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Date: 08/29/2007 Submitter : Dr. Jenkins Bush 

Organization : Resurgen Orthopaedics 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 
Ambulatory Surgery Centers provide an invaluable means for patients to return to their families and workplaces while also providing with top-ootch care. 
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Submitter : Catherine DiSabatino Date: 09/04/2007 
Organization : Catherine DiSabatino 

Category : Nurse 

Issue Areas/Comments 

Background 

Background 

ASC's should meet the same requirement as hospitals for reporting chosen quality measures. 

GENERAL 

GENERAL 
Conditions for Coverage must be more specific in order to be followed. 
1. Language to require the integration of QAPI/Risk Management activities. This is an accreditation standard. 
2. Include language that requires the Governing Body to appoint(in writing) an appropriately trained indivudua1,to be responsible for the implementation and 
oversight of the facility's QAPI program. In Florida, licensed risk managers are required in every ASC. Traditionally, the Risk Manager takes on the role of 
implementing and overseeing the Quality Improvement Plan. 
3.Change language in CFP to be clearer regarding comprehensive history and physical assessment. 
416,52(a)(l) Prior to scheduled surgery date and not more than 30 days before surgery date, each patient must have a comprehensive history and physical 
assessment completed by the pgysician who will be performing the procedure. If the physician delegates this responsibility to another physican, such as patient's 
PCP, the physician performing the procedure must review and authenticate the assessment prior to the scheduled surgery date. This ensures that the surgeon knows 
his patient's staus and risk associated with the procedure and allows for time for further labs and others studies to be completed and reviewed,if needed, prior to 
the date of procedure. 
(2)The pre-surgical update is to be completed the date of the procedure prior to the patient being taken to the OR by the physician performing the procedure. This 

element cannot be delegated the the anessthesia provider. 
(3) The patient's medical history and physical assessment must be placed in the patien's medical record prior to the patient being taken to the OR. 
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Submitter : Dr. Scott Pacific Date: 09/12/2007 

Organization : Summit Medical Group 

Category : Ambulatory Surgical Center 

Issue Areas/Comments 

Background 

Background 

Summit Medical Group is a 13W MD multi-specialty group. We have a 6 OR ambulato~y surgical center. We cwrently are able to provide our non-Medicare 
patients with Trans-esophageal echocardiography and cardioversions in our ASC with appropriate anesthesia and nursing care. This level of care cannot be 
duplicated in a physicians' office. 
We have anesthesiologists and critical care nurses in our ASC. 
Medicare currently reimburses for these procedure is performed in an ofice setting or a hospital. 

GENERAL 

GENERAL 

Dr. Avi Kothovale and myself (Scott Pacific, M.D.), can be reached at the Summit Medical Group 908-273-4300. We look forward to ongoing discussions 
regarding this issue. 
Sincerely, 
Scott Pacific 
Off: 908-277-8882 
BP: 908-471-4221 

Impact 

Impact 

see other fields 

Provisions 

Provisions 

Having practiced Cardiac Anesthesia, 1 can tell you that the sub-set of Medicare patients who require cardioversions or traoseaophageal echos cannot be safely 
performed in an ofice. I know of no cardiologists who practice in this manner. It seems illogical that Medicare would reimburse for procedures that CaMOt be 
safely performed in an ofice setting, and yet not reimburse when they can be safely performed in an ASC, (at substantially less cost than in a hospital). 
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Submitter : Dr. Michael Chang 

Organization : Muir Orthopaedics Specialists 

Category : Physician 

Issue AreasIComments 

Background 

Background 

please see attached 
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Submitter : Mrs. kathy king 

Organization : Surgery Center of Cincinnati 

Category : Ambulatory Surgical Center 

Issue AreasICommenls 

Date: 09/20/2007 

Background 

Background 

Have 29877 on our fee schedule. This procedure has been,approved for ASC. CCI has a ~ l e  were you can not use 29877 w 29880129881. Use GO289 instead. 
They both cover the same procedure. 

GENERAL 

GENERAL 

Have hied to send twice, not sure it is getting rec? want to make sure I meet the deadline for 2008. The temprorary comment number for the 2nd time was 
21 0946. 
I don't think I added a email address or anything to hear a respond back (in case 1 need to do something else) so I am doing it again and trying to link them w 
giving the comment #. 

Katherine King CPC 
BillerICoder 
Surgely Center of Cincinnati 
Kathy.King@docsgroup.com 
Phone # 947-1 130 Ext# 102 
fax # 947-8541 

Sony, for the Redundancies. 

Impact 

Impact 

ASC does not have GO289 on their fee schedule. 

Provisions 

Provisions 

Would like to have GO289 added to ASC fee schedule. This will correspond with the CCI rule, and since we have been approved once already for this procedure 
as a 29877.1 didn't think it would be a problem. 
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To Whom It May Concern: 

The purpose of this letter is to request that CPT code GO289 be added to the fee schedule 
for an Ambulatory Surgery Center in 2008. The National Correct Coding Institute 
(NCCI) rule of using GO289 instead of 29877 with 29880129881 has raised this issue. 

29877, a Chondraplasty, is on the fee schedule of an ASC. However, most of our 
procedures are 29880 or 29881 in addition to 29877. According to the bundling rule, 
29877 cannot be used with these codes. The NCCI rule states to use the code GO289 
instead of 29877, but GO289 is not on our fee schedule. GO289 does the same thing as 
29877, but because of the bundling rule we cannot code 29877 with our most 
commonly used procedures. 

The knee is considered to have three compartments and sometimes the Chondraplasty is 
done in two of those compartments. According to coding we must code everything that is 
being done and to its highest degree, please see example below: 

- A patient that had a Median Menisectomy, Lateral Chondroplasty and Pattlofemoral 
Chondraplasty would be coded as 29881 plus GO289 x 2 

-A patient that had a Medial, Lateral Meniscetomy and Chondroplasty in all three 
compartments would be coded as 29880 plus GO289 

Please add CPT code GO289 to the fee schedule of an ASC. 

Thank you for your consideration, 

Liberty Holt 
Business Office Manager 
Surgery Center of Cincinnati 
44 15 Aicholtz Rd 
Cincinnati, OH 45245 
5 13-947- 1 130 



MEDICARE 

PART B 

AMBULATORY SURGICAL CENTER 

FEE SCHEDULE 

CLERMONT COUNTY 

Revised: January 1,2007 

PALMETTO OBA 
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P.O. BOX 182834- COLUMBUS, OHIO 43218-2834 
A CMS CONTRACTED lNTERMEDlARY AND CARRIER 
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CHAPTOR 4-- NCCI 

10. CPT codes 29874 (Surgical knee arthroscopy for removal of loose body or 
foreign body) and 29877 (Surgical knee arthroscopy for 
debridementishaving of articular cartilage) should not be reported with 
other knee arthroscopy codes (29871 -29889). Report GO289 (Surgical knee 
arthroscopy for removal of loose body, foreign body, debridementishaving 
of articular cartilage at the time of other surgical knee arthroscopy in a 
different compartment of the same knee). 
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Submitter : Regina McNally Date: 09/26/2007 

Organization : Medical Society of the State of New York 

Category : Health Care Provider/Association 

Issue AreaslComments 

Impact 

Impact 

Re: CMS-3887-P 
Provisions: 
On Page 50472, it is indicated that ASCs that are Medicare cehfied may not keep patients beyond 1 1 :59 PM on the day on which the surgical procedure is 
performed. This is not acceptable. There maybe situations when a procedure is scheduled late in the day and a patient needs the additional time for recovery. 
Furthermore, this rule runs counter to the emphasis on patient safety. Keeping patients overnight for monitoring after some of the more extensive procedures 
should be left to the clinical judgement of the physician be based on the patient's condition. Additionally, it would preclude the cost saving efforts of having a 
procedure provided in an ASC rather than the more costly hospital setting. 
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Submitter : Dr. Scott Thellman 

Organization : Lawrence Plastic Surgery 

Category : Physician 

Issue Areas/Comments 

Date: 09/27/2007 

Impact 

Impact 

See attachment 
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September 25,2007 
RE: CMS-3887-P 

To Whom It May Concern: 

I am writing in regard to proposed rules as published in the Federal Register of 
August 3 1,2007. I have been made aware that among these proposed rule changes listed 
for the Department of Health and Human Services, Center for Medicare & Medicaid 
Services, 42CFR Part 416 [CMS-3887-PI are new proposed regulations for ASC patients 
concerning overnight stays following surgery. As written on pages 5047 1-2 in the 
"Definitions" section (41 6.2) no patients would be allowed to stay in a Medicare certified 
facility past 1 1 :59 PM on the day of their operation. The reasons given for such a rule 
change are apparently related to cost and reimbursement policies as outlined in the 
Provider Reimbursement Manual, Part 1, section 2005, and seek to bring the 
reimbursement policies at an ASC in line with those used at hospitals. While this may be 
a reasonable clerical goal, I see the rule as proposed counterproductive to patient safety 
and potentially limiting to patient access. 

As a plastic surgeon, I perform many operations at our local multispecialty ASC, 
jointly owned by physicians and our local hospital. As some of our operations are 
lengthy, with operating times at 4-6 hours, we keep many of these patients overnight for 
monitoring, discharging them on the following morning, less than 24 hours after their 
admission to our facility. These otherwise healthy patients undergoing long procedures 
are sent home the same day in some practices, but we feel it is better to err on the side of 
caution and monitor the patients overnight. At the national level, the American Society 
of Plastic Surgeons has been aggressively promoting better patient safety practices and 
has a strong dedication to educating the membership on proper measures to minimize 
patient risks. This includes overnight monitoring with trained nursing personnel 
following several common plastic surgical procedures (reconstructive breast surgery, 
abdominoplasty, body contouring, etc). This system has served us well for many years, 
allowing patients to receive excellent care in a convenient, safe, and cost efficient setting. 

By eliminating overnight stays in an ASC following these procedures, patients 
will need to choose to have their operation at a hospital ( which many healthy andor cost 
minded patients will wish to avoid) or at a non-Medicare certified facility (which is the 
more likely choice). Of course, some "borderline" patients may be discharged home after 
a few hours, as they are not sick enough for hospital admission but do not have the option 
of staying at the ASC, despite the fact that this is the preference of the patient andor 
physician. Therefore, going forward with this regulation will likely push patients into 
choosing a non-Medicare certified facility, or inappropriately early discharges. Both of 
these would clearly be counterproductive to patient safety. 

A second consequence of this proposal may be that ASCs that currently hold 
Medicare certification may choose to give up that certificate so that they may continue to 
treat their non-Medicare patients in the safest possible manner. This would only further 



limit the choices available to Medicare patients and their providers, ultimately leading to 
decreased access to the patient and physician's desired facility. 

There is a final consequence of this proposed rule change. One can only assume 
that more procedures on Medicare patients would be done at hospitals, as certain 
procedures could not be consistently performed in a facility where an overnight stay is 
not permitted. In addition, if an ASC were to avoid Medicare certification to get past this 
rule, these patients also might be shifted to hospital care. Of course, Medicare payments 
for procedures performed at hospitals are substantially higher than for those same 
procedures performed in an ASC setting. Therefore, overall Medicare spendinn would 
increase, as cases move from an ASC reimbursement schedule to a hospital 
reimbursement schedule. Again, an undesired result of a small definition change 
intended only to clarify a billing and reimbursement issue. 

As the proposed definition change is intended to only solve some inconsistencies 
in reimbursement language, I think great caution and consideration is called for before 
adopting this change. While these changes may reconcile some differences in 
reimbursement language, the unintended consequences could only have a negative impact 
on patient safety, patient access, and overall costs. Therefore, I would strongly urge that 
this rule change not be adopted. If it is inevitable that some changes in language take 
place, then this should only be applied to Medicare patients, and not the millions of 
others who would also potentially be affected by the unintentional impact of these 
changes. 

I was disappointed that this issue was not addressed in any substantial way in the 
Regulatory Impact Analysis section. It seems this oversight may be significant, as it will 
directly affect the day to day operations of many surgery centers and the factors cited 
above deserve analysis when considering the impact of this change. While increased 
costs to the system as well as limitations in patient access are important, I think the most 
important consideration must always be patient safety. Adoption of this rule change will 
undoubtedly lead to worsening outpatient care, not better. I urge you not to adopt this 
change. As a physician, I always fall back on the first rule of medicine: "First, do no 
harm." Please let this be your guiding principle as well. 

Scott Thellman, M.D. 
Lawrence Plastic Surgery, P.A. 
1 1 12 W 6' St., Suite 210 
Lawrence, KS 66044 
sthellman@sunflower.com 



Submitter : Dr. Donathan lvey 

Organization : Specialty Surgery Center 

Category : Ambulatory Surgical Center 

Issue AreaslComments 

Date: 09/29/2007 

Background 

Background 

Regarding need of surgeon to have admitting privledges at local hospital. 

GENERAL 

GENERAL 

Consider allowing a surgeon to have an aggreement with a similar practitioner or have consulting privledges instead of admitting as these transfers are rare anyway. 

Provisions 

Provisions 

This rule could allow hospitals to close down money saving surgery centers by revoking or denying privledges. 
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