
 
 
 
September 26, 2019 
 
Seema Verma, MPH 
Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
CMS-1715-P, Room 445-G 
Hubert Humphrey Building 
200 Independence Ave, SW 
Washington, DC 20201 
 
—Submitted electronically— 
 
RE: Medicare Program; CY 2020 Revisions to Payment Policies under the Physician Fee Schedule and 
Other Changes to Part B Payment Policies; Medicare Shared Savings Program Requirements; Medicaid 
Promoting Interoperability Program Requirements for Eligible Professionals; Establishment of an 
Ambulance Data Collection System; Updates to the Quality Payment Program; Medicare Enrollment of 
Opioid Treatment Programs and Enhancements to Provider Enrollment Regulations Concerning Improper 
Prescribing and Patient Harm; and Amendments to Physician Self-Referral Law Advisory Opinion 
Regulations [CMS-1715-P] 
 
Dear Administrator Verma: 
 
On behalf of the American Society for Clinical Pathology (ASCP), I am writing to provide comment on the 
CY 2020 Revisions to Payment Policies under the Physician Fee Schedule (PFS) Notice of Proposed 
Rulemaking (NPRM). 
 
The ASCP is a 501(c)(3) nonprofit medical specialty society representing more than 100,000 members. 
Our members are board certified pathologists, other physicians, clinical scientists (PhDs), certified 
medical laboratory scientists/technologists and technicians, and educators. ASCP is one of the nation’s 
largest medical specialty societies and is the world’s largest organization representing the field of 
pathology and laboratory medicine. As the leading provider of continuing education for pathologists and 
medical laboratory personnel, ASCP enhances the quality of the profession through comprehensive 
educational programs, publications, and self-assessment materials. 
 
These comments address the following issues: 
 

 Payment of Evaluation and Management Visits (p. 2) 

 Potentially Misvalued Services under the PFS (p. 3) 

 Determinations of Practice Expense Relative Value Units (p. 3) 

 Comment Solicitation on Opportunities for Bundled Payments Under the PFS (p. 3) 

 Advisory Opinions on the Application of the Physician Self-Referral Law (p. 4) 

 Valuation of Specific Codes for CY 2020: (52) Cytopathology, Cervical-Vaginal (CPT Code 88141, 
HCPCS Codes G0124, G0141, and P3001) (p. 5) 
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I. Payment for Evaluation and Management Visits 
 

As part of last year’s NPRM, CMS outlined a proposal to significantly restructure the Evaluation and 
Management (E/M) office visit codes.  In response, an American Medical Association Current Procedure 
Terminology (CPT)/Relative Value Scale Utilization Committee (RUC) workgroup proposed an alternative, 
involving new and revised codes, documentation guidelines and payment recommendations.  CMS 
included in this year’s Proposed Rule a revised proposal including many of the AMA’s recommendations, 
and identified CY 2021 for its adoption.  In addition, the Agency proposed a significant increase in the 
payment amounts for these codes as well as the inclusion of a new add-on G-code to account for 
complexity. 
 
Because of the significant costs with this proposal—approximately $7 billion—the proposal triggers the 
revenue neutrality requirement, which requires offsetting cuts in payment amounts for those providers 
least poised to benefit from the payment increases.  Because pathologists do not typically bill for E/M 
services, the cuts for pathology, and to a lesser degree, clinical laboratories, are sizable.  CMS is 
projecting cuts in pathology payments of 8 percent and a 4 percent cut in payments for independent 
laboratories.  It should be noted that CMS’s proposed G-code—GPC1X—would cut pathology payments 
by 3 percent alone.  ASCP believes that these cuts to pathology and laboratory services are 
excessive.  Without additional funding to reverse these projected cuts to pathologist and laboratory 
payments, we are opposed to the proposal. 
 
ASCP recommends that the Agency work consider the following with regard to this proposal: 
 

 Work with the medical community to urge Congress to provide positive updates to the Medicare 
conversion factor to offset the proposed increased payments for E/M services office visits. 

 

 Do not adjust physician work values for codes with a global period. 
 

 Do not adopt the proposed HCPCS G-code GPC1X, as it can be reported with other codes and 
exceeds the AMA RUC recommendations. 

 

 Phase-in changes in the relative values over a five-year period to minimize adverse impacts on 
specialties most effected by the proposal. 

 
Pathology and laboratory medicine have experienced significant cuts in payment amounts over the last 
few years, some of which is attributable to the flawed re-pricing of the Clinical Laboratory Fee Schedule 
(CLFS) as a result of Sect. 216 of the Protecting Access to Medicare Act (PAMA). Cuts to the CLFS were 
estimated at $670 million for 2018, and could be as much as $9.9 billion over the next 10 years.  Private 
payers have also been reducing payment rates.  We do not believe that the cuts associated with this 
proposal are sustainable without negative impacts on quality of care and patient access.  Moreover, due 
to unique practice specific attributes of pathology, this specialty is unable to realize many of the upside 
incentives other providers can achieve though the quality payment program.  Combined, these financial 
challenges make it difficult for our specialty to adapt without negative impacts affecting quality and/or 
access. 
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II. Potentially Misvalued Services under the PFS 
 
CMS proposed to classify CPT codes 10005 and 10021 (both fine needle aspiration services) as 
potentially misvalued.  Just last year, CMS adopted new values for these services, and several related 
codes, after AMA RUC created nine new codes to describe these services.  Given that these services 
were just evaluated by the RUC and CMS, we question the benefit of re-examining these valuations 
within one year of their adoption.  Moreover, we do not believe that the Agency fully understood the 
RUC’s comments on the physician work Relative Value Units (RVUs) involved.  When CMS adopted these 
codes last year, it declined to adopt the RUC’s full recommendations.  Consequently, ASCP recommends 
that CMS remove these codes from its Misvalued Code List.  We also respectfully request that CMS re-
examine the RUC’s recommendations on the physician work involved and adopt these 
recommendations for CY 2020. 
 
 

III. Determinations of Practice Expense Relative Value Units 
 
In this year’s NPRM, CMS proposed to accept recommendations to update the Physician Fee Schedule 
direct practice expense (PE) inputs for supply and equipment pricing.  ASCP has reviewed these 
recommendations and urges the Agency to adopt them as part of the CY 2020 Final Rule. 
 
 

IV. Opportunities for Bundled Payments under the PFS  
 
CMS is soliciting comments on opportunities to expand bundling within the PFS. Specifically, CMS seeks 
to explore options for establishing payment rates or adjustments for services that are furnished 
together. CMS identifies several options such as a per-beneficiary payment for multiple services and 
condition-specific episodes of care.  CMS states that it believes the statute allows the Agency 
considerable flexibility for developing physician payments. For the most part, CMS does not have the 
authority to create bundled payments under the Medicare PFS.  Section 1848 of the Social Security Act 
states that physician payments must be based on the relative resources involved in furnishing the 
service.  As a consequence, CMS has generally made separate payment for each service provided under 
the PFS.  
 
Relatively recently, CMS has developed bundled payment approaches for the PFS and other Medicare 
payment systems; however, these new models have been developed under the authority of the CMS 
Center for Medicare and Medicaid Innovation (CMMI).   CMMI was established by Section 1115A of the 
Social Security Act, which provides HHS the authority to test “innovative payment and service delivery 
models to reduce program expenditures…while preserving or enhancing the quality of care.” The Agency 
does not have this similar flexibility outside of the Innovation Center. 
 
We note that CMS has worked to establish bundle multiple services bundled into a single CPT 
Code, but this is a different scenario than what CMS is proposing.  Within the CMMI, CPT codes for 
bundled services go through a rigorous developmental process.  To the extent that CMS proposes to 
develop future bundles, we urge CMS to continue to utilize the CMMI to develop and test its proposals.  
As the Agency moves forward with this proposal, we recommend that it work closely with the AMA CPT 
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Editorial Panel and RUC, and its member specialty societies, all of whom have significant expertise in 
developing coding solutions and in identifying the relative resources involved in valuing bundled 
services—including those physician services that are inherently performed together by the same 
physician on the same day of service.   

 
 

V. Advisory Opinions on the Application of the Physician Self-Referral Law  
 
In the June 25,2018 Request for Information (ROI) Regarding the Physician Self-Referral Law (83 FR 
29524), CMS sought public comments on how to address any unnecessary burden associated with the 
physician self-referral statute and regulations.  In that ROI, CMS noted that several commenters urged 
the Agency to “reconsider its approach to advisory opinions and transform the process such that the 
regulated industry may obtain expeditious guidance on whether a physician's referrals to an entity with 
which he or she has a financial relationship would be prohibited under section 1877 of the Act.”  These 
commenters outlined their view that the current advisory opinion process is too restrictive and that it 
imposes unreasonable limits on the types of questions that qualify for an advisory opinion.  In response, 
CMS stated in the CY 2020 PFS NPRM that it has “undertaken a fresh review of the CMS advisory opinion 
process” and has proposed to make several changes to the advisory opinions process. 
 
We support the Agency’s proposals to move to a 60-day timeline, to create an expedited timeline, to 
preclude all parties subject to an advisory opinion from imposition of sanctions, and to not pursue 
sanctions against third parties whose arrangements are materially the same to existing advisory 
opinions. That said, we wish to state our strong opposition to self-referral, fee-splitting and similar 
arrangements whereby the ordering physician seeks to gain financially from the medical services they 
order when treating patients.  So while ASCP appreciate the Agency’s efforts and leadership to 
streamline the advisory opinion process concur, we do not support changes to the advisory opinion 
process that could ultimately transform the advisory opinion process into one that could undermine the 
Agency’s goals to deter inappropriate business arrangements.  
 
In its current form, the Stark Law’s In Office Ancillary Services (IOAS) Exception bolsters the continuation 
of questionable utilization patterns of medical services in fee-for-service Medicare, and conflicts with 
the goals of coordinated care and value-based payment models. Alternative payment models (APMs) 
will not be successful if overutilization continues to be incentivized in the Medicare program. To further 
encourage physician participation in APMs, we support removing advanced diagnostic imaging, 
anatomic pathology, physical therapy, and radiation therapy services from the list of designed health 
services protected under the IOAS exception.  ASCP believes that ensuring that only those physicians 
participating in approved APMs and other truly integrated medical groups focusing on quality can self-
refer, the transition to better coordinated care and value-based payment models will be incentivized 
while simultaneously reducing the minimizing abuse within the fee-for-service system. 
 
Limiting self-referral arrangements to those physicians participating in approved APMs and other truly 
integrated medical groups focusing on quality, will help transition the Medicare program to better 
coordinated care and value-based payment models will be incentivized while simultaneously reducing 
the minimizing abuse within the fee-for-service system and improving quality of care. 
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VI. Valuation of Specific Codes for CY 2020: (52) Cytopathology, Cervical-Vaginal (CPT Code 88141, 
HCPCS Codes G0124, G0141, and P3001) 

 
In the NPRM, CMS notes that the following HCPCS codes had been identified as potentially misvalued on 
a list of CMS or other source codes with Medicare utilization of 30,000 or more:   
 

 88141 (Cytopathology, cervical or vaginal (any reporting system), requiring interpretation by 
physician) 

 G0124 (Screening cytopathology, cervical or vaginal (any reporting system), collected in 
preservative fluid, automated thin layer preparation, requiring interpretation by physician), 

 G0141 (Screening cytopathology smears, cervical or vaginal, performed by automated system, 
with manual rescreening, requiring interpretation by physician), and 

 P3001 (Screening Papanicolaou smear, cervical or vaginal, up to three smears, requiring 
interpretation by physician). 

 
For CY 2020, the RUC recommended a work RVU of 0.42 for CPT code 88141 and HCPCS codes G0124, 
G0141, and P3001, with 10 minutes for intra-service time and total time for codes 88141, G0124 and 
G0141 and 12 minutes for intra-service time and total time for code P3001. While CMS has proposed to 
accept the RUC intra-service and total times, it proposed to reduce the work RVUs from 0.42 to 0.26.   
 

Code Descriptor 
RUC 
Recommended 
Work RVU 

CMS 
Proposed 
Work RVU 

RUC 
Recommended 
Intra-service 
and Total Time 
(mins.) 

CMS 
Proposed 
Intra-service 
and Total 
Time (mins.) 

RUC 
Recommended 
Direct PE  
(mins.) 

CMS 
Proposed 
Direct PE 
(mins.) 

88141 

Cytopathology, cervical or 
vaginal (any reporting 
system), requiring 
interpretation by physician 

0.42 0.26 10 10 7 5 

G0124 

Screening cytopathology, 
cervical or vaginal (any 
reporting system), 
collected in preservative 
fluid, automated thin layer 
preparation, requiring 
interpretation by physician 

0.42 0.26 10 10 7 5 

G0141 

Screening cytopathology 
smears, cervical or vaginal, 
performed by automated 
system, with manual 
rescreening, requiring 
interpretation by physician 

0.42 0.26 10 10 7 5 

P3001 

Screening Papanicolaou 
smear, cervical or vaginal, 
up to three smears, 
requiring interpretation by 
physician 

0.42 0.26 12 12 7 5 

 
For the direct PE inputs, CMS is proposing to reduce the clinical labor time for the ‘‘Perform regulatory 
mandated quality assurance activity’’ (CA033) activity from 7 minutes to 5 minutes for this coding 
family.  CMS is also proposing to remove the 1-minute of clinical labor time for the ‘‘File specimen, 
supplies, and other materials’’ (PA008) activity from all four codes under the rationale that this task is a 
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form of indirect PE.  CMS states it is proposing to refine the equipment time for the compound 
microscope (EP024) equipment to 10 minutes for all codes in the family. 
 
ASCP disagrees with CMS on these proposed changes and urges it to adopt the RUC’s recommendations.  
As support for our recommendation, we request that CMS staff reference Attachment 1, which was 
prepared by staff at the College of American Pathologists, one of the specialty society’s representing the 
interests of the pathology specialty within the RUC.  We are in full agreement with the College’s 
response to CMS’s proposed refinements. 
 
ASCP appreciates the opportunity to comment on this proposed rule. If ASCP can be of any assistance, 
please contact me or Matthew Schulze, ASCP’s Director of Public Policy, at 202-735-2285 or by email at 
matthew.schulze@ascp.org.  
 
Sincerely,  

 
Gene Siegal, MD, PhD, FASCP 
President, ASCP 
 
 
Attachment 
  

mailto:matthew.schulze@ascp.org
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Attachment 1: 

(developed by the College of American Pathologists) 

 
Valuation of Specific Codes for CY 2020:  (52) Cytopathology, Cervical-Vaginal (CPT Code 88141, HCPCS 
Codes G0124, G0141, and P3001) 
 
CMS is proposing a work RVU of 0.26, and to accept the RUC recommended 10 minutes for intraservice 
time and total time for codes 88141, G0124 and G0141 and 12 minutes intra-service time and total time 
for code P3001. The crosswalk or methodology used in the original valuation of this service is unknown 
and not resource-based, and it is therefore invalid to compare the current time and work to the 
surveyed time and work. This code’s source of time is CMS/Other, indicating that this service has never 
been surveyed. The crosswalk or methodology used in the original valuation of this service is unknown 
and not resource based. Therefore, it is invalid to compare the any CMS/Other time and work to the 
surveyed time and work. The current time was most likely crosswalked to another code. CMS should not 
compare the valid survey time to the initial CMS/Other time because the initial CMS/Other source data 
is flawed and maintains zero validity for comparison.  A 38 percent decrease in work value based on 
CMS/Other as the data source is an arbitrary reduction. CMS continuously applies this erroneous 
methodology and if finalized would assign these services an inappropriately low work value, creating a 
rank order anomaly relative to other pathology services.  Additionally, lowering the work value of code 
P3001, using CMS’ 25 percent time ratio methodology, would equate to a work RVU of 0.32, not 0.26 as 
proposed. It is clear the CMS misinterpreted the RUC’s recommendations. The CAP also urges the 
Agency to discontinue its arbitrary use of invalid time components, invalid methodologies using time 
ratios, and other irrational uses of data to value physician services.  
  
The CAP opposes CMS’ proposed physician work relative value unit (RVU) of 0.26 for CPT codes 88141, 
G0124 and G0141 and urges the agency to adopt the American Medical Association’s (AMA) Relative 
Value Update Committee’s (RUC) recommended work RVU of 0.42 for these services. In the CY2020 
NPRM, CMS disagreed with the RUC stating that since CPT codes 88141, G0124 and G0141 incur a 38 
percent reduction in the survey intra-service time from 16 minutes to 10 minutes and CPT code P3001 
incurs a 25 percent reduction in the survey intra-service time from 16 minutes to 12 minutes, the RUC 
recommended work value is too high. CMS also referenced CPT code 93313 Echocardiography, 
transesophageal, real-time with image documentation (2D) (with or without M-mode recording); 
placement of transesophageal probe only (work RVU = 0.26 and 10-minutes total time) using the work 
value as a crosswalk. However, when moderate sedation was unbundled from this reference code, the 
time and work value were systematically reduced by 5 minutes and 0.25 work RVUs by CMS making this 
service woefully undervalued (much more than the RUC recommended reduction of 0.09), by cutting the 
work value in half and greatly reducing the services’ intra-service work per unit of time. Code 93313 
separately describes only the work of placing a probe, while code 93314 Echocardiography, 
transesophageal, real-time with image documentation (2D) (with or without M-mode recording); image 
acquisition, interpretation and report only (work RVU = 1.85 and 50 minutes total time) separately 
describes the work of acquiring/ interpreting images, interpreting the results, and creating a report. The 
RUC described the work of 93313 and 93314 as one physician placing the probe, while another acquires 
and interprets images, interprets the results, and creates a report.  Therefore, CPT code 93313 is an 
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inappropriate reference code and should not be used as a crosswalk for the review or valuation of any 
service.   
  
When the RUC reviewed these codes, they compared the relativity of the physician work of the surveyed 
codes to CPT code 92134 Scanning computerized ophthalmic diagnostic imaging, posterior segment, 
with interpretation and report, unilateral or bilateral; retina (work RVU = 0.45 and intra-service time of 
10 minutes), noting that the codes both have similar intra-service time and intensity. The RUC also 
compared the survey code to [RUC multispecialty point of comparison] (MPC) codes 92250 Fundus 
photography with interpretation and report (work RVU 0.40, intra-service time of 10 minutes) and 
92083 Visual field examination, unilateral or bilateral, with interpretation and report; extended 
examination (eg, Goldmann visual fields with at least 3 isopters plotted and static determination within 
the central 30 deg, or quantitative, automated threshold perimetry, Octopus program G-1, 32 or 42, 
Humphrey visual field analyzer full threshold programs 30-2, 24-2, or 30/60-2) (work RVU 0.50, intra-
service time 10 minutes), noting that the survey code is appropriately positioned between these codes. 
Furthermore, the RUC compared the survey code to CPT code 72084 Radiologic examination, spine, 
entire thoracic and lumbar, including skull, cervical and sacral spine if performed (eg, scoliosis 
evaluation); minimum of 6 views (work RVU = 0.41, intra-service time of 8 minutes, total time of 10 
minutes, last reviewed January 2015); the comparator code has slightly less intra-service time, justifying 
the slightly lower work value. In addition, the RUC compared the survey code to 2nd key reference 
service, 88112 Cytopathology, selective cellular enhancement technique with interpretation (eg, liquid 
based slide preparation method), except cervical or vaginal (work RVU = 0.56, intra-service time of 15 
minutes), noting that the reference code has 15 minutes of intra-service time justifying the higher work 
value, and CPT code 88388 Macroscopic examination, dissection, and preparation of tissue for non-
microscopic analytical studies (eg, nucleic acid-based molecular studies); in conjunction with a touch 
imprint, intraoperative consultation, or frozen section, each tissue preparation (eg, a single lymph node) 
(List separately in addition to code for primary procedure) (work RVU = 0.45 and 12 minutes intra-
service time).   
  
Codes 88141, G0124, and G0141  
Based on a robust survey the RUC recommended a work RVU of 0.42 with 10 minutes of physician time, 
which is below the work survey 25th percentile, for codes 88141, G0124, and G0141. This value is 
supported by CPT codes; 92134, MPC code 92250, and 72084 as mentioned above. Codes 88141, G0124, 
and G0141 are not simple pap smear services. Most pap smears are performed by the cytotechnologist 
and paid through the clinical laboratory fee schedule. Only tests that are identified as abnormal are 
brought to the attention of the cytopathologist and utilize this service paid through the physician fee 
schedule.   
  
The CMS proposed work value of 0.26 for 88141, G0124, and G0141 would create significant rank order 
anomalies within the array of pathology services. The value of 0.26 is based only on a 38 percent 
reduction in time, to compute the value. The CAP disagrees with this mathematical computation to 
establish the value of a physician service. The Pap Smear is a population-based screening test that is a 
critical link in the prevention of cervical cancer. It is imperative for pathologists to accurately analyze 
and report findings so that potential pre-cancerous conditions and/or cancer is detected early, affecting 
patient treatment and outcomes. Only tests that are identified as abnormal (10-12%) are brought to the 
attention of the cytopathologist, who utilizes these services paid through the physician fee schedule. 
Because these are the abnormal cases, with significant health and testing implications, as well as heavy 
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regulation, the intensity and complexity of performing these services is high. The CAP urges CMS to 
review the full RUC recommendations including surveyed time, but also intensity and complexity of the 
service and relativity to other similar services, rather than basing the work value entirely on time. The 
CAP urges CMS to accept and implement a work RVU of 0.42 for CPT code 88141, and HCPCS codes 
G0124 and G0141.  
  
Code P3001  
Based on a robust survey the RUC recommended a work RVU of 0.42, with 12 minutes of physician time, 
which is below the work survey 25th percentile, for HCPCS code P3001. This value is supported by CPT 
codes; 92134, MPC code 92250, and 72084 as mentioned above. CPT code P3001 is not a simple pap 
smear. Most pap smears are performed by the cytotechnologist and paid through the clinical laboratory 
fee schedule. Only tests that are identified as abnormal are brought to the attention of the 
cytopathologist and utilize this service paid through the physician fee schedule.   
  
Within its proposed ruling, the CMS states that its proposed work value of 0.26 for P3001 is based on a 
25 percent reduction in time, to compute the value. This computation appears to be in error, as a 25 
percent reduction of a work value of 0.42 equates to 0.32 RVUs and not 0.26 RVUs. The physician time 
from our RUC survey and recommended by the RUC was 12 minutes of intra-service and total time, not 
10 minutes. It is clear the CMS misinterpreted the RUC’s recommendations. The Pap Smear is a 
population-based screening test that is a critical link in the prevention of cervical cancer. It is imperative 
for pathologists to accurately analyze and report findings so that potential precancerous conditions 
and/or cancer is detected early, affecting patient treatment and outcomes. Only tests that are identified 
as abnormal (10-12%) are brought to the attention of the cytopathologist, who utilizes these services 
paid through the physician fee schedule. Because these are the abnormal cases, with significant health 
and testing implications, as well as heavy regulation, the intensity and complexity of performing these 
services is high. The CAP urges CMS to review the full RUC recommendations including surveyed time 
(12 minutes for P3001), but also the intensity and complexity of the service and relativity to other 
similar services, rather than basing the work value entirely on time. The CAP urges CMS to accept and 
implement a work RVU of 0.42, with 12 minutes of physician time for HCPCS code P3001.  
  
Practice Expense Refinements proposed for codes 88141, G0141, G0124, and P3001  
The CAP opposes CMS’ proposed changes to the RUC recommended practice expense inputs for codes 
88141, G0141, G0124, and P3001. Specifically, the CMS is proposing to:   
 

•  Reduce the clinical labor time for “Perform regulatory mandated quality assurance activities” 
from seven minutes to five minutes similar to time allotted for codes 78012-78014.  

•  Remove the one-minute of clinical labor time for “File specimen, supplies, and other materials” 
under the rationale that this task is a form of indirect practice expense.  

•  Reduce the equipment time for the compound microscope (EP024) to 10 minutes for all four 
codes in the family to match the work time of the procedures.  

  
CMS Proposal: Reduce the clinical labor time for “Perform regulatory mandated quality assurance 
activities” from seven minutes to five minutes similar to time allotted for codes 78012-78014.  
  
The CAP disagrees with CMS' proposal to decrease the time for these regulatory mandated quality 
assurance tasks and urge the Agency to accept the RUC recommended seven minutes for codes 88141, 
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G0141, G0141, and P3001.  The cytotechnologist is involved in one or more CLIA mandated regulatory 
quality assurance and compliance activities including prospective rescreen of at least 10% negative Pap 
smears, review of all negative cytologies for a newly diagnosed High grade squamous intraepithelial 
lesion (HSIL), cytologic histologic correlations of discordant diagnoses. The above requires review of 
slides and hence access to microscope, documentation and archiving of data. In addition, the 
cytotechnologists are required to record the number of slides examined, type of preparation, the 
amount of time spent in slide examination etc. Suffice it to say that gynecologic cytology practice is the 
most regulated per the CLIA 88 mandates, hence we urge the CMS to accept the RUC PE 
recommendations   
  
CMS Proposal: Remove the one-minute of clinical labor time for “File specimen, supplies, and other 
materials” under the rationale that this task is a form of indirect practice expense.   
  
The CAP disagrees with the Agency that “File specimen, supplies, and other materials” can be 
categorized as an indirect expense. These tasks must be performed for each individual patient case. The 
results are manually entered in most facilities, as there is typically no interface capable to perform this 
function. The laboratory technician carefully reviews, double checks the information, and enters the 
reporting results into the LIS. One minute for this task very typical and appropriate for this service. It is a 
direct cost that is dependent upon the volume of this service.  
  
CMS Proposal: Reduce the equipment time for the compound microscope (EP024) to 10 minutes for all 
four codes in the family to match the work time of the procedures.  
  
The CAP disagrees with CMS' proposal to decrease the microscope time for code all of these codes to 
10 minutes. The microscope is utilized by the pathologist for the entire physician time of 10 minutes for 
88141, 10 minutes for G0124, 10 minutes for G0141, and 12 minutes for P3001. In addition, the RUC 
agreed that the cytotechnologist uses a different microscope (in a common area) for at least four 
minutes, to assist in the performance of regulatory mandated quality assurance activities. The 
equipment time for the compound microscope (EP024) should be; 14 minutes for 88141, 14 minutes for 
G0124, 14 minutes for G0141, and 16 minutes for P3001.  
  


