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HAND DELIVERED 

The Honorable Mark McClellan, M.D., Ph.D. 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Room 445-G, Hubert H. Humphrey Building 
200 Independence Avenue, SW 
Washington, DC 20201 

I Re: CMS-1321-P 

Dear Dr. McClellan: 

The National Coalition for Quality Diagnostic Services ('WCQDIS") would like to thank you for 
the opportunity to comment on the Proposed Rule CMS-1321-P, "Revisions to Payment Policies 
under the Physician Fee Schedule for Calendar Year 2007 and Other Changes to Payment under 
Part B" (the "Proposed Rule") published in the Federal Register on August 22, 2006.' Because 
we submitted detailed comments on CMS-1512-PN: "Five-Year Review of Work Relative Value 
Units under the Physician Fee Schedule and Pro sed Changes to the Practice Expense (PE) P" Methodology" (the "WorkIPE Proposed Notice"), we will not repeat our recommendations for 
fine-tuning the proposed changes to the practice expense methodology. We would, however, 
like to incorporate those recommendations by reference. We hope our earlier suggestions 
coupled with the comments that follow will facilitate the development of a Physician Fee 
Schedule Final Rule that will ensure continued access to quality imaging services for the 
Medicare beneficiaries in 2007 and beyond. As requested, we have keyed our comments to the 
issue identifiers in the Proposed Rule. 

In general, we are deeply concerned that the multiple proposed cuts in reimbursement will 
threaten access to, and the quality and safety of; imaging services provided to Medicare 
beneficiaries. IDTFs and other radiology physician offices simply cannot absorb all the 
proposed reductions in reimbursement. The imaging community is facing drastic reductions in 
reimbursement due to the cap imposed by Deficit Reduction Act of 2005 (the "DRA"), the 
multiple procedure reduction, the potential negative update factor, the practice expense 
methodology changes and the administrative burden of the proposed performance standards on 
IDTFs. Many IDTFs will find it financially impossible to continue to offer safe and quality 
imaging services to Medicare beneficiaries at these reduced payment rates. As a result, patients 
may be required to travel to hospital facilities for imaging service where they are likely to 
experience longer waiting times and significantly higher co-payments. It is also important to 
note that these cuts will also affect access to some hospital imaging services. This is especially 

' 71 Fed. Reg. 48980 (Aug. 22,2006). 
7 1 Fed. Reg. 37 168 (June 29,2006). 
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true because the above cuts seriously undermine many hospital-sponsored IDTFs, which have 
been developed in partnership with radiologists who are on staff at that hospital. 

IDTF ISSUES 

1. CMS SHOULD WITHDRAW OF ITS PERFORMANCE STANDARDS AND, INSTEAD, 
WORK WITH THE PROVIDER COMMUNITY OVER THE NEXT YEAR TO DEVEI,OP 
MODALITY SPECIFIC STANDARDS FOR CY 2008 PROPOSED PHYSICIAN FEE SCHEDULE 

A. CMS did not solicit or obtain any IDTF provider input before proposing the 
performance standards. Accordingly, the proposed standards are not 
modality specific and are not based on existing accreditation standards 
applicable to IDTFs which provide imaging services 

We are disappointed that CMS did not solicit or obtain any input from the IDTF imaging 
provider community prior to the issuance of the proposed IDTF standards. Usually, CMS 
solicits stakeholder input before issuing regulations that will impose a significant burden on a 
provider community. In fact, when CMS was considering developing performance standards for 
DME suppliers, it consulted with DMEPOS suppliers, physicians and home care associations 
prior to releasing the proposed standards. The IDTF provider community should be provided a 
similar opportunity to work collaboratively with CMS on performance standards that will have 
such a substantial effect on their business practices. 

Because CMS did not solicit provider input, CMS did not avail itself of the imaging provider 
community's knowledge and expertise regarding quality and safety measures discussed below. 
In particular, the proposed standards do not reflect the imaging community's rigorous modality 
specific standards that are a better measure of quality and safety than the CMS proposed IDTF 
standards and certainly more understandable both to the provider community and Medicare 
beneficiaries. Similar to the specific quality standards developed for DMEPOS suppliers3, we 
believe that a modality specific approach will enhance the quality and safety of imaging services 
furnished to Medicare beneficiaries. Such a comprehensive approach will also guard against 
inappropriate utilization, which will offer CMS savings. 

We ask that CMS withdraw its proposed-but-non-specific performance standards and work with 
the provider community over the next year to create modality specific standards. The imaging 
standards that are developed should be based on existing accreditation standards and therefore 
their development will not require an exhaustive effort. The imaging accreditation standards are 
already acknowledged through peer reviewed literature to be best practice. Moreover, they have 
become a community standard because of their adoption within the commercial payer 
community. IDTFs are expected to comply with national modality accreditation standards 
developed by the American College of Radiology ("ACR), the American Institute of Ultrasound 
in Medicine, andlor the American Association of Physicists in Medicine ("AAPM"). Attached 

3 CMS developed product specific standards. For example, there are specific standards for respiratory equipment, 
manual wheelchairs and power mobility equipment. CMS DMEPOS supplier quality standards are available at 
http://www.cms.hhs.nov/CompetitiveAcqforDMEPOS/04 New Oualitv Standards.asp#TopOfPage. 
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as A~pendix I is a summary of ACR's extensive accreditation criteria for certain modalities. We 
believe that other accrediting bodies will be willing to make their criteria available for CMS to 
use. Additionally, some IDTFs which provide imaging services also comply with Joint 
Commission on Accreditation of Healthcare Organizations ("JCAHO) standards. Accreditation 
standards help ensure that the equipment meets stringent technological, diagnostic and 
maintenance criteria, technologists have passed a national modality specific exam, measures are 
implemented to provide for radiation safety, and appropriate supervision and interpretation 
requirements are satisfied. Furthermore, basing the standards on existing accreditation standards 
will create one set of consistent standards. This will reduce the administrative burden on IDTF 
providers, reduce the number of inconsistent and conflicting standards, minimize any confusion 
about the standards, and improve compliance. 

We share CMS's concern about the delivery of quality imaging services to Medicare 
beneficiaries. We recommend that CMS make the effort to properly allow for the development 
of IDTF standards tailored to the IDTF imaging community and allow providers to make the 
necessary operational changes. To that end, NCQDIS is committed to working with CMS to 
assist in identifying already-existing standards which will better assure consistency of care for 
Medicare beneficiaries. We would welcome the opportunity to work collaboratively with CMS 
to develop modality specific standards designed to improve the quality and safety of imaging 
services provided to Medicare beneficiaries. Again, because so many community standards have 
already been researched and developed in the private sector and through medical and trade 
associations, this request is not a major undertaking for CMS. 

B. The nature of the erroneous payments identified in the OIG Report (A-03- 
03-00002) do not appear to support the development of the CMS proposed 
IDTF standards 

The development of the proposed IDTF standards in response to the OIG Report Review of 
Claims Billed by Independent Diagnostic Testing Facilities for Services Provided to Medicare 
Beneficiaries During Calendar Year 2001 (A-03-03-00002) (the "OIG ~eport")' is misguided 
and, therefore, has also become misleading to policymakers and others committed to quality 
services for Medicare beneficiaries. While the OIG Report reports that Medicare overpaid 
IDTFs by $1 64,839 in 2001 ,' it does not identify widespread abuse across the country that would 
warrant the development of industry wide standards. Rather, the report identifies erroneous 
payments linked to a small number of beneficiaries and a small number of IDTFs located in 
California and Florida. The total dollar amount of the overpayment is small-less than $200,000 
and average payments were in the range of $1 001procedure. None of this suggests that there is 
widespread abuse in the IDTF provider community, especially among imaging IDTFS. It is 

4 OIG Report No. A-03-03-00002 Review of Claims Billed by Independent Diagnostic Testing Facilitiesfor Services 
Provided to Medicare Benef~iaries During Calendar Year 2001 (June 30, 2006) available at 
http://oig.hhs.gov/oas/reports/region3/30300002.htm. 
' We object to the estimated overpayment amount of $71.5 million. The report identified alleged abuse that involved 
a small number of fhcilities and services. It is unlikely that the same level of fiaud exists in the entire universe of 
IDTF providers and especially with respect to imaging services. 
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unfair to impose burdensome standards on the entire provider community to correct a very 
localized incidence of fiaud. 

Furthermore, it is unknown how many IDTFs providing imaging services were involved. Nor 
does it appear that the erroneous payments were for imaging service-there is only one 
reference to "3 ultrasounds" performed on a single Medicare beneficiary. IDTFs that solely 
provide imaging services are unduly punished by these proposed standards as it does not appear 
that the overpayments were for imaging services. 

Finally, it is unclear how many of the proposed IDTF standards will address the fiaud identified 
in the OIG Report. The OIG Report did not identify that the overpayments were caused by the 
absence of IDTF standards. Rather, it was noncom~liance with existing requirements that led to 
the overpayments. 

C. Imaging IDTFs are already subject to more stringent requirements and are 
undertaking educational efforts on appropriateness criteria intended to 
minimize utilization 

Higher quality standards already exist for IDTFs. Carriers have developed, and continue to 
develop, stringent enrollment and quality standards for IDTFS.~ Compliance is required by both 
fiee-standing and mobile IDTFs. NCQDIS questions if CMS considered the practicality of 
imposing its proposed requirements on mobile imaging centers, many of which provide 
accessible, convenient services to smaller communities and their hospitals. Even though IDTFs 
bear more administrative costs because of these requirements, the reimbursement is the same for 
IDTFs as for physician ofices which offer imaging services to their patients through self- 
referral. IDTFs which provide imaging services must identify the supervising physician on the 
CMS Form 855B, document the supervising physician's proficiency according to the local 
carrier policies, and maintain documentation of physician supervision. All IDTF technologists 
must be duly qualified to perform the diagnostic tests. IDTFs can only perform tests pursuant to 
written orders fiom the patient's treating physician and the order must specifj. a diagnosis. On 
the other hand, physician offices are not subject to many of these requirements. The following 
chart provides a comparison of requirements imposed on IDTFs, physician offices and hospitals: 

6 While the carrier policies vary slightly on minor requirements, the policies are consistent in how they approach 
criteria designed to minimize fiaud and abuse. 
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COMPARISON OF MEDICARE REQUIREMENTS FOR IMAGING PROVIDERS 

Medicare Criteria . - i-- 1 [!XI: 1 Physician IIoslital A I 

Physician Supervision 

Supervising Physician Qualifications 
Determined by Carrier (Radiologist, and 
for many Carriers, Board-Certified) 

Non-Physician Personnel 
(Technologist) Qualifications 

Written Orders 

In addition, NCQDIS is committed to continuing its education efforts with physicians who refer 
their patients for imaging to independent IDTF and radiology offices to minimize utilization of 
imaging services in these settings. Many of NCQDIS' members have volunteered to provide 
information about their education efforts and appropriateness criteria efforts. Attached as 
Apvendix I1 is a summary of the educational efforts of one three-radiologist practice in Central 
Minnesota, serving a primarily rural population. NCQDIS prepared this summary to respond to 
CMS staffs request for information regarding current educational efforts undertaken by the 
IDTF community. NCQDIS fervently believes that appropriate utilization is possible - with 
significant savings to the Medicare program - but only if the treating physicians (whether self- 
referring or not) are prompted to provide written orders, which include consistent 
appropriateness criteria, and are required to maintain written reports of the imaging test outcome. 
Generally speaking, this is common practice within the imaging IDTF community. NCQDIS 
supports applying this standard to all imaging providers, not just IDTFs. 

To summarize, there are a number of compelling reasons why CMS should withdraw its 
proposed performance standards: 

Many of the proposed standards are not supported by, nor related to, the OIG 
findings. It is unclear how the proposed standards will address the abuse 
identified in the OIG Report. This suggests that CMS is rushing to propose 
performance standards in an attempt to respond to a negative report issued just 
prior to the publication of the Proposed Rule. 

The proposed standards are not modality specific nor are they based on current 
modality specific accreditat ion standards developed to ensure that safe and quality 
imaging services are provided to patients. 

The proposed standards assume that the IDTFs are fixed facility (non-mobile) 
providers. 



Many of the proposed standards duplicate current carrier requirements. Carriers 
have developed extensive policies on physician supervision and already require 
IDTF providers to update their enrollment information. 

Many of the proposed performance standards are needlessly burdensome, are 
unlikely to minimize fiaud and abuse, will have minimal benefit to the Medicare 
program and may actually be a detriment to Medicare program. 

11. IF CMS CHOOSES TO FINALIZE THE PROPOSED PERFORMANCE STANDARDS FOR 2007, 
CMS SHOULD REVISE THE FOLLOWING PROPOSED STANDARDS: THE 30 DAYS NOTICE, 
THE NON-SOLICITATION, THE ON-SITE INSPECTIONS, THE PHYSICIAN SUPERVISION, 
THE LIABILITY COVERAGE, THE CALIBRATION OF TESTING EQUIPMENT AND THE 
RECORD STORAGE STANDARDS 

If CMS chooses to finalize the proposed performance standards for 2007, NCQDIS 
recommends that CMS make the following changes: 

1. 30 days notice standard. CMS should revise this standard to clearly 
indicate that IDTFs are only required to report any change of ownership within 30 days and all 
other changes to the CMS Form 855B should be reported within 90 days. Ninety days is a 
reasonable time fiame for reporting changes in IDTF enrollment information (other than changes 
of ownership). Furthermore, CMS should clarify that IDTFs are not required to submit an 
entirely new application in order to report changes in their enrollment application unless required 
by their carrier. The OIG report identified IDTFs that failed to comply with existing 
requirements to update their enrollment information. It is unclear how a shorter notice period 
will have the desired result of minimizing fiaud and abuse. On-site visits seem to be a more 
appropriate way of addressing a small group of IDTF providers' failure to comply with existing 
reporting requirements. 

2. Non-solicitation standard. CMS should clarify the non-solicitation 
standard. This standard is vague and may violate the constitutional guarantee of fieedom of 
speech. This proposed standard should be very limited in scope and only implemented after 
extensive discussions with the IDTF provider community to assure that educational efforts are 
encouraged, not hampered by regulation. 

3. Unannounced inspections standard. CMS should clarify its intent with 
on-site inspections as well as clarify that beneficiaries only have access during regular business 
hours. This standard links unannounced, on-site inspections with maintaining normal business 
hours for Medicare beneficiaries. 

4. One supervising physician for every three IDTF facilities standard. 
CMS should refine this standard. The proposed standard inappropriately expands a supervising 
physician's responsibilities to include oversight of the IDTF's business and administrative 
functions. This would constitute a significant change in the type of responsibility imposed on 
supervising physicians. We believe that a supervising physician should only be responsible for 
oversight of the clinical services provided by an IDTF because the supervision requirements set 



forth in 42 C.F.R. 8 410.32(b)(3) do not include responsibility for the operation and 
administration of an IDTF. Moreover, this is another example where more stringent supervision 
standards are already imposed on IDTFs as discussed in Section I.C. We urge CMS to develop 
more continuity in its physician standards for all imaging providers so that Medicare 
beneficiaries are provided with appropriate supervision for their imaging services regardless of 
the site of service. 

5. Liability insurance standard. While NCQDIS is filly supportive of 
comprehensive coverage for all imaging providers, CMS should revise the proposed language to 
accommodate states which have already responded to concerns about adequate coverage for 
patients. The proposed comprehensive liability insurance policy appears to have been developed 
in the absence of knowledge about several state patient compensation finds that allow those 
providers who participate in the find to have limited individual coverage. Moreover, it is 
impractical to tie the appropriate level of coverage to patient billings which fluctuate. 

6. Calibration of testing equipment standard. NCQDIS recommends that 
CMS require that imaging IDTFs maintain their equipment in compliance with national 
accreditation standards. NCQDIS is highly supportive of consistent and high standards for 
calibration and maintenance of equipment. As discussed in Section I. A., imaging accreditation 
standards are already acknowledged through peer reviewed literature, and accepted by 
commercial payers, to be best practice. 

7. Record storage standard. NCQDIS recommends that CMS clarifL that 
IDTFs are only required to maintain records of the IDTF, not the medical records of any 
referring physician, and off-site storage of medical records is permitted so long as there is 
adequate access to the records. Moreover, CMS should define "current medical records." It is 
unclear whether this includes only the patients receiving services at a given time or whether 
medical records of past patients remain current for a period of time. Furthermore, CMS should 
refine these standards recognizing that significant developments in routing and storing of 
imaging tests have been made, including electronic portals made available to referring 
physicians. The use of these portals is best practice and they have negated the need for 
duplicative electronic storage or production of films. 

111. ANY FINALIZED PERFORMANCE STANDARDS SHOULD APPLY TO IMAGING 
PROVIDERS, NOT JUST IDTFS 

NCQDIS urges CMS to follow MedPAC's recommendation to CMS that it apply quality 
standards to all imaging providers to improve the quality of imaging services and discourage the 
migration of imaging services to physician offices where there is less quality oversight.7 We 
believe that Medicare beneficiaries should have access to safe and quality imaging services in all 
sites of imaging services. NCQDIS supports the use of written orders and existing imaging 
standards for all imaging providers to ensure that &l Medicare beneficiaries receive safe and 

' Medicare payment to physicians: Testimony Before the Subcommittee on Health Committee on Ways and Means 
US.  House of Representatives (July 26, 2006) (Statement of Mark E. Miller, PhD, Executive Director, Medicare 
Payment Advisory Commission). 
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quality imaging services that represent best practices for the imaging community. The rationale 
for the proposed performance standards applies to all imaging providers, not just IDTFs. 
Moreover, application of performance standards to all imaging providers will help control 
utilization and fiaud and abuse in all sites of service. Also, this will minimize any shift of site of 
service fiom IDTFs to the physician office to avoid stringent requirements. 

NCQDIS urges CMS to be a leader in ensuring that safe and quality imaging services are 
provided to all Medicare patients in all sites of services. CMS should be diligent in its efforts to 
establish quality standards because its regulations influence the development of standards 
beyond the Medicare program. Many states link their regulatory requirements for non-Medicare 
recipients of health care to, and many commercial payers follow, CMS regulations and 
guidelines. Accordingly, by imposing consistent quality standards on all imaging providers, 
CMS is helping ensure that safe and appropriate imaging services are provided not only to 
Medicare beneficiaries, but all Americans. 

DRA PROPOSALS 

Section 5102 of the DRA includes two provisions that affect payments for imaging services 
under the physician fee schedule ("PFS"). DRA 9 5 102(a) requires CMS to exempt any savings 
attributable to multiple imaging procedure payment reductions implemented initially in the 2006 
Physician Fee Schedule final rule8 h m  the budget neutrality provision, effectively pulling those 
savings out of the pool of money available for physician reimbursement. DRA 5 5 102(b) limits 
payment amounts for the technical component of imaging services provided in a physician's 
office to the technical component rates available to hospital outpatient departments for the same 
services under the hospital outpatient prospective payment system ("OPPS") (the "OPPS Cap"). 

We urge CMS to mitigate the magnitude of changes in PETICT payment rates for 2007 by 
making revisions to the "Hospital Outpatient Prospective Payment System and CY 2007 
Payment Rates Proposed Rule (the "2007 OPPS Proposed Rule") published in the Federal 
Register on August 23, 2006; and to phase in the OPPS Cap in a more responsible fashion. 
Finally, we urge CMS to rescind the proposed 25% multiple-procedure reductions because it will 
result in duplicative cuts already achieved by the OPPS Cap. 

IV. CMS SHOULD RESCIND THE PROPOSED 25% MULTIPLE-PROCEDURE REDUCTION 

A. OPPS Cap achieves the same purpose of the multiple procedure reduction 

NCQDIS believes it is inappropriate to apply a multiple procedure reduction to payments for 
imaging services that are subject to the OPPS Cap. The OPPS Cap achieves the same purpose of 
the multiple procedure reduction-avoid making payments for resources not utilized. In 2006, 
CMS implemented a 25% multiple-procedure reduction for the technical component of certain 
procedures when they were performed on contiguous body parts. The reduction was established 
because CMS thought it was making duplicate payment for some elements of practice expense 

* 70 Fed. Reg. 701 14 (Nov. 2 1,2005). 
' 71 Fed. Reg. 49504 (Aug. 23,2006). 



(e.g., staff time, certain supplies) when certain ultrasound, CT, or MRI procedures were 
performed on contiguous body parts during the same session. 

In the Proposed Rule, CMS stated: 

the ACR (American College of Radiology) provided information for 25 code 
combinations supporting a reduction between 21 and 44 percent. Given the expected 
interaction between the multiple procedures imaging policy and the further imaging 
payment reductions mandated by section 5102(b) of the DRA . . . along with the new 
information we have received fiom the ACR . . . we believe it would be prudent to 
maintain the multiple imaging payment reduction at its current 25% level. . . . "'O 

Further, in the OPPS final rule for CY 2006 CMS stated: 

In calculating median costs for outpatient imaging procedures in the radiology families 
we proposed for discounting, for most hospitals' claims, we used a hospital-specific 
diagnostic radiology CCR for the conversion of charges to costs. Some hospitals 
reported costs and charges in nonstandard cost centers for ultrasound, CT, or MRI 
services, and, in general, those modality-specific CCRs were lower than their CCRs for 
diagnostic radiology. Those lower CCRs were not inconsistent with hospitals' 
experiences of particular efficiencies in providing multiple ultrasound, CT, or MRI 
services in a single setting, without reductions in charges for those multiple procedure 
sessions. . . . We found that the imaging procedures we identified as eligible for the 
proposed payment reductions accounted for approximately half of the total OPPS charges 
attributed by the OPPS to hospitals' diagnostic radiology cost centers. This result 
suggests that costs and charges related to ultrasound, CT, and MRI services in the 11 
proposed families are significant contributors fiom the OPPS to hospitals' diagnostic 
radiology cost centers; . . . We have no way of knowing how patterns of costs and 
charges for those patients contribute to hospitals' diagnostic radiology CCRs, but we 
have no specific reason to believe that their patterns of services would be very different 
than those for Medicare beneficiaries in the hospital outpatient setting. Thus, it may be 
correct that our median costs for imaging services in the 11 families proposed for the 
reduction policy reflect a reduced median based, in part, on hospitals' provision of 
multiple scans in one session. . . . [Olur analyses do not disprove the commenters' 
contentions that there are efficiencies already reflected in their hospital costs, and 
therefore, their CCRs and the median costs for the procedures. Further, the results of our 
initial analyses do support the recommendation that we should defer implementation of 
the proposed multiple imaging procedure reduction policy to perform additional 
analyses." 

We note that the conditions under which the multiple procedure reduction was created no longer 
exist. CMS implemented the multiple procedure reduction when payment was based on the PFS 
and where the first procedure would be paid at 100% of  the PFS. That is no longer the case 
because the OPPS Cap applies to all procedures, not just subsequent procedures. 

'O 7 1 Fed. Reg. 48996. 
" 70 Fed. Reg. 68708. 



The OPPS Cap takes into account the economic efficiencies of performing multiple procedures. 
OPPS costs are calculated in the aggregate over revenue centers so they already reflect 
efficiencies achieved from the performance of multiple procedures. Moreover, hospitals also are 
able to spread the cost of expensive capital equipment such as MRI, PETICT, and CT scanners 
over all procedures with costs attributable to the diagnostic radiology revenue center. Hospitals 
then determine charges for procedures within a cost center based on aggregate costs for that cost 
center, expected utilization, and other factors. Costs are not determined on a "per procedure" 
basis. For these reasons, when charges are reduced to costs for hospital procedures where capital 
equipment accounts for a large portion of the cost, the actual cost will exceed the cost as 
calculated by CMS. 

Costs for procedures performed under the PFS are calculated on a "per procedure" basis using 
direct cost inputs developed by CMS for clinical labor, supplies, and capital equipment. The cost 
of expensive capital equipment is not allocated over other procedures within a revenue center. 
The physician methodology results in a more accurate determination of the cost of a specific 
procedure. It also reflects the reality that physician offices do not spread costs over a large 
number of unrelated procedures because most physician offices do not perform a wide variety of 
procedures. 

Given the methodological difference, it is not surprising the specifically reported "costs" of an 
imaging procedure (e.g., a CT, PET or MRI scan) as calculated using the PFS methodology are 
larger than the "cost" of the same procedure as calculated using the OPPS methodology. 

B. Greater cost savings are achieved from the OPPS Cap 

The OPPS Cap results in large reductions in payment to all CT and MRI procedures performed 
on contiguous body parts, not just the second or third procedure. It is unnecessary to continue 
the multiple procedure reduction in CY 2007 because the payment reductions mandated by the 
DRA in most cases exceed the reductions under the multiple procedure reduction. Not only does 
making payment at the OPPS rate take the efficiencies of performing similar procedures on 
contiguous body parts into account, the table below shows that the payment reduction is actually 
greater in a number of actual scenarios. We would also note that the OPPS Cap applies to single 
procedures as well as multiple procedures. This means that Medicare is paying less for almost 
all CT and MRI scans that it would if it were using its more accurate per procedure cost data 
under the PFS. 
























































































































































































