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September 6, 2017 

 

Ms. Seema Verma 

Administrator  

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attention: CMS–1676–P 

PO Box 8016  

Baltimore, MD 21244–8013 

 

**Submitted electronically via  

https://www.regulations.gov/document?D=CMS-2017-0092-0012 

 and by email to Seema.Verma@cms.hhs.gov** 

 

RE: “Medicare Program; Revisions to Payment Policies Under the 

Physician Fee Schedule and Other Revisions to Part B for CY 2018; 

Medicare Shared Savings Program Requirements; and Medicare 

Diabetes Prevention Program [CMS–1676–P]” 

 

Dear Ms. Verma: 

 

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

non-profit professional association with over 4,500 members representing 

the majority of practicing interventional cardiologists and cardiac 

catheterization teams in the United States including pediatric interventional 

cardiologists treating patients with congenital heart disease. SCAI promotes 

excellence in interventional cardiovascular medicine through education, 

representation and the advancement of quality standards to enhance patient 

care.  

 

SCAI, having reviewed the “Medicare Program; Revisions to Payment 

Policies Under the Physician Fee Schedule and Other Revisions to Part B 

for CY 2018; Medicare Shared Savings Program Requirements; and 

Medicare Diabetes Prevention Program [CMS–1676–P]”, offers the 

following comments: 

 

Malpractice Factor for Interventional Cardiology/Cardiology 

Procedures 

SCAI strongly opposes the proposed “blending” of the non-surgical and 

surgical malpractice factors for “Cardiovascular Disease 

(Cardiology)/specialty code 06”. The proposal to blend the cardiology non-

surgical and surgical malpractice factors would disenfranchise interventional 

cardiologists that perform invasive cardiac procedures with an approximate 

https://www.regulations.gov/document?D=CMS-2017-0092-0012
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10% across-the-board reduction in the value of all interventional cardiology procedure codes. 

This proposal would disrupt the relativity of the Relative-Based Resource Value Scale (RBRVS) 

and would fail to appropriately recognize the additional malpractice cost and risk interventional 

cardiologists shoulder as compared to general/non-invasive cardiologists. Less than 10% of 

cardiologists are interventional cardiologists that perform invasive “surgical” procedures. 

Interventional cardiologists endure higher malpractice insurance costs compared with 

general/non-invasive cardiologists. Cross-walking the cardiac surgery, surgical malpractice 

factor as the surgical malpractice factor for Cardiology and Interventional Cardiology would 

prevent interventional cardiology procedures from being down-valued due to under estimation of 

their malpractice risk – a mistake that malpractice insurers certainly are not making.  

 

The proposed rule failed to recognize or propose non-surgical and surgical malpractice factors 

for the Interventional Cardiology specialty code “C3” that went into effect on January 1, 2015. 

The Acumen “Interim Report on the Malpractice Relative Value Units for the CY2018 Medicare 

Physician Fee Schedule” found that “Specialties were further distinguished by surgery classes to 

reflect increased risk; for example, it is reasonable to expect that the risk of practicing 

cardiology increases if the physician also performs surgical procedures.” In line with 

Acumen’s findings, SCAI members find that many carriers specifically use the percentage of 

time an interventional cardiologist spends performing invasive cardiac procedures versus time 

spent performing other (i.e., Evaluation and Management) services in the rate setting for the 

malpractice premiums interventional cardiologists pay.  

 

Interventional cardiology patients are typically sicker than those seen by our general/non-

invasive cardiology colleagues. Interventional cardiologists typically only see patients that are 

anticipated to need interventions and a significant number of these patients are surgical turn-

downs (i.e., turned down for surgery by cardiac surgeons due to excessive peri-operative risk) 

that require high-risk interventions. The procedures performed by interventional cardiologist are 

invasive procedures with risks and outcomes comparable to those of cardiac surgery. These 

include procedures on patients with heart failure, poorly functioning heart muscle and utilization 

of ventricular assist devices during such procedures. For example, Transcatheter Aortic Valve 

Repair (TAVR) is a newer procedure performed co-jointly by interventional cardiologists and 

thoracic surgeons. CMS has a National Coverage Determination that requires both specialties to 

work as “co-surgeons” in the performance of these procedures, recognizing that both the surgeon 

and interventional cardiologist incur the same risks during such procedures. Furthermore, the 

interventional cardiologists experience the same malpractice risk as the thoracic surgeons for 

these cases. Most TAVR procedures are performed on patients in whom conventional open aortic 

valve replacement would be of equal or even higher risk.   

 

The malpractice insurance carriers understand the greater, inherent risk to performing invasive 

procedures in their malpractice insurance premium rate setting. We believe SCAI members are 

being charged a cardiac surgery rate for the percentage of time they spend performing invasive 

coronary and structural heart disease procedures. We strongly recommend that CMS crosswalk 
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the interventional cardiology (specialty code C3) surgical malpractice factor to the Cardiac 

Surgery (specialty code 78) malpractice factor of 6.87.  

 

SCAI strongly recommends that CMS establish both non-surgical and surgical malpractice 

factors for Interventional Cardiology, specialty code C3 by cross-walking the non-surgical 

factor of Cardiovascular Disease (Cardiology), specialty code 06 and by cross-walking the 

surgical malpractice factor of Cardiac Surgery, specialty code 78; establishing a non-surgical 

malpractice factor of 1.90 and a surgical malpractice factor of 6.87 for interventional 

cardiology, specialty code C3.    

 

Interventional Cardiology has a fairly new Medicare specialty code, “C3” that became effective 

on January 1, 2015. Medicare enrollment online PECOS form 855i, last updated July 1, 2011,  

does not allow for selection of “interventional cardiology” as a specialty, requiring interventional 

cardiology practices to complete an “other” freeform field to indicate the physician is an 

interventional cardiologist. We do know looking at the Medicare claims utilization data for CPT 

codes that describe procedures for which only an interventional cardiologist would have the 

necessary training to perform, that utilization by interventional cardiology is typically less than 

30%, indicating that only about a third of interventional cardiologists have updated their PECOS 

provider files to reflect the newer C3 specialty code and many are still classified under the more 

general “Cardiovascular Disease (Cardiology)”, specialty code 06 classification.   

 

As general cardiologists do not have the necessary training nor the expertise to perform 

interventions, it is assumed that the Cardiovascular Disease (Cardiology) utilization of any codes 

in the surgical section of CPT (10000-69999) and those codes contained in the proposed rules’ 

supplemental “CY 2018 PFS Proposed Rule RVUs Invasive Cardiology Outside of Surgical 

Range” file, reflects utilization actually being performed by interventional cardiologists who just 

have not updated their Medicare profile specialty code to the newer Interventional Cardiology 

specialty C3 code, as of yet. Therefore, we respectfully request that for any cardiology 

utilization, whether it be by specialty type Cardiovascular Disease (Cardiology)”/specialty code 

06 or by Interventional Cardiology/specialty code C3, that CMS apply the surgical, cardiac 

surgery (78) malpractice factor rate of 6.87. CMS can accomplish this simply by additionally 

cross-walking the surgical malpractice factor for Cardiovascular Disease (Cardiology)/specialty 

code 06 to the Cardiac Surgery (specialty code 78), surgical malpractice factor of 6.87.  

 

 SCAI strongly recommends CMS appropriately crosswalk the surgical malpractice factor for 

Cardiovascular Disease (Cardiology)/ specialty code 06 to the Cardiac Surgery/ specialty code 

78 surgical malpractice factor of 6.87.  

 

Finally, CMS and Acumen, the subcontractor that gathered malpractice data from across the 

United States, indicated they were unable to gather sufficient malpractice cost data, although 

details are not provided as to what barriers were experienced. SCAI offers to work with CMS to 

correctly interpret existing data and/or to assist in gathering more data.   
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Invasive Cardiology Services Outside of Surgical HCPCS Code Range Considered Surgery 

As discussed above, CMS maintains a file listing 90000 series invasive cardiology CPT codes 

outside the traditional surgical range of CPT (10000-69999) for which application of the surgical 

malpractice factor is believed to be appropriate. The 2018 Medicare Physician Fee Schedule 

proposed rule includes this supplemental file - titled, “CY 2018 PFS Proposed Rule RVUs 

Invasive Cardiology Outside of Surgical Range”. SCAI respectfully requests the addition of 

codes 92992 [Atrial septectomy or septostomy; transvenous method, balloon (eg, Rashkind type) 

(includes cardiac catheterization)] and 92993 [Atrial septectomy or septostomy; blade method 

(Park septostomy) (includes cardiac catheterization)] to the “CY 2018 PFS Proposed Rule 

RVUs Invasive Cardiology Outside of Surgical Range” file. Codes 92992 and 92993 represent 

invasive cardiology procedures performed to treat congenital heart defects which are most 

commonly performed in pediatric patients.   

 

Request to Establish RVU Rates for Codes 92992 and 92993 

In addition to adding codes 92992 and 92993 to the list of 90000 series interventional cardiology 

codes for which the surgical malpractice should be applied, SCAI respectfully request that CMS 

refer these codes to the AMA RBRVS Update Committee (RUC) for the development of 

physician work RVU recommendations.  

 

Codes 92992 and 92993 are used to report invasive, pediatric interventional cardiology 

procedures. Septostomy procedures have various indications, but are most commonly performed 

in infants born with transposition of the great arteries (TGA). TGA is the most common form of 

cyanotic congenital heart disease in the newborn period. As the name suggests, the great arteries 

are switched and therefore aligned with the inappropriate ventricle. The result is that blood 

returning from the body (i.e. without oxygen) is circulated back to the body, bypassing the lungs, 

without receiving oxygen. Similarly, blood returning from the lungs (i.e. with oxygen) flows 

back to the lungs instead of out to the body.  

 

An unrestrictive intracardiac septal defect is required to survive with unrepaired TGA. 

Maintaining a patent ductus arteriosus with medications can help, but is insufficient for survival. 

The current definitive treatment for TGA is the arterial switch operation, a surgical procedure. 

Given the severe derangement in physiology, as well as the rapidly transitioning physiology in 

newborns (e.g. “transitional circulation”, improvement in pulmonary function etc.), the standard 

of care is to perform this operative repair—which requires cardiopulmonary bypass—generally 

between 4 and 10 days of life. The septostomy procedure is performed in those infants awaiting 

surgical repair who do not have septal defects large enough to allow sufficient mixing of blood. 

Thus, the septostomy procedure is not a definitive therapy, but rather temporizing and often life-

saving/sustaining. These patients remain tenuous while awaiting surgery after the septostomy, 

requiring ongoing and active pediatric cardiac care, often in an intensive care setting given the 

possibility of sudden clinical decompensation and need for intensive care level monitoring. 

 

Septostomy procedures are also performed on patients with congenital heart disease that require 

an unrestrictive atrial communication to prevent morbidity. The scenarios for this indication are 
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diverse, but in general occur in patients with inadequate flow through either the left or right 

heart. These conditions include nearly all forms of single ventricle heart disease in which the 

adequately-sized ventricle is utilized to circulate blood to the body. In those patients, blood 

returning from both the body and lungs must have unrestricted transatrial flow to the systemic 

ventricle (i.e. the ventricle pumping to the body). If the atrial septum becomes obstructive, a 

septostomy is performed. Another patient subset are those with severe pulmonary hypertension 

in whom pulmonary hypertensive crises can cause complete collapse of circulation. In those 

patients, a large atrial septal communication allows circulation of blood to the body by bypassing 

the high-resistance pulmonary circuit. Thus, a septostomy procedure may be indicated to prevent 

cardiovascular collapse in patients with severe pulmonary hypertension. In both these scenarios, 

septostomy at least prevents morbidity (e.g. atrial hypertension) and can often be life-saving (e.g. 

patients with severe pulmonary hypertension). However, septostomy does not serve as a 

completely curative therapy.  

 

Because these procedures are primarily performed in a non-Medicare with congenital heart 

disease population, it is highly unlikely they will ever be targeted for valuation review based on 

any of the data screens, which rely on Medicare claims data to identify potentially misvalued 

codes. There are currently no nationally established RVU rates for these codes. The Medicare 

Physician Fee Schedule currently assigns these codes a “C” status indicating they are contractor 

priced. The lack of an established, national RVU value in the Medicare Physician Fee Schedule 

is an undue burden to pediatric interventional cardiologists, leaving them to the mercy of local 

carriers in regards to the establishment of a fair and equitable payment for the performance of 

these life-saving procedures. The lack of established RVU values for these codes has led to 

inconsistent reimbursement rates across the nation leaving providers unable to predict payment 

rates and leaving patients and their families uncertain of applicable co-payment amounts.  

 

SCAI contacted the RUC to see if they had any records regarding consideration of these codes 

for the development of RVU recommendations. RUC staff reported that there was a record of 

these codes being postponed in April of 1993 to the June 1993 meeting. But, the codes were 

never taken up at the June meeting. The RUC records also indicated the codes had initially been 

assigned XXX global periods. But, the current Medicare RVU file indicates 90-day global 

periods for these codes. SCAI actually believes a 0-day global period assignment is most 

appropriate for codes 92992 and 92993—for the reasons described above—and respectfully 

requests that CMS update the 2018 Medicare Physician Fee Schedule RVU file to reflect a 0-day 

global period for these codes. The 90-day global period is inappropriately empowering insurance 

carriers to deny reimbursement for care provided to patients in the 90-days post procedure 

period, despite the fact that these procedures do not provide definitive therapy, the patients 

requiring these procedures often remain critically ill after the life-saving/temporizing procedures, 

there is no nationally established rate for the procedure itself, let alone any related or unrelated 

follow-up care.         
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SCAI respectfully requests CMS add codes 92992 and 92993 to the list of potentially 

misvalued codes to be considered by the RUC coupled with an update to the 2018 Medicare 

Physician Fee Schedule RVU file to reflect a 0-day global period for these codes.  

  

In conclusion, SCAI appreciates the opportunity to provide comment to CMS on issues of high 

interest to the interventional cardiology community contained in the “Medicare Program; 

Revisions to Payment Policies Under the Physician Fee Schedule and Other Revisions to Part B 

for CY 2018; Medicare Shared Savings Program Requirements; and Medicare Diabetes 

Prevention Program [CMS–1676–P]”. If SCAI can be of any assistance as CMS continues to 

consider and review these issues, please do not hesitate to contact Mrs. Dawn R. Gray (Hopkins), 

Director of Reimbursement & Regulatory Affairs at (800) 253-4636, ext. 510 or dgray@scai.org. 

 

 

Sincerely,  

 
Kirk N. Garratt, MD, MSc, FSCAI 

SCAI President, 2017-2018 

 

 

CC:  Patrick Sartini, CMS 

Ryan Howe, CMS 

 Isadora Gil, CMS 

 Geri Mondowney, CMS 

Francesca Dea, CAE, SCAI  

 Osvaldo S. Gigliotti, MD, FSCAI 

 Dmitriy N. Feldman, MD, FSCAI 

 Frank Ing, MD, FSCAI 

 Sergio Bartakian, MD, FSCAI 

 Shawn Batlivala, MD, FSCAI 

 Dawn R. Gray (Hopkins), SCAI  
 

 


