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December 23, 2014 

 

Ms. Marilyn Tavenner 

Administrator 

Centers for Medicare and Medicaid Services 

Department of Health and Human Services 

Attn:  CMS-1612-FC 

P.O. Box 8013 

Baltimore, MD 21244-8013 

 

RE:  CMS-1612-FC – Medicare Program; Revisions to Payment Policies under the Physician Fee 

Schedule, Clinical Laboratory Fee Schedule, Access to Identifiable Data for the Center for 

Medicare and Medicaid Innovation Models and Other Revisions to Part B for Calendar Year 2015 
 
 
Dear Administrator Tavenner:  

On behalf of the Society of Gynecologic Oncology (SGO), we are pleased to submit comments in 

response to Medicare Program; Revisions to Payment Policies under the Physician Fee Schedule for CY 

2015 and other Changes to Payment under Part B Final Rule.  The SGO is the premier medical specialty 

society for physicians trained in the comprehensive management of gynecologic cancers in women. Our 

purpose is to improve the care of women with gynecologic cancers by encouraging research and 

disseminating knowledge, raising the standards of practice in the prevention and treatment of gynecologic 

malignancies and collaborating with other organizations interested in women’s health care, oncology and 

related fields. 

As medical professionals with a special interest and expertise in gynecologic cancers, we dedicate our 

work to helping women conquer the cancers unique to them. We uphold the highest standards of quality 

care, and through research, we are creating new and innovative ways to improve the treatment and care of 

patients. SGO members advocate and contribute to a comprehensive approach to screening, diagnosis and 

treatment; empowering women with the knowledge to provide answers, support and hope. 

Our comments will address the following CMS proposals:  

 

Establishing CY 2015 Interim Final Work RVUs for Laparoscopic, surgical, with total 

hysterectomy CPT codes 58570, 58571, 58572, and 58573 

 

Per the process outlined in the Final Rule, the SGO is commenting on the proposed CY 2015 Work RVUs 

for these four codes and requesting that they be sent to refinement prior to finalizing their work RVUs for 

2016. 
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In a review of the Medicare crosswalk file for 2013 utilization of services to 2015, it SGO found that 

especially for CPT codes 58571 and 58573, where the uterus is greater than 250 grams, approximately 40 

- 50 percent of the services provided to Medicare beneficiaries in 2013 were provided by a surgical 

specialist that is enrolled in the Medicare program as a gynecologic oncologists, specialty code 98.  

However, SGO members were not randomly surveyed by the RUC for these procedures, unless they were 

ACOG members.  And, thus these more complicated cases where the time and intensity to perform the 

procedure and the follow-up may be under represented in the RUC survey results.  Therefore, the SGO is 

asking that these CPT codes be sent to refinement such that SGO can collect additional data from its 

members as well as present to the refinement panel published literature regarding the care requirements 

for complicated cases that SGO members treat, many for an indication of cancer versus a condition such 

as abnormal bleeding or small fibroids on a non-obese patient that an general gynecologic surgeon may 

handle.  

 

For CPT codes 58570 and 58572, while the volume of cases performed by gynecologic oncologists is 

smaller, 10 – 15 percent, similar arguments apply and these codes should also be reviewed with the 

opportunity to present new data to a refinement panel.  

 

Regarding the visits that are being considered for these four CPT codes during the post-operative period, 

previously all of these codes contained a subsequent hospital care visit, CPT code 99231, prior to being 

re-surveyed by the RUC.  It appears that there was some confusion by those that were completing the 

survey instrument as all of these patients would be in the hospital at least overnight, if not up to two 

overnights, and all would be seen by the physician for subsequent hospital care.  These visits would 

include monitoring the patient for effects of anesthesia, checking their drainage tubes and wounds for any 

blockage or initial signs of infection, monitoring pain control, and coordinating with other health 

professionals and physician colleagues who are also involved in the patient’s care.   

 

Also, given that the patient would have received intra-abdominal gas and mobilization of the bowels and 

bladder in order to perform the hysterectomy the patient is evaluated for any side effects related to 

surgery causing any gastrointestinal or genitourinary issues.   Therefore, a subsequent hospital care visit 

needs to be included in the post-operative period and is not in the CMS published charts for these codes 

for the CY 2015 interim work RVUs.  A discharge visit at .50 is rightfully included, but the subsequent 

care/rounding visit is not. Again, another reason for CMS to send these CPT codes for refinement prior to 

finalizing their work RVUs for 2016 so that this additional visit can be added. 

 

Furthermore, both the post-operative visits in the 90 day global period at assigned at the level of 99213. 

For any patient that is having this surgery for a potential cancer indication of which we can assume those 

cases treated by a gynecologic oncologist are, at a minimum one of these visits would be a 99214 and it is 

more likely that there would be at least three visits performed during the post-operative period. 

 

During the first post-operative visit, 2-3 days after surgery, the surgeon would address wound healing, 

bowel and bladder functions and pain control.  The exam includes inspection of the wound, abdomen, 

lymphatic systems, neurologic and musculoskeletal systems and a pelvic exam with the focus on swelling 

and irritation.  Post-op labs are reviewed and any surgical procedure and intraoperative findings are 

discussed.  Instructions are given to the patient regarding analgesic use, bowel/bladder functions and 

home medications.  SGO believes that this visit should be considered a level 4 visit, 99214, versus a level 

3. Again, another reason we believe these CPT codes should be sent to refinement giving the SGO the 

opportunity to present additional, new data on these four CPT codes. 

 

Finally, in a review of the direct practice expense inputs for these CPT codes, there does not appear to be 

any clinical staff time assigned for the post-operative period.  We believe this is an error in the CMS 

Direct Practice Expense Input Files and that there should be minutes assigned for an RN/LPN/MA time 
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spent with the patient during the post-operative visits. SGO urges CMS to correct this error prior to 

January 1, 2015 for these laparoscopic hysterectomy procedures.   

 

Misvalued Services under the Physician Fee Schedule – Improving the Validation and Coding of 

the 10- and 90- Day Global Surgical Package  

 
SGO continues to urge CMS to not implement its proposal to transition all 10- and 90-day global bundles 

to 0-day global codes with medically reasonable and necessary visits billed separately during the pre- and 

post-operative periods outside the day for the surgical procedure.  

 

We believe that our members should receive fair pay for their work and that quality patient care is first 

and foremost what we all should be trying to accomplish in any policy decision that we make. 

Coordinated team-based care is appropriate and it is facilitated with the surgeon as the “Captain,” of the 

team and through the use of the current global surgical packages.  SGO believes that we need to focus on 

care delivery models and then determine a payment model.  This policy that CMS is finalizing is exactly 

the opposite of this approach.   

 

SGO believes that CMS’ concerns regarding the accuracy of PFS payments for global surgical bundles 

will not be addressed by this proposal.  In fact, CMS acknowledges that it would need to estimate the 

values for all 4,246 affected codes.  Given the proposed timeline, this process of estimation would result 

in numerous errors.  CMS would be operationalizing this policy using a “reverse building block,” method 

and SGO is strongly opposed to this action. Also, determining a “typical,” patient from CMS’ claims data 

if the agency were to establish global payment bundles in the future would be challenging and difficult to 

achieve with this proposal.  Many global surgical procedures have already been re-surveyed for accuracy 

through the misvalued services review process.  If CMS has specific concerns with particular codes, those 

procedures should be nominated and then reviewed through the RUC process.  

 

In addition, this proposal will create burdens for all, including physicians, CMS and Medicare 

beneficiaries.  SGO is concerned about the administrative burden to both SGO members and their 

practices and for CMS and its contractors.  We also feel it is not appropriate for CMS to make a proposal 

such as this where the basic intent is the collection of data, while the proposal has the potential to increase 

an individual Medicare beneficiary’s co-payments.   

 

For all of these reasons, SGO urges CMS to rescind its implement of this proposal.  

 

 

+++ 

 

If the SGO can provide CMS with additional information regarding this matter, please do not hesitate to 

contact Jill Rathbun, SGO Director of Government Relations at 703-486-4200. 

 

Sincerely, 

 

 

 

 

 

Richard R. Barakat, MD 

President 


