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September 4, 2012 
Marilyn B. Tavenner 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Room 445-G, Hubert H. Humphrey Building 
200 Independence Avenue, SW 
Washington, DC 20201 
 
Re:  Medicare Program; Payment Policies Under the Physician Fee Schedule and Other 

Revisions to Part B for CY 2013; Proposed Rule CMS-1590-P 
 
Dear Acting Administrator Tavenner: 
 
We are writing in response to the Calendar Year (CY) 2013 Medicare Physician Fee Schedule (MPFS) 
Proposed Rule, published July 30, 2012 Federal Register Vol. 77 No. 146 p. 44722. The Society of 
Nuclear Medicine and Molecular Imaging’s (SNMMI) more than 18,000 members set the standard for 
molecular imaging and nuclear medicine practice by creating guidelines, sharing information through 
journals and meetings, and leading advocacy on key issues that affect molecular imaging and therapy 
research and practice.  We appreciate the opportunity to provide comments to assist the Centers for 
Medicare & Medicaid Services (CMS) in further refining the MPFS. 
 
We offer comments and recommendations on the following topics addressed in this proposed rule: 

 Multiple Procedure Reduction 
o Professional Component 
o Expanded Technical Component 

 Practice Expense  

 Availability of Medicare Data for Performance Measurement 

 Physician Quality Reporting System (PQRS) 

 Physician Value-Based Payment Modifier 
 
Multiple Procedure Reduction 
 Professional Component –Physicians in the Same Group Practice 

The SNMMI remains strongly opposed to the extension of the professional component multiple 
procedure reduction across physicians in the same group practice. For CY 2012, CMS correctly 
rescinded expansion of the application of the MPPR policy across group practices. We reaffirm our 
previous comments that the application of the MPPR to physician group practices does not take into 
account the practical realities of how nuclear medicine, radiology and cardiology imaging is practiced. 
When two different physicians in the same group practice, or in any other practice, are involved in 
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providing professional services to a patient on the same day, we are hard pressed to identify any 
efficiency or overlap in services provided for CY 2013, or in any subsequent year. CMS’s assumption for 
this proposed expansion is simply inaccurate. Therefore, the SNMMI urges CMS to abandon 
expansion for CY 2013, as well as in future years, for the proposed professional component multiple 
procedure reduction across physicians in the same group practice. 

 Technical Component –Expansion to Procedures Across Imaging Modalities 
 
The CY 2013 Medicare Physician Fee Schedule proposes to continue the CY 2012 MPPR policies, as well 
as expanding to the technical component (TC) of certain diagnostic tests of interest to us such as 
nuclear cardiology and other cardiovascular services. CMS proposes to implement a Multiple 
Procedure Payment Reduction (MPPR) to the technical component (TC) of select cardiovascular and 
ophthalmology services. This proposed policy is flawed with inaccurate CMS assumptions regarding 
potential efficiencies, resulting from an inaccurate methodology. Further, CMS did not publish the 
specific line item methodology in the proposed rule which is necessary for complete public comment.  
 
CMS states that “…we found support for payment reductions ranging from 8 to 57 percent for second 
and subsequent cardiovascular procedures and payment reductions ranging from 9 to 62 percent...” 
On an August 1, 2012 conference call, we learned that in order to achieve such large reductions, CMS 
implemented a flawed methodology, comparing 16 clinical labor activities listed in the Proposed Rule, 
for just some selected diagnostic imaging procedures. Specifics were not disclosed in the Proposed 
Rule. As best we understand, for each of the 16 line items, CMS compared the clinical labor minutes 
and eliminated the lower of the two, essentially taking that clinical activity to zero minutes. Following 
this revision, the associated equipment minutes were readjusted and the practice expense RVU was 
recalculated.  

 
This CMS methodology to reduce the clinical activity of one of the two procedures to zero minutes is 
inappropriate. Assuming that the clinical activity for the second procedure is not performed at all or 
can be absorbed fully within the minutes for the first procedure is simply wrong.  The CMS assumption 
that there is complete duplication in clinical labor activities when two studies are done in the same 
session is false. CMS’s own files support this notion since most often the clinical staff type for the 
varying imaging procedures are different types, such as a nuclear medicine technologist L049A for a 
myocardial perfusion study (MPI) CPT 78452, versus a cardiac sonographer L050A for an 
echocardiography study. Additionally, if we take the film processing line item, the CMS methodology 
assumes that no film processing is needed or performed for a cardiac echocardiography study when 
performed on the same day as the MPI study. Even if we assumed that the same technologist (which is 
unlikely, noted earlier in our comments) saved up both sets of films for processing them together, at a 
minimum, duplicate costs of one minute or less of clinical time would never justify a 25% reduction in 
the payment for performing the second service. It’s important to note that even when there is the 
potential for overlap in the clinical labor activities, the efficiencies would result in overlap of only less 
than a minute or at most two minutes for only some clinical activities. In summary, the proposed 
methodology to completely remove these minutes from the subsequent test is completely unfounded 
and inaccurate. 
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The SNMMI provides further detailed comments on each line item for the following CMS identified 
clinical labor activities in the proposed rule, which typically would not be duplicated for a subsequent 
imaging procedure. Regarding all clinical activities noted below: 
 
Nuclear Medicine Technologists specialize in terms of specific diagnostic nuclear medicine imaging 
modalities; it is impractical and incorrect to assume a nuclear medicine technologist will also perform 
other cardiography procedures such as a cardiac echocardiography procedure. In the rare case where 
the facility has a dual trained technologist to perform both tests, we would argue that each procedure 
continues to require minutes for the respective clinical activities for that particular procedure.   
 

 Greeting and gowning the patient: Depending on the diagnostic procedure, unique staff 
types/technologists are employed in support of performance of the unique imaging procedures. 
Each specially trained technologist must greet the patient. Additionally, depending on the 
diagnostic test being performed, there may be unique, discrete gowning provided. In general, 
patients are put back in waiting rooms or leave the area altogether prior to being brought in for 
subsequent imaging modalities. We do not believe there are any savings from this line item. 
 

 Preparing the room, equipment and supplies: Diagnostic studies involving different room types 
and equipment are unique to the procedure and are not duplicative. Each room must be 
discretely prepared. We do not believe there are any savings from this line item. 
 

 Education and consent: Each diagnostic procedure is discrete in this regard. Consent for several 
procedures cannot all be given at once – informed consent must be provided for each 
individually and immediately prior to each very different procedure. Explaining the various 
potential risks and complications for each different study is key to this task. The consent for a 
nuclear medicine procedure which involves radiation, compare to a cardiac echo cardiography 
procedure which does not, are different. We do not believe there are any savings from this line 
item. 
 

 Completing diagnostic forms: Two discrete tests require the completion of unique forms 
specific to the procedure being provided. For example, documentation of radiopharmaceuticals 
and drugs administered during each procedure are on different forms and unique to each 
study. We do not believe there are any savings from this line item. 
 

 Preparing charts: Each diagnostic test requires the addition of unique documentation in the 
patient’s medical record. While certainly, there should be one primary chart created for the 
patient, the staff times presented in conjunction with preparing charts do not reflect the 
creation of a new patient chart; the time afforded supports staff time for additions to the 
patient medical record associated with the performance of the diagnostic test. Each test must 
be discretely documented in the patient medical record. We do not believe there are any 
savings from this line item. 
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 Taking history: Depending on the diagnostic procedure, unique staff types/technologists may 
be employed in support of performance of the procedure. Technologists often specialize in 
terms of specific diagnostic testing modalities. Each technologist must familiarize themselves 
with the patient’s history as it relates to the specific diagnostic procedure being performed for 
that particular patient. In the rare situation where the technologist is dual trained, we still 
would expect differing questions and important items of the history for each unique test. In 
rare situations, at a minimum the efficiencies are less than a minute or two and negligible.  
 

 Taking vitals: Depending on the diagnostic procedure, unique staff 
types/technicians/technologists most often are employed in support of performance of the 
procedure. Typically, each technician/technologist takes vitals prior to performance of the 
procedure. Additionally, often there is a delay (1 to 2 hours) in-between tests which would 
warrant a repeat set of vitals taken prior to the subsequent procedure.  In the rare situation 
where the technologist is dual trained, and there is no wait time for the next study there may 
be efficiencies in this line item. 

 

 Preparing and positioning the patient: Preparing and positioning are discrete services 
dependent upon the diagnostic procedure being performed as the unique room type and 
equipment for each study is different.  We do not believe there are any savings from this line 
item. 
 

 Cleaning the room: Many of the diagnostic procedures listed require unique room types for 
their performance, requiring each room to be cleaned. We do not believe there are any savings 
from this line item. 
 

 Monitoring the patient: The time spent monitoring the patient is directly variable depending on 
the number and types of tests performed. The diagnostic tests listed are discretely performed. 
We do not believe there are any savings from this line item. 
 

 Downloading, filing, identifying and storing photos: The inclusion of photos in the patient’s 
medical chart would be discretely associated with the diagnostic procedure being performed. 
Each diagnostic test provides its own data. We do not believe there are any savings from this 
line item. 
 

 Developing film: The development of film for the patient’s medical chart would be discretely 
associated with the diagnostic procedure being performed. Each diagnostic test provides its 
own data. In the rare situation where the technologists are the same, and they save up the 
processing, there may be less than one minute savings which we would consider negligible in 
savings. 
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 Collating data: The inclusion of data for the patient’s medical chart would be discretely 
associated with the diagnostic procedure being performed. Each diagnostic test provides its 
own data to be incorporated into the patient medical record. We do not believe there are any 
savings from this line item. 
 

 QA documentation: QA documentation requirements would be specific to the individual 
diagnostic test being provided.  Data from the diagnostic test for the patient’s medical chart 
would be discretely associated with the diagnostic procedure being performed. Each diagnostic 
test provides its own QA documentation to be incorporated into the patient medical record. 
We do not believe there are any savings from this line item. 
 

 Making phone calls: While certainly not as many phone calls may be required, the length of the 
phone call would be directly related to the number of diagnostic tests being completed.    
 

 Reviewing prior X-rays, lab and echoes: Depending on the diagnostic procedure, unique staff 
types/technicians/technologists are often employed in support of performance of the 
procedure. Typically, each technician/technologist must familiarize themselves with prior X-
rays, labs, echos. In the rare situation where the technologists are the same, there may be less 
than one minute savings which we would consider negligible in savings. 

 
As is evidenced above, most of the clinical labor activities are furnished twice for each independent 
procedure. The SNMMI disagrees with the CMS flawed methodology in calculating the cost savings.  
These independent clinical labor activities are a necessity rather than efficiency.   The SNMMI requests 
CMS reconsider the proposed rule which would expand current policies and result in the reduction by 
25 percent for each additional cardiovascular procedure furnished to the same patient on the same 
day. Moreover, the SNMMI urges CMS not to implement this flawed MPPR expansion in CY 2013, or 
in future years, as there are negligible efficiencies, if any at all. 

 
On August 8th, CMS posted, on the CMS web site, worksheets by the American Medical 
Association/Specialty Society Relative Value Scale Update Committee (AMA RUC) on direct practice 
expense inputs. CMS states, “The input information may differ from the inputs included in the CMS 
Direct Practice Expense Inputs (DPEI) that CMS use to establish PE RVUs. The CMS final MPPR analysis 
was based on the minutes as reflected in the DPEI database (available on the CMS Web site under the 
“downloads” section for the CY 2013 PFS proposed rule at http://www.cms.gov/PhysicianFeeSched). 
However, because CMS used the practice expense worksheets to identify the clinical labor activities 
that constitute the minutes assigned to each code, the worksheets were included for reference.” We 
appreciate the CMS posting of the additional files.  However, we respectfully request in future CMS 
proposals, specific methodology including assumptions, along with the detailed data files utilized for 
establishment of pricing policies be published and available for public review. Absent this important 
data, our review could be incomplete. 
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Practice Expense 
 
As SNMMI has noted in past comments, in previous rules, some equipment inputs were missing from 
the CMS file for CPT 78007 Thyroid imaging, with uptake; multiple determinations, including the 
scintillation camera for imaging.  The SNMMI would like to thank CMS for adding the camera back in 
the CY 2013 Proposed Rule.  However, the SNMMI respectfully requests that when CMS makes 
corrections in the future, these changes are clearly stated in the rule.  
 
The CY 2013 Proposed Rule mentions that the American College of Radiology (ACR) and the 
Radiological Society of North America (RSNA) co-sponsor a website for patients called 
http://radiologyinfo.org that states that IMRT “treatment sessions usually take between 10 and 30 
minutes.”  Additionally, http://radiologyinfo.org is later referenced again, when it mentions that SBRT 
“treatments can take up to one hour.”  The SNMMI believes that using a patient educational web site is 
not appropriate when determining the times associated with these CPT Codes. We request that CMS 
instead uses the established process for valuing procedures reimbursed by Medicare, as information 
derived from http://radiologyinfo.org may lead to incorrect and dramatic changes in reimbursement. 
Rather than using a patient educational website, we ask that CMS looks to the well-established AMA 
Relative Value Update Committee (RUC) practice expense workgroup recommendations. 
 
Availability of Medicare Data for Performance Measurement 
 
SNMMI supports CMS efforts to provide beneficiaries with resources to find health care providers and 
make comparisons of their quality of care.  However, we continue to have serious concerns with the 
data provided by the Physician Compare website.  SNMMI encourages CMS to allow providers the 
opportunity for prior review and comment, along with the right to appeal, with regard to any data or 
its use that is part of the public review process before it is made available to the public.   

 
Additionally, SNMMI is troubled by the inability of the general public to understand the data and 
interpret the information appropriately. Therefore, CMS should develop and implement a detailed 
educational program for the public to explain the Medicare data and address the program 
limitations including barriers to physician participation and the fact that the quality measures 
program takes into account only a small fraction of overall physician performance.   

 
Physician Quality Reporting System (PQRS) 

 
SNMMI supports the development of additional measures and measure groups to provide greater 
options for individual eligible professionals reporting in the PQRS and therefore increasing 
participation in the program.  However, we are concerned by the measure Radiation Dose 
Optimization: Cumulative Count of Potential High Dose Radiation Imaging Studies; Computed 
Tomography (CT) Scans and Cardiac Nuclear Medicine Scans proposed for inclusion in the 2014 PQRS 
reporting period.  The cumulative dose calculators currently in use, especially by Radiation Benefits 
Managers (RBMs), have widely inaccurate figures with respect to radiation dose.  Before this measure 
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is implemented in the PQRS program, SNMMI urges CMS to look to associations such as SNMMI and 
the Association of Nuclear Cardiology (ASNC) for accurate radiation data for use in the tools.   

 
SNMMI appreciates the continued efforts of CMS to include a wider array of measures in the PQRS 
program to enable the greater participation of nuclear medicine physicians.   

 
Physician Value-Based Payment Modifier 
 
SNMMI supports efforts by CMS to improve the quality of patient care while simultaneously improving 
the use of resources in the health care system.  However, we are concerned with the plausible 2.5% 
negative payment adjustment facing eligible professionals in 2015.  CMS proposes to create a category 
of eligible professionals that do not meet the PQRS satisfactory reporting criteria beginning in 2013, 
including those that do not participate in any PQRS reporting mechanism, and penalize these 
professionals an additional 1.0% under the value-based payment modifier beginning in 2015.  SNMMI 
contends that, despite earnest intent to meet the reporting criteria of PQRS in 2013, having never 
participated in the program prior to the 2013 program year, some eligible professionals will still not be 
considered satisfactory reporters.  Therefore, SNMMI argues that these professionals should not be 
further penalized with a coupling of an additional negative payment adjustment for a systematic 
failure.   
 
SNMMI recommends CMS divide the proposed second category of eligible professionals under the 
value-based payment modifier program to allow for recognition of those that attempted but failed 
to meet the PQRS reporting criteria for the 2013 program year and not penalize these eligible 
professionals with the additional 1.0% negative payment adjustment in 2015.  While we applaud CMS 
for the efforts to increase quality while reducing cost, the implementation of multiple negative 
payment adjustments could have the unintended consequence of many providers no longer 
participating in Medicare, ultimately reducing access to care for a vulnerable population.   
 
In regards to implementation of the value-based payment modifier, CMS states intent to focus initially 
on groups of physicians that are outliers –those that are noticeably high or low performers as 
compared to their peers treating similar beneficiaries.  SNMMI is concerned that physicians practicing 
in a highly specialized field may be inadvertently targeted because of a presumed overuse of a 
particular resource.  Therefore, SNMMI encourages CMS to implement a thorough review process to 
determine whether these professionals are true outliers thereby avoiding unfair punishment.   
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The SNMMI appreciates the opportunity to comment on this CY2013 MPFS Proposed Rule to the CMS. 
As always, the SNMMI is ready to discuss any of its comments or meet with CMS on the above issues. 
In this regard, please contact Susan Bunning, Vice President, Government Affairs, by email at 
sbunning@snmmi.org or by phone at 703-326-1182. 
 
Respectfully Submitted, 
 

 
Fred Fahey 
President, SNMMI 
 

CC:  
Marc Hartstein 
Chris Ritter 
Erin Smith 
Elizabeth Truong 
Sara Vitolo 
Ryan Howe 
Edith Hambrick, MD 
Scott C. Bartley, MD 
Gary Dillehay, MD 
SNM Coding & Reimbursement Committee 
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