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September 2, 2022 
 
 
Submitted electronically via: http://www.regulations.gov  
 
 
The Honorable Chiquita Brooks-LaSure 
Centers for Medicare and Medicaid Services  
Attention: CMS–1770–P, 
7500 Security Boulevard 
P.O. Box 8016 
Baltimore, MD 21244-8016 
 
Re: Medicare and Medicaid Programs; CY 2023 Payment Policies under the 
Physician Fee Schedule and Other Changes to Part B Payment Policies; 
Medicare Shared Savings Program Requirements; Medicare and Medicaid 
Provider Enrollment Policies, Including for Skilled Nursing Facilities; 
Conditions of Payment for Suppliers of Durable Medicaid Equipment, 
Prosthetics, Orthotics, and Supplies (DMEPOS); and Implementing  
Requirements for Manufacturers of Certain Single-dose Container or Single-
use Package Drugs to Provide Refunds with Respect to Discarded Amounts 
 
Dear Administrator Brooks-LaSure: 
 
The Society for Cardiovascular Angiography and Interventions (SCAI) has 
dedicated its work to advancing the profession and is the primary society for 
guidance, representation, professional recognition, education, and research 
opportunities for invasive and interventional cardiology professionals. For 
more than 40 years, SCAI has personified professional excellence and 
innovation globally, fostering a trusted community of more than 5000 
members dedicated to medical advancement and lifesaving care for adults 
and children with cardiovascular disease. 
 
SCAI appreciates the opportunity to comment on this proposed rule. SCAI 
offers the following comments on: 
 
1. Decrease to conversion factor 
2. Rebasing MEI for PE and GPCI 
3. Clinical labor  
4. Endovascular pulmonary revascularization 

http://www.regulations.gov/
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5. Pulmonary angiography 
6. Improving access to cardiac rehabilitation services 
7. Telehealth services 
8. Quality measures for amputation avoidance in diabetic patients 
9. MIPS cardiology specialty set changes 
10. Improvement activities removal of bleeding campaign 
11. Advancing heart disease MVP changes 
12. Changes to the Payment Policy Indicators for Transcatheter Cardiac Valve Procedures 

 
Conversion Factor Update 
SCAI urges CMS to find a way to avoid another decrease in the conversion factor for CY2023. 
This payment reduction comes along at a time when other cuts will factor in, such as, the 
expiration of the moratorium on Medicare sequestration and clinical labor updates.  
Additionally, physician practices, hospitals that employ physicians, and other stakeholders are 
facing uncertainty about the future of their pandemic recovery. Physicians’ practices are also 
significantly challenged by other regulatory burdens (e.g., prior authorization, interoperability 
requirements and participating in Medicare quality programs such as MIPS).  
 
CMS’s proposed changes layer on top of many other changes that are confronting the practice 
of interventional cardiology. Patients have been reluctant to seek care during a public health 
emergency and frequently are letting conditions get worse before they seek care. Providing 
that care is more time consuming and expensive because the conditions are more complex.  At 
the same time, physicians are dealing with both staff/nursing shortages and increasing 
“burnout” rates which are adversely impacting patient access. The impact of these cuts is far 
reaching because other payers are likely to adopt these RVU changes and make similar 
adjustments to their conversion factors. Additionally, Medicare’s fees for interventional 
cardiology have been dramatically reduced over time and payments have not kept up with 
inflation. While reimbursement under the overall Physician Fee Schedule has increased 11 
percent over the last two decades, the cost of running a medical practice has increased 39 
percent over that same period (see AMA’s “Medicare Updates Compared to Inflation” chart 
below). 
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We urge CMS to waive the budget neutrality adjustment and we encourage CMS to look at all 
options for avoiding the proposed fee cuts. 
 
Clinical Labor Updates 
As CMS continues its proposal to implement the phase in of clincal labor updates, SCAI 
continues to have concerns that by increasing the clinical labor pricing, physician services with 
high-cost supplies and equipment are disproportionately impacted by the budget neutrality 
component within the practice expense relative values. SCAI requests that CMS update 
pricing data on a more frequent basis for all inputs, so adjustments will not be so dramatic 
and sudden. We understand the underlying unfairness that the real increase in clinical labor 
costs is not recognized through an update to the conversion factor and calls on CMS to urge 
Congress to provide a positive update to the Medicare conversion factor in 2023 and all 
future years. 
 
Rebasing and Revising the Medicare Economic Index and Geographic Practice Cost Index 
Currently, the Medicare Economic Index (MEI) allocation is 50.9% Physician Work, 44.8% 
Practice Expense and 4.3% PLI. The CMS proposal is to shift payment allocation away from 
physician earnings (work) to practice expense: 47.3% Physician Work, 51.3% Practice Expense 
and 1.4% PLI. SCAI has concerns with this shift, as it clearly favors the business of medicine over 
physician work, and large health systems over physicians. The change will have a dramatic 
impact on specialties such as interventional cardiology whose services are not supply driven.  
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Additionally, CMS proposes to modify weights of the expense categories (employee 
compensation, office rent, purchased services and equipment/supplies/other) within the 
practice expense Geographic Practice Cost Index (GPCI). These changes could have additional 
consequences to physicians already struggling under the weight of the other payment cuts. 
 
With the number of cuts to the physician fee schedule in recent years, physicians need a period 
of stability. Continuous payment updates to policies that have not been reviewed in years play 
havoc in a system governed by budget neutrality. SCAI questions the wisdom of continual 
updates until the underlying problems with the payment system are resolved. We understand 
the underlying unfairness that any increase is not recognized through an update to the 
conversion factor and calls on CMS to urge Congress to provide a positive update to the 
Medicare conversion factor in 2023 and all future years. 
 
CY2023 Proposed Codes – Valuation of Specific Codes 
 
Endovascular Pulmonary Revascularization (CPT codes 338X3, 338X4, 338X5, 338X6, and 
338X7) 
We reiterate the RUC’s arguments that there are three relationships throughout the family that 
demonstrate the work, time, and related complexity between the family of codes. The first is an 
increase in time and work as the codes move from unilateral to bilateral, with increased time 
and work for bilateral procedures. The second is an increase in work as the codes move from 
“normal native” connections to “abnormal” connections. Lastly, while there is not an increase 
in time as the codes move from "normal native" connections to "abnormal" connections, there 
is an increased amount of work that is attributable to the increased intensity of these services 
in patients with abnormal connections. The increased intensity is attributed to complex 
angiographic interpretations and the possibility of additional lesions, therefore, increasing the 
medical decision-making required to perform the service, whereas, in a healthy child with 
normal connections, that complexity does not exist. 
 
SCAI strongly recommends that CMS review their proposed low values and accept the RUC 
recommended values for the following new codes: 
 

 Long Descriptor RUC work RVU 
Recommendation 

CMS Proposed 
work RVU 

338X3 Percutaneous pulmonary artery 
revascularization by stent placement, 
initial; normal native connections, 
unilateral 

14.00 11.03 
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338X4 Percutaneous pulmonary artery 
revascularization by stent placement, 
initial; normal native connections, 
bilateral 

18.00 14.50 

338X5 Percutaneous pulmonary artery 
revascularization by stent placement, 
initial; abnormal connections, unilateral 

17.33 14.00 

338X6 Percutaneous pulmonary artery 
revascularization by stent placement, 
initial; abnormal connections, bilateral 

20.00 16.50 

338X7 Percutaneous pulmonary artery 
revascularization by stent placement, 
each additional vessel or separate 
lesion, normal or abnormal connections 

7.27 5.53 

 
In reviewing this code family, CMS states that it believes that the RUC recommended survey 
median is high compared to other procedures with similar times and instead, valued the family 
using the 25th percentile. In CMS’ determination, examples are given strictly based on 
procedure times without accounting for procedure intensity. Section 1848(c)(2)(C)(i) of the 
Social Security Act requires that physician work RVUs incorporate both the time and intensity 
required to perform the service. Risks of obstruction, perforation or rupture of the thin-walled 
pulmonary arteries have very high published mortality rates and should be taken into account 
when evaluating the intensity of the procedures. 
 
338X3 
For CPT code 338X3, CMS disagrees with the RUC recommended work RVU of 14.00 and instead 
proposes a work RVU of 11.03 which was the survey 25th percentile work value. CMS supports 
this decision with reference codes 61650 endovascular intracranial prolonged administration of 
pharmacologic agent(s) other than for thrombolysis, arterial, including catheter placement, 
diagnostic angiography, and imaging guidance; initial vascular territory) and 61640 (balloon 
dilatation of intracranial vasospasm, percutaneous; initial vessel due to the procedure times. 
This analysis fails to take into account that the pulmonary arteries are a vastly different space 
than systemic arteries in terms of difficulty, risk, and complexity. Pulmonary artery work must 
be done with catheters passing through the beating heart. The pulmonary arteries have very 
thin walls much more easily subject to dissection or perforation than the systemic arteries. 
Unlike peripheral artery obstruction, pulmonary artery obstruction can cause circulatory 
collapse and obstructive shock, a rapidly lethal condition. The pulmonary arteries have many 
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more large branches than systemic arteries, therefore requiring intervention in many more 
branches. All of these factors should be taken into consideration with regard to the intensity of 
the codes being valued. Time should not be the only deciding factor in code valuation. SCAI 
strongly recommends that CMS accepts the RUC RVU of 14.00 for CPT code 338X3. 
 
338X4 
For CPT code 338X4, CMS disagrees with the RUC recommended work RVU of 18.00 and instead 
proposes a work RVU of 14.50 which was the survey 25th percentile work value. CMS supports 
this decision with reference code 11005 Debridement of skin, subcutaneous tissue, muscle and 
fascia for necrotizing soft tissue infection; abdominal wall, with or without fascial closure based 
on procedure times. Once again, this analysis fails to take into account the difference in 
intensity in the two procedures. The judgment and stress of passing catheters through a 
beating heart is certainly greater than that required to debride an open wound.  Time should 
not be the only deciding factor in code valuation. Intensity should be rated equally in keeping 
with statutory requirements. SCAI strongly recommends that CMS accepts the RUC RVU of 
18.00 for CPT code 338X4. 
 
338X5 
For CPT code 338X5, CMS disagrees with the RUC recommended work RVU of 17.33 and instead 
proposes a work RVU of 14.00 which was the survey 25th percentile work value. CMS supports 
this decision with reference code 61640 balloon dilatation of intracranial vasospasm, 
percutaneous; initial vessel due to the procedure times. Once again this analysis fails to take 
into account that the pulmonary arteries are a vastly different space than systemic arteries in 
terms of difficulty, risk, and complexity. Time should not be the only deciding factor in code 
valuation. SCAI strongly recommends that CMS accepts the RUC RVU of 14.00 for CPT code 
338X5. 
 
338X6 
For CPT code 338X6, CMS disagrees with the RUC recommended work RVU of 20.00 and instead 
proposes a work RVU of 16.50 based on the relative difference of work of 2.0 from 338X4. CMS 
once again states this decision is also supported with reference code 11005 Debridement of 
skin, subcutaneous tissue, muscle and fascia for necrotizing soft tissue infection; abdominal 
wall, with or without fascial closure based on procedure times. While we agree with the relative 
difference of work from 338X4, SCAI reiterates that these decisions have been made solely on 
time, without any consideration to the intensity involved. Time should not be the only deciding 
factor in code valuation. SCAI strongly recommends that CMS accepts the RUC RVU of 20.00 
for CPT code 338X6. 
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338X7 
For CPT code 338X7, CMS disagrees with the RUC recommended work RVU of 7.27 and instead 
proposes a work RVU of 5.53 which was the survey 25th percentile work value. CMS supports 
this decision with reference code 57267 Insertion of mesh or other prosthesis for repair of pelvic 
floor defect, each site (anterior, posterior compartment), vaginal approach (List separately in 
addition to code for primary procedure). Patient risk from percutaneous pulmonary artery stent 
placement is much higher than an open repair of pelvic floor defect and should be taken into 
consideration in the intensity of the procedure.  Time should not be the only deciding factor in 
code valuation. SCAI strongly recommends that CMS accepts the RUC RVU of 7.27 for CPT 
code 338X7. 
 
Pulmonary Angiography (CPT codes 93XX0, 93XX1, 93XX2, 93XX3, 93563, 93564, 93565, 
93566, 93567, and 93568) 
SCAI strongly recommends that CMS review their proposed low values and accept the RUC 
recommended values for the following new and revised codes: 
 

 Long Descriptor RUC work RVU 
recommendation 

CMS Proposed 
work RVU 

93XX0 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective pulmonary arterial 
angiography, unilateral 

1.05 .63 

93XX1 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective pulmonary arterial 
angiography, bilateral 

1.75 1.30 

93XX2 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective pulmonary venous 
angiography of each distinct pulmonary 
vein during cardiac catheterization 

1.84 1.44 

93XX3 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 

1.92 1.92 
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for selective pulmonary angiography of 
major aortopulmonary collateral arteries 
(MAPCAs) arising off the aorta or its 
systemic branches, during cardiac 
catheterization for congenital heart 
defects, each distinct vessel 

93563 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective coronary angiography during 
congenital heart catheterization 

1.11 1.0 

93564 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective opacification of 
aortocoronary venous or arterial bypass 
graft(s) (e.g., aortocoronary saphenous 
vein, free radial artery, or free mammary 
artery graft) to one or more coronary 
arteries and in situ arterial conduits (eg, 
internal mammary), whether native or 
used for bypass to one or more coronary 
arteries during congenital heart 
catheterization 

1.13 1.03 

93565 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective left ventricular or left atrial 
angiography 

.86 .50 

93566 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for selective right ventricular or right 
atrial angiography 

.86 .50 

93567 Injection procedure during cardiac 
catheterization including imaging 

.97 .70 
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supervision, interpretation, and report; 
for supravalvular aortography 

93568 Injection procedure during cardiac 
catheterization including imaging 
supervision, interpretation, and report; 
for nonselective pulmonary arterial 
angiography (List separately in addition to 
code for primary procedure) 

.88 .88 

 
In reviewing this code family, CMS states that for the new codes, it found other codes that 
appeared to be better comparators than the codes offered by the RUC. For the established 
codes, CMS states that the values should not remain constant since the times of the procedures 
went down. SCAI strongly disagrees with CMS’ assessment of better comparator codes due to 
the intensity inherent in pulmonary procedures. The patient population also changed for this 
code set over time to now be performed in a much more complex patient. Contrary to 
procedures in the adult population, in the congenital cath lab, procedures tend to start with the 
simplest of abnormalities and as the procedures evolve, expand to significantly more complex 
anatomy, thereby resulting in increasing intensity over time.  The patients are now smaller, the 
pathology is more abnormal, and yet, a concerted effort must be made to be as quick and 
efficient to reduce the amount of radiation exposure and risk to the patient. These changes in 
patient population and technique justify an increase in intensity significant enough to maintain 
values, especially since the current values are almost half of what the RUC originally proposed 
for the codes in 2011.  
 
93XX0 
For CPT code 93XX0, CMS disagrees with the RUC recommended work RVU of 1.05 and instead 
proposes a work RVU of .63 with a crosswalk to CPT code 78434 Absolute quantitation of 
myocardial blood flow (AQMBF), positron emission tomography (PET), rest and pharmacologic 
stress (List separately in addition to code for primary procedure). The comparator appears to be 
made on time alone and does not consider the increase in work from 93568 and the intensity of 
the service which includes selective angiographic catheter positioning, injection, and radiologic 
supervision and interpretation.  If CMS were to finalize its proposed value of 0.63, the work of 
selective catheter placement would have less work and a lower intraservice work per unit of 
time (IWPUT) than non-selective catheter placement code 93568. That creates a rank order 
anomaly within this family and supports using the survey-based, 25th-percentile value 
recommended by the RUC. Additionally, since these services are now performed primarily on 
the pediatric population, time should not be the only factor considered. When performing 
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procedures on pediatric patients, it is essential to perform the procedure as quickly as possible 
to keep the amount of radiation exposure to an absolute minimum. However, this increase in 
speed also increases the procedure’s intensity, especially since these procedures are most often 
performed on abnormal anatomy. SCAI strongly recommends that CMS accepts the RUC RVU 
of 1.05 for CPT code 93XX0. 
 
93XX1 
For CPT code 93XX1, CMS disagrees with the RUC recommended work RVU of 1.75 and instead 
proposes a work RVU of 1.30 using a crosswalk to CPT code G0289 Arthroscopy, knee, surgical, 
for removal of loose body, foreign body, debridement/shaving of articular cartilage 
(chondroplasty) at the time of other surgical knee arthroscopy in a different compartment of the 
same knee (List separately in addition to code for primary procedure). This seems an 
unorthodox choice in crosswalk as G0289 has never been surveyed and the RUC 
recommendations for this code is based on a valid current survey.  Once again, the comparator 
seems to consider time only, and does not account for the additional intensity inherent in 
selective catheterization of pulmonary arteries. Additionally, since these services are now 
performed primarily on the pediatric population, time should not be the only factor considered. 
When performing procedures on pediatric patients, it is essential to perform the procedure as 
quickly as possible to keep the amount of radiation exposure and risk to the patient to an 
absolute minimum. However, this increase in speed also increases the procedure’s intensity, 
especially since these procedures are most often performed on very abnormal anatomy. These 
facts should be considered by CMS. SCAI strongly recommends that CMS accepts the RUC RVU 
of 1.75 for CPT code 93XX1.          
 
93XX2 
For CPT code 93XX2, CMS disagrees with the RUC recommended work RVU of 1.84 and instead 
proposes a work RVU of 1.44 with a crosswalk to CPT code 93598 Measurement of output of 
blood from heart, performed during cardiac catheterization for evaluation of congenital heart 
defects (List separately in addition to code for primary procedure). This reduced value that 
appears to be based solely on time fails to allow for an appropriate decrease in work from 
subsequent code 93XX3 to 93XX2 based on the intensity of the service. 93XX3 and 93XX2 both 
have 20 minutes of time. Both are complicated angiography services performed in the pediatric 
congenital population. There was an appropriate 0.08 decrement from 93XX3 to 93XX2 that 
accounted for differences in the service despite identical times. This proposal and those of the 
two codes prior disrupt a well-designed rank order in the family. Additionally, since these 
services are now performed primarily on the pediatric population, time should not be the only 
factor considered. When performing procedures on pediatric patients, it is essential to perform 
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the procedure as quickly as possible to keep the amount of radiation exposure and risk to the 
patient to an absolute minimum. However, this increase in speed also increases the 
procedure’s intensity, especially since these procedures are most often performed on very 
abnormal anatomy. SCAI strongly recommends that CMS accepts the RUC RVU of 1.84 for CPT 
code 93XX2. 
 
93XX3 
For CPT code 93XX3, CMS accepts the RUC recommended work RVU of 1.92. SCAI agrees and 
thanks CMS for accepting this proposal. 
 
93563 
For CPT code 93563, CMS disagrees with the RUC recommended work RVU of 1.11 and instead 
proposes a work RVU of 1.0 due to the intraservice time of the procedure decreasing by ten 
minutes since the last survey. CMS uses CPT code 64494 Injection(s), diagnostic or therapeutic 
agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) with image 
guidance (fluoroscopy or CT), lumbar or sacral; second level (List separately in addition to code 
for primary procedure) as a comparable code to justify their recommendation. We disagree that 
64494 is a comparable code as the procedure has significantly less intensity than pulmonary 
angiography. The RUC recommended comparator 93571 Intravascular Doppler velocity and/or 
pressure derived coronary flow reserve measurement (coronary vessel or graft) during coronary 
angiography including pharmacologically induced stress; initial vessel (List separately in addition 
to code for primary procedure) (work RVU= 1.38, intra-service and total time of 15 minutes) also 
has the same time and provides a better comparator for the intensity of the service. SCAI 
strongly recommends that CMS accepts the RUC RVU of 1.11 for CPT code 93563. 
 
93564 
For CPT code 93564, CMS disagrees with the RUC recommended work RVU of 1.13 and instead 
proposes a work RVU of 1.03 due to the intra-service time of the procedure decreasing by 
seven minutes since the last survey. The RUC recommends a crosswalk to CPT code 31632 
Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; with 
transbronchial lung biopsy(s), each additional lobe (List separately in addition to code for 
primary procedure). This recommendation may be similar in time but does not reflect the 
intensity of 93564. SCAI strongly recommends that CMS accepts the RUC RVU of 1.13 for CPT 
code 93564. 
 
93565 
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For CPT code 93565, CMS disagrees with the RUC recommended work RVU of .86 and instead 
proposes a work RVU of .50 due to the intraservice time of the procedure decreasing by ten 
minutes since the last survey.  CMS has recommended a crosswalk to CPT code 64421 
Injection(s), anesthetic agent(s) and/or steroid; intercostal nerve, each additional level (List 
separately in addition to code for primary procedure). 
 
To justify a value of 0.86, the RUC compared the surveyed code to MPC code 64484 Injection(s), 
anesthetic agent(s) and/or steroid; transforaminal epidural, with imaging guidance (fluoroscopy 
or CT), lumbar or sacral, each additional level (List separately in addition to code for primary 
procedure) (work RVU= 1.00, intra-service and total time of 10 minutes) and noted that both 
services involve an identical amount of time, whereas the reference code is a slightly more 
intense service. The RUC also compared the surveyed code to CPT code 93572 Intravascular 
Doppler velocity and/or pressure derived coronary flow reserve measurement (coronary vessel 
or graft) during coronary angiography including pharmacologically induced stress; each 
additional vessel (List separately in addition to code for primary procedure) (work RVU= 1.00, 
intra-service and total time of 11 minutes) and noted that with one less minute of intra-service 
time, the surveyed code is appropriately valued somewhat lower than this reference code 
which has a similar work intensity. The RUC’s recommendation assigns this service a physician 
work intensity between the top and second key reference services. SCAI strongly recommends 
that CMS accepts the RUC RVU of .86 for CPT code 93565. 
 
93566 
For CPT code 93566, CMS disagrees with the RUC recommended work RVU of .86 and instead 
proposes a work RVU of .50 due to the intra-service time of the procedure decreasing by ten 
minutes since the last survey.  For this code CMS also uses a crosswalk to CPT code 64421 
Injection(s), anesthetic agent(s) and/or steroid; intercostal nerve, each additional level (List 
separately in addition to code for primary procedure). To justify a value of 0.86, the RUC 
compared the surveyed code to MPC code 64484 Injection(s), anesthetic agent(s) and/or 
steroid; transforaminal epidural, with imaging guidance (fluoroscopy or CT), lumbar or sacral, 
each additional level (List separately in addition to code for primary procedure) (work RVU= 
1.00, intra-service and total time of 10 minutes) and noted that both services involve an 
identical amount of time, whereas the reference code is a slightly more intense service. The 
RUC also compared the surveyed code to CPT code 93572 Intravascular Doppler velocity and/or 
pressure derived coronary flow reserve measurement (coronary vessel or graft) during coronary 
angiography including pharmacologically induced stress; each additional vessel (List separately 
in addition to code for primary procedure) (work RVU= 1.00, intra-service and total time of 11 
minutes) and noted that with one less minute of intra-service time, the surveyed code is 
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appropriately valued somewhat lower than this reference code which has a similar work 
intensity. The RUC’s recommendation assigns this service a physician work intensity between 
the top and second key reference services. SCAI strongly recommends that CMS accepts the 
RUC RVU of .86 for CPT code 93566. 
 
93567 
For CPT code 93567, CMS disagrees with the RUC recommended work RVU of .97 and instead 
proposes a work RVU of .70 due to the intra-service time of the procedure decreasing by five 
minutes since the last survey. CMS recommends a crosswalk to CPT code 74248 Radiologic 
small intestine follow-through study, including multiple serial images (List separately in addition 
to code for primary procedure for upper GI radiologic examination). Relative to CPT codes 93565 
and 93566 which also typically involve 10 minutes of time, 93567 is a more intense service to 
perform. CPT code 93567 is typically provided to a relatively sicker and older adult population 
compared to codes 93565 and 93566, due to there being a greater risk of rupture and catheter 
passes are more tortuous in the senior population. There is a higher likelihood of a calcified 
aorta and risk for the dislocation of aortic plaque. Finally, when working in the aorta, extra care 
must be taken to avoid the iatrogenic introduction of air into the vasculature. SCAI strongly 
recommends that CMS accepts the RUC RVU of .97 for CPT code 93567. 
 
93568 
For CPT code 93568, CMS accepts the RUC recommended work RVU of .88. SCAI agrees and 
thanks CMS for accepting this proposal.  
 
The current proposals by CMS create numerous rank order anomalies within the code set. Not 
only are more complex procedures being valued less then less complex ones, many if not all of 
the currently proposed values would place these procedures as the floor with respect to values 
to comparable interventional radiology injections, for example, rather than the ceiling. The 
procedures in nearly all these comparisons are dealing with normal but diseased anatomy. 
Congenital interventional cardiology deals with abnormal anatomy. No textbook shows the 
abnormal anatomy except in the most basic forms. In other words, in 100 congenital heart 
defect encounters, there will be at least 50 different variations. The congenital cardiac 
procedures absolutely represent the ceiling in terms of complexity and technical skill in relation 
to other non-congenital fields / procedures. 
 
Request for Information: Medicare Potentially Underutilized Services 
CMS is seeking comments on ways to identify specific services and to recognize possible  
barriers to improved access to these kinds of high value, potentially underutilized services by  
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Medicare beneficiaries. One such service is cardiac rehabilitation. According to the Million 
Hearts Cardiac Rehabilitation Collaborative, cardiac rehabilitation services are only being used 
by 20 percent of eligible patients.1 Barriers to participation cited include the “need to return to 
work, the cost burden, inconvenient hours, transportation issues, and cultural barriers.”2 The 
referral process is key to getting more patients to participate in the program. Education 
campaigns to make beneficiaries aware of the benefit and incentives through quality 
measures to initiate the referral upon hospital discharge could greatly assist in increasing the 
usage of these important services. 
 
Proposals and Request for Information on Medicare Parts A and B Payment for Dental 
Services 
SCAI appreciates CMS’ proposal to pay for necessary dental services performed as part of a 
comprehensive workup prior to cardiac valve replacement. Infection from dental issues can 
undermine recovery. In these circumstances SCAI agrees with CMS that dental services may be 
clinically prophylactic and, therefore, integral to the clinical success of the valve procedure and 
as such should be covered by the Medicare program. 
 
Changes Related to Telehealth Services 
SCAI appreciates CMS continuing to evaluate telehealth services and continuing to add services 
to the Category 3 list to allow additional time for the services to be evaluated for permanent 
addition to the telehealth list. We would urge CMS to allow continued access to these 
telehealth services after the public healthcare emergency. 
 
CMS is also seeking comment on whether or not direct supervision should continue to be 
allowed via virtual presence after the public health emergency. SCAI believes that CMS should 
continue to allow the statutory provision regarding direct physician supervision of cardiac 
rehabilitation programs to be met by the virtual presence of the physician via real-time, two-
way audio/visual telecommunications technology. 
 

 

1 Ades, Philip A., Steven J. Keteyian, Janet S. Wright, Larry F. Hamm, Karen Lui, Kimberly Newlin, Donald S. Shepard, 
and Randal J. Thomas. “Increasing Cardiac Rehabilitation Participation from 20% to 70%: A Road Map from the 
Million Hearts Cardiac Rehabilitation Collaborative.” Mayo Clinic Proceedings 92, no. 2 (2017): 234–42. 
https://www.aspconline.org/wp-content/uploads/2021/08/Increasing-Cardiac-Rehabilitation-Participation-From-
20-to-70-A-Road-Map-From-the-Million-Hearts-Cardiac-Rehabilitation-Collaborative-2017.pdf  

2 Ades, et al. “Cardiac Rehabilitation,” 5. 

https://www.aspconline.org/wp-content/uploads/2021/08/Increasing-Cardiac-Rehabilitation-Participation-From-20-to-70-A-Road-Map-From-the-Million-Hearts-Cardiac-Rehabilitation-Collaborative-2017.pdf
https://www.aspconline.org/wp-content/uploads/2021/08/Increasing-Cardiac-Rehabilitation-Participation-From-20-to-70-A-Road-Map-From-the-Million-Hearts-Cardiac-Rehabilitation-Collaborative-2017.pdf
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Physicians are clearly in the best position to determine whether virtual direct supervision can 
be provided safely and effectively to their patients based on their medical needs, and they 
should be given the flexibility to make those decisions on a case-by-case basis. Therefore, CMS 
should allow physicians the ability to make decisions based clinical judgment as to whether a 
service is appropriate for virtual direct supervision. 
 
Developing Quality Measures that Address Amputation Avoidance in Diabetic Patients  
Request for Information 
SCAI applauds CMS’ decision to develop quality measures that address amputation avoidance. 
We hope that CMS will exand these efforts as one process measure does not go far enough and 
the composite measure may be too burdensome. The composite measure may be more 
appropriate for an MVP. Additionally, other high-risk populations also exist for peripheral 
vascular disease that have similar risk for amputation. SCAI recommends that CMS also develop 
measures that would include these other populations. 
 
MIPS Cardiology Quality Measure Specialty Set Changes  
CMS is proposing to add three new measures to the cardiology specialty set and delete three 
other measures. The first addition is Stroke and Stroke Rehabilitation: Thrombolytic Therapy. 
SCAI disagrees that this measure should be used for cardiologists.  Cardiologists typically do not 
treat acute stroke patients.  While both stroke and heart attack have similar risk factors, they 
differ drastically in presentation, acute evaluation, and acute treatment.  Stroke patients and 
heart attack patients are both initially evaluated by emergency physicians, but in the 
emergency department their care pathways immediately diverge.  For heart attacks the ECG is 
the diagnostic tool.  ST elevation leads to a call to an interventional cardiologist and rapid 
transfer to a cardiac cath lab.  For stroke patients the diagnostic tool is the physical exam 
followed by CT scan followed by a choice between thrombolytic therapy and/or the 
interventional laboratory for thrombus extraction.  Interventional cardiologists do not typically 
treat acute stroke patients and neurologists do not treat acute heart attack patients.  To rate 
cardiologist by stroke care is inconsistent with patterns of normal clinical care and would be 
inappropriate. 
 
The second measure addition is Screening for Social Drivers of Health. SCAI believes it is 
reasonable to rate cardiologists on this aspect of care, but only if all other specialties are also 
rated by this metric.  It is true that cardiovascular disease is profoundly affected by social 
determinants of health (SDOH), but it is also true that virtually every other disease is similarly 
influenced. By this logic, every specialty should be rated on this metric. 
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The third measure addition is Adult Immunization Status. While this measure appears to be 
replacing the influenza immunization and pneumococcal immunization measures that are being 
proposed for removal, cardiovascular disease is exacerbated by flu and pneumonia so that 
immunizations against these diseases are a special concern for cardiovascular specialists. Td, 
Tdap, and zoster are unrelated to cardiac care and not relevant to cardiologists.  SCAI 
recommends retaining the influenza and pneumococcal measures over the addition of this new 
one as they are more relevant to the specialty. Having to report on the status of other 
unrelated immunizations will also cause undue burden. 
 
CMS is proposing to remove the measure Cardiac Stress Imaging Not Meeting Appropriate Use 
Criteria: Routine Testing After Percutaneous Coronary Intervention (PCI). SCAI agrees with this 
decision and thanks CMS for removing this measure. 
 
PCI Bleeding Campaign Improvement Activity Removal 
SCAI agrees with CMS’ decision to remove the PCI Bleeding Campaign as an improvement 
activity as the campaign ended in 2021 and is no longer open for participation. SCAI asks that 
CMS consider similar efforts as possible improvement activities in the future. 
 
Changes to Advancing Heart Disease MVP 
CMS is proposing to add six quality measures to the Advancing Heart Disease MVP to make the 
MVP more inclusive of interventionists, electrophysiologists, and heart failure specialists. SCAI 
appreciates CMS’ attempt at inclusivity, however, fails to see how the added measures would 
allow interventional cardiologists to report on the MVP more successfully. None of the added 
measures are specific to interventional cardiology so the additions will not provide any further 
incentive to report the MVP over traditional MIPS. SCAI recommends that more measures from 
the cardiology specialty set be added to the MVP to facilitate wider inclusion.  
 
Changes to the Payment Policy Indicators for Transcatheter Cardiac Valve Procedures 
SCAI is requesting that CMS consider the following changes to the payment policy indicators for 
transcatheter mitral valve and tricuspid valve Category III CPT procedure codes to allow for the 
use of assistant surgeons, co-surgeons and team surgeons: 
 

1. Change the assistant surgeon payment policy indicator to “2” for the following 
 transcatheter valve procedure codes; 0483T, 0544T, 0545T, 0569T, 0570T and 0646T. 

2. Change the co-surgeon payment policy indicator to “1” for transcatheter valve  
procedure codes 0544T, 0545T, 0569T and 0570T, and to “2” for CPT code 0646T. 

 3. Change the team surgeon payment policy indicator to “1” for CPT code 0646T. 
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Transcatheter valve procedures are extremely technical in nature and require a highly 
functional multi-disciplinary (MDT) surgical and operating room team. Both transcatheter mitral 
valve and tricuspid valve interventions require skillful maneuvering in a complex environment 
under image guidance. The anatomy is complex and often unpredictable, necessitating the skills 
of two operators to perform distinct parts of the navigation and implant procedure.   
Changes to these payment policy indicators will ensure patient procedural safety and bring 
policy alignment to all complex transcatheter valve procedures. 
 
Conclusion 
SCAI appreciates the opportunity to provide comments on this Proposed Rule for CY 
2023 and we look forward to continuing working with CMS to address these important issues. If 
SCAI can be of any assistance as CMS continues to consider and review these issues, please do 
not hesitate to contact SCAI’s manager, coding and reimbursement Monica Wright at 202-327-
5451 or at mlwright@scai.org  if there are any questions or further requests. 
 
Sincerely, 
 

 
 
Sunil Rao, MD, FSCAI 
President 2022-2023 
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