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the following topics: service family
composition including criteria;
reference procedures per family;
composition of the Clinical Practice
Expert Panel; and the process for
conducting the Clinical Practice Expert
Panels, in particular, the worksheets to
be completed.

Future Scheduled Activities

A mock Clinical Practice Expert Panel
meeting will be held in January 1996.
The purpose of the mock Clinical
Practice Expert Panel meeting is to pre-
test the Clinical Practice Expert Panel
process and worksheets.

The first series of Clinical Practice
Expert Panel meetings will be
conducted beginning in late January
1996. Before the Clinical Practice Expert
Panel meetings, each Clinical Practice
Expert Panel member (and if it so
chooses, specialty group) will complete
the worksheets on the resource costs of
reference procedures. Abt will compile
these data and provide summary
information to each Clinical Practice
Expert Panel member. The Clinical
Practice Expert Panel members will use
a consensus approach to estimate the
direct inputs for the reference services.

The second series of Clinical Practice
Expert Panel meetings will be
conducted in the spring of 1996. The
Clinical Practice Expert Panel members
will use an extrapolation process to
estimate the direct costs of the other
nonreference procedures in the same
family.

Data collection on the practice
expense survey will be completed by
June 1996. Abt will deliver data files by
August 1, 1996. We expect to award
multiple contracts to analyze the data.
Abt’s report on the analysis of the data
is due by September 1996.

We expect to publish the proposed
rule in the Federal Register in the
spring of 1997 and the final rule in the
fall of 1997. We will implement the
resource-based practice expense RVUs
beginning January 1, 1998.

As we also stated in the July 26, 1995
proposed rule, this discussion of our
efforts to implement the requirement in
the statute to develop a resource-based
relative value scale is for informational
purposes and is not a formal proposal.
We were not soliciting comments on the
proposal. While we did receive several
comments, we are not providing a
summary of these comments nor
responses to them because it was not a
formal proposal. We will, however,
consider the comments.

C. Case Management in a Fee-for-
Service System

In the July 26, 1995 proposed rule, we
solicited information,
recommendations, and suggestions from
the public on how we might apply case
management to the Medicare fee-for-
service system. While the comments we
received addressed the issues we raised
in the proposed rule, we are now
seeking comments on some additional
issues.

We are currently interested in paying
physicians for the management of
patients with specific diagnoses. We
believe that physicians often provide
extensive case management to patients
with certain chronic conditions and that
these management activities may
maintain or improve health status. We
are interested in learning more about
which patients would benefit from this
case management.

We are also exploring various
managed care options within the
Medicare fee-for-service system. We are
interested in receiving public comment
about the appropriateness and
feasibility of creating periodic capitated
payments for comprehensive
management of medical cases.

Our intent at this time is to solicit
information, recommendations, and
suggestions from the public on how we
might create a capitated payment for
case management. We are particularly
interested in the following:

• What types of patients would
benefit from extensive case
management? We are considering
developing bundled payments for
physician services furnished to patients
with dementia and one or more co-
morbidities, diabetes, hypertension, or
congestive heart failure. We are seeking
comments on these and other types of
patients who would benefit from case
management. Any information about the
types of services that should be
included in a bundled payment for care
of these patients and data on the
prevalence of a given medical condition
or combination of conditions in the
Medicare population would be
appreciated.

• What is an appropriate periodicity
for a capitated payment? There is
precedent in the Medicare program for
monthly and weekly capitated
payments. (Medicare pays on a monthly
basis for physician services associated
with the continuing medical
management of a maintenance dialysis
patient and has a weekly radiation
therapy management payment.) Do

other schedules such as quarterly or
semiannually make more sense for
identifiable groups of patients?

VI. Provisions of the Final Rule
The provisions of this final rule, for

the most part, restate the provisions of
the July 1995 proposed rule. This
section includes the following changes
from the proposed rule:

• Adds a new statutory basis section
in § 405.500 for subpart E (‘‘Criteria for
Determining Reasonable Charges’’) in
part 405 and also revises the authority
citation for subpart E.

• Redesignates § 405.552
(‘‘Conditions for payment:
Anesthesiology services’’) as § 415.110.

• Adds a statutory basis section in
§ 405.2400 for subpart X (‘‘Health Clinic
and Federally Qualified Health Center
Services’’) of part 405 and also revises
the authority citation for subpart X.

• Revises § 405.2468 (‘‘Allowable
costs’’) to expand the definition of
physician services in rural health clinics
and Federally qualified health centers to
include services of residents as defined
in § 415.152 (‘‘Definitions’’) who meet
the requirements in § 415.206(b)
(concerning physician fee schedule
payment for services of residents in
nonprovider settings).

• Revises § 414.30 (‘‘Conversion
factor update’’) to incorporate a change
regarding the downward adjustment to
the conversion factor required by
section 13511 of OBRA 1993.

• Revises § 414.32 (‘‘Determining
payments for certain physicians’
services furnished in facility settings’’)
to state that when a service which is not
on the ASC list is performed in an ASC,
the site-of-service payment differential
does not apply.

• Removes the urodynamic
evaluation CPT codes 51725, 51726,
51772, 51785 and CPT codes 13150,
14020, 14060, 15740, 21208, 21440,
23066, 26645, 28030, 28043, 28092,
28261, 40510, 41805, 42408, 46220,
46610, 63600, 64420, 65270, and 67921
from the site-of-service payment
differential list as proposed.

• Revises § 414.46 (‘‘Additional rules
for payment of anesthesia services’’) to
state that anesthesia CPT modifier units
are not allowed for Medicare payment.

• Moves the ‘‘Scope’’ paragraph (a) in
§ 415.100 of subpart C (‘‘Part B Carrier
Payments for Physician Services to
Beneficiaries in Providers’’) of part 415
in the proposed rule into a separate
§ 415.100. Redesignates the remaining
paragraphs in proposed rule § 415.100
as § 415.102 (‘‘Conditions for fee


