term. For example, a patient 
presents to the ED and is seen at triage by a Registered Nurse (RN). The RN determines that the 
patient has signs and symptoms that meet the protocol for abdominal pain (which is one of the 
Proposed Priority Clinical Areas) and uses the evidence-based protocol, which is approved by 
the ED physician, to order Advanced Imaging Services. In this scenario, would CMS envision 
that the RN is the “clinician” who makes a determination of a medical emergency, even though 
the protocol ordered by the physician has not been carried out?  
 
We have other questions as well. If the ED developed evidenced-based protocols based upon 
AUC, must the AUC be accessed for each and every individual patient presenting with like signs 
or symptoms — or may the protocols be reviewed on a periodic basis coinciding with updates to 
the AUCs? If AUC consultation is required, may the RN (who is an employee of the hospital) 
access the CDSM on behalf of the physician, who may or may not be employed by the hospital? 
What documentation must exist in the medical record to support that, in the clinician’s judgment, 
a medical emergency condition existed?   
 
Applying the requirement to access AUCs for services provided in the ED will likely result in 
delays in patient care and the potential limitation of services in scenarios when the limits should 
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not apply. Given these multiple confounding factors, the PRT strongly believes that all advanced 
imaging services provided in the ED setting should be exempt from the AUC requirement. 

 
The PRT strongly recommends that any outpatient claim with revenue code 0450 
charges be exempt from the AUC requirement.  

 
Mammography—Computer Aided Detection Bundling 
 
CMS proposes to implement three new mammography codes in CY2017 that bundle 
mammography with Computer Aided Detection (CAD) when both services are performed. These 
codes (770X1, 770X2, and 770X3) will be structured similarly to the existing mammography 
codes, with a code for unilateral diagnostic mammography, a code for bilateral diagnostic 
mammography, and a code for screening mammography. With the implementation of these new 
bundled codes, CMS proposes to delete the current codes used to report mammography (77055-
77057) and CAD (77051 and 77052). 
 
CMS proposes to accept the Relative Value Unit Update Committee (RUC)-recommended work 
Relative Value Units (RVUs) for the new codes. Based upon these coding changes and the 
recommended input values, overall Medicare payment for mammography services would be 
drastically reduced. This payment reduction is particularly pronounced for the services’ technical 
component, which could be reduced up to 50 percent relative to the PE RVUs currently used for 
payment for these services. For CY2017, CMS proposes to crosswalk the PE RVUs to that of the 
corresponding G-codes, in order avoid this negative impact to the technical component. 
 

The PRT strongly supports CMS’ decision to not make any changes that would 
negatively impact mammography payment. We appreciate that CMS’ actions will 
ensure Medicare beneficiaries have continued access to these critical preventative 
and screening and diagnostic services. 

 
CY 2017 Identification and Review of Potentially Misvalued Services: 0-day Global  
  
Procedures Subject to the Multiple Procedure Payment Reduction (MPPR) and the OPPS Cap  
 
The PRT appreciates the consideration and effort that CMS gives in valuing the work RVUs for 
a service. We agree that the accuracy of RVU estimates have improved — and will continue to 
improve — as a result of CMS’s various validation processes for collecting data and its 
consideration of feedback from the RUC and public commenters. 
 
The PRT agrees that CMS should account for efficiencies in the time expended when the 
recommended work RVU does not account for emerging efficiencies due to advances in surgical 
techniques. By considering time in these situations, we believe that CMS will be able to 
effectively adjust to both emerging technological trends and their impact on the resource costs 
needed to deliver care to beneficiaries. There is some risk with this process, however, as the 
impact of changes may not be immediately realized, which may result in either over- or under-
validation of RVUs for a period of time. Furthermore, it is absolutely necessary that the 
associated practice expense RVUs for the service be adjusted to reflect full adoption of the 
emerging technology; this is critical in order to ensure that the total non-facility RVUs accurately 
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reflect the total service time and expense. Likewise, the malpractice RVU may also need to be 
adjusted to reflect risks associated with the emerging technology. 
 
We agree with CMS that new technology developments may create a greater burden of 
knowledge for practitioners, but note that these developments can also make procedures faster, 
safer, and easier to perform. Hence, we recommend, when new technology is adopted, that CMS 
continue to take care to ensure the new technology is comparable in terms of resource use to the 
technique it replaces. The new technology will have to be used for some time, and data on its use 
collected by CMS, before these improved efficiencies are clear, however.  
 
The same is true for care planning services. The PRT applauds CMS’ proposal to use HCPCS 
code GPPP7 as an add-on code with an initiation visit for CCM patients to make payment for the 
resource costs of comprehensive assessment and care planning for these patients. We also 
support the proposed exception to change the supervision requirements from “direct supervision” 
to “general supervision” for CCM and TCM services. This change will provide flexibility for 
providers to contract with third parties, which will increase coverage for beneficiaries who 
require these services. 
 

CMS should consider ICD-10-CM and/or HCPCS codes to be able to clearly identify 
emerging technologies and the relative proportion of the emerging technology in 
comparison to the current predecessor technology.   

 
Provisions of the Proposed Rule for PFS  
     
Medicare Telehealth Services 
 
The PRT appreciates the efforts CMS has undertaken in the development and expansion of 
telehealth services for all providers. CMS demonstrates its recognition of the capabilities of 
telehealth services, and how these services have revolutionized the health care industry, through 
its continued expansion of approved services. Telehealth’s benefits include increased patient 
choice, flexibility in accessing physicians and specialists, connections between medical 
specialties via instant digital access, ability to monitor patients from afar, and improved 
communication between physicians and patients. Telehealth increases efficiencies by reducing 
time spent for individual patient interactions and reducing travel time for both patients and 
providers. 
 
We support CMS’ inclusion of the following CPT codes to the list of Medicare telehealth 
services for CY2017: 
 
ESRD-related services: 

• 90967- less than a full month of service, per day; for patients younger than 2 years of age 
• 90968- less than a full month of service, per day; for patients 2-11 years of age 
• 90969- less than a full month of service, per day; for patients 12-19 years of age 
• 90970- less than a full month of service, per day; for patients 20 years of age and older 

 
Advance care planning: 

• 99497- first 30 minutes 
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• 99498- each additional 30 minutes 
 
The PRT thanks CMS for adding two new HCPCS codes for Telehealth Consultations for a 
Patient Requiring Critical Care (CC) Services (GTTT1: Telehealth CC Consultation – initial 
typically spend 60 minutes; GTTT2: Telehealth CC Consultation – subsequent typically spend 
50 minutes). The addition of these two HCPCS codes to the approved telehealth services list 
recognizes the need for, and benefit from, these critical care consultations. 
 
Improving Payment Accuracy for Primary Care, Care Management Services, and Patient 
Centered Services  
 
The PRT wishes to thank CMS for the efforts to recognize the additional resources required in 
the care of beneficiaries in certain situations. CMS proposes to make separate payments for 
many provider services in these areas, rather than bundling them with evaluation and 
management (E/M) visit codes. The PRT understands that the intent is to improve payment for 
care management and care planning services provided for beneficiaries who have behavioral 
health conditions, including cognitive impairment; adjust payment for routine visits for 
beneficiaries with mobility-related disabilities; and recognize additional CPT codes within the 
Chronic Care Management family.  
 
The PRT particularly appreciates CMS’ proposal to recognize, for Medicare payment, CPT 
codes for non-face-to-face Prolonged E/M services by the physician (or other billing practitioner) 
that are currently bundled, and to increase payment rates for face-to-face prolonged E/M services 
by the physician (or other billing practitioner) based on existing RUC recommended values. This 
is a needed and welcome change that we fully support.  
 
With respect to the proposal for the newly proposed GDDD1, for mobility-assistive devices, the 
PRT appreciates CMS’ recognition of the significant expense borne by practitioners in 
purchasing and providing mobility-assistive equipment for patients with mobility issues, such as 
a mechanical lift. These devices, by definition, are medically necessary in the home but are 
impossible for a patient to transport to the office visit, as they can with items like walkers or 
wheelchairs.  
 
The PRT asks CMS to provide very explicit instructions or definitions about what constitutes a 
mobility-assistive device. One option is for the agency to include the list of DME codes that 
constitute mobility-assistive devices practices are required to purchase and use on behalf of 
patients on the date of the professional service(s) being billed. Identification of the allowable 
devices would provide a measure of program integrity, since clinicians should be aware of the 
DME item their patients require in the home as well as the item’s use and applicability to the 
office setting.   
 
In addition, the PRT asks CMS if there is any intent to use this code to reflect mobility-assistive 
devices other than DME. For example, if the office is required to retrofit exam rooms and 
bathrooms with handrails, seat lifts, etc., would this code be added to the claim in order to 
represent the proportion of cost to retrofit the room(s) used by the patient?  
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The PRT recommends that CMS provide a specific list of required mobility-assistive 
devices, such as the DME codes, and clarification of other expenses that qualify the 
use of this newly proposed code.  
 

Improving Payment Accuracy for Preventive Services: Diabetes Self-Management 
Training (DSMT)        
 
CMS seeks comments on the low rates of utilization for Diabetes Self-Management Training 
(DSMT) services, in order to help the agency improve utilization rates. A 2015 article on the 
program’s use found that only five percent of Medicare beneficiaries with newly diagnosed 
diabetes used DSMT services. CMS states that it is interested in concerns about claims being 
rejected or denied due to confusion over who can furnish DSMT services, when individual 
versus group DSMT services are available, the appropriate settings and locations for DSMT 
services, and the accuracy of CMS’ payment for these services.  
 
DSMT services include instructions on the self-monitoring of blood glucose, education about 
diet and exercise, development of an insulin treatment plan specific to the patient, and 
motivational interviewing. DSMT must include 1 hour of individual service and 9 hours of group 
service – a total of 10 hours required for the benefit payment. These services are identified by 2 
HCPCs codes:  G0108 (Diabetes outpatient self-management training services, individual, per 
30 minutes), and G0109 (Diabetes outpatient self-management training services, group session, 
2 or more, per 30 minutes). 
 
The patient and provider must attend two 30-minute individual sessions and eighteen 30-minute 
group sessions in order to meet the benefit specification (as specified in statue §410.14). The 
PRT submits that the time requirement for DSMT services is excessive for some beneficiaries 
and may impose a barrier on the utilization of the service. We believe that this information 
actually can be successfully covered in two or three hours, and that it would be appropriate to 
offer some of the educational training via telehealth or virtually, prior to an actual group session. 
The individual sessions would appropriately include instructions on self-monitoring blood 
glucose and development of the individualized insulin treatment plan, both of which could be 
completed in the required one-hour individual session. Group sessions would then address 
education about diet and exercise and development of habits to use the skills. 
 
The PRT believes there are challenges to the DSMT program achieving the required level of 
commitment from providers to ensure its success due to the number of hours required under the 
statute when compared to the valuation and payment for the services. The PRT appreciates 
CMS’ understanding that it must value services appropriately under the MPFS in order to reflect 
the relative resources utilized. Based on our analysis, however, the PRT finds the payment for 
these services to be extremely low, barely exceeding the conversion factor used to calculate 
physician reimbursement. For CY2017, the proposed payment is actually below the proposed 
conversion factor; this means the current payment will sustain a slight decrease. We believe the 
resources expended for DSMT are similar to Established Patient Services 99214-99215, and 
should be set at a similar rate. 

 
The PRT recommends that CMS reduce the required number of hours for Group 
Session services; adjust the Physician Work RVU; and adjust the Non-Facility 
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Practice Expense RVU in order to accommodate the appropriate time involved for 
delivering these services.  

 
Other Provisions of the Proposed Rule for PFS 
 
Chronic Care Management (CCM) and Transitional Care Management (TCM) Supervision 
Requirements in Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) 
 
The PRT commends CMS on its proposal to revise CFR sections §405.2413(a)(5) and 
405.2415(a)(5), to allow the RHCs and FQHCs to utilize auxiliary staff furnishing Transitional 
Care Management (TCM) and Chronic Care Management (CCM) incident to services under 
general supervision verses direct supervision. The PRT opposed the direct supervision provision 
in last year’s rule, because we believed that it would make it difficult for providers to deliver 
services in a cost-effective manner. This revision will enable RHCs and FQHCs to offer and 
provide much-needed services and expand Medicare beneficiaries’ access to these services 
beyond the immediate area. 
 
Proposed Expansion of the Diabetes Prevention Program (DPP) Model 
 
CMS proposes to expand the Diabetes Prevention Program (DPP), now called the Medicare 
Diabetes Prevention Program (MDPP), effective January 1, 2018. The program, a structured 
behavior change program delivered by health care staff/professionals, consists of 16 intensive 
“core” sessions of an approved curriculum in a group-based setting, and monthly maintenance 
sessions.  
 
The PRT commends CMS for implementing an evidence-based intervention and prevention 
program targeted to individuals with pre-diabetes. We applaud CMS for undertaking this 
initiative and for planning far in advance of the implementation date.   
 
These preventive services are crucial to the well-being and overall health of Medicare 
beneficiaries. In particular, we are excited that CMS is considering telecommunication or remote 
technology for this service. Increasing remote technologies on all levels, when appropriate with 
proven effectiveness, helps to decrease costs and increase access to care for this population. In 
order to prevent fraud and abuse and safeguard patient privacy, however, the PRT recommends 
the development of stringent guidelines for these technologies when they are initiated. The 
provider must ensure that there is a secure Internet capability and an infrastructure that supports 
this technology. To phase-in the DPP’s expansion, CMS should consider utilizing the current 
provider-based programs as a pilot, since these programs have typically overcome the security 
issues that are related to the Internet and may already be providing telemedicine services for 
other types of programs. 
 
We note, however, that the core training elements for the MDPP expansion program are, for the 
most part, identical to the DSMT services discussed above (See “Improving Payment Accuracy 
for Preventive Services: Diabetes Self-Management Training (DSMT).” 
 

The PRT suggests that CMS review the duplication between these two programs 
and consider merging DSMT and MDPP into a single program.  
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CMS also seeks comments about how to structure the payment model and whether to require 
providers to obtain an NPI Number. The PRT believes that neither Medicare-recognized 
providers nor suppliers should need to separately enroll with the CDC in order to provide these 
vital services. We believe that existing suppliers and institutional providers should be able to 
provide and bill for these services without the barrier imposed by a separate enrollment process. 
 

The PRT requests CMS not require separate MDPP enrollment for existing 
providers and suppliers with NPIs. 
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