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It is my pleasure to submit the following recommendations of the AMA/Speci­
alty Society RVS Update Committee (RUG). These recommendations, presented 
in Table 1, address relative physician work values for the Medicare RBRVS 
for 253 new or revised codes to be included in the 1991 edition of Physi-

• cians' Current Procedural Terminology (CPT). They reflect decisions made 
at the May 30-31 and June 25-28 meetings of the RU~. The vast majority of 
these codes originated at the May 8-10 CPT Editorial Panel Meeting and were 
addressed by the RUG in June. I believe that this timetable demonstrates 
the RUG's ability to respond quickly to all coding developments. 

The RUG was formed in November of 1991 and grew out of a series of discus­
sions with major nati9nal medical specialty societies. Prior to and after 
the formation of the RUG, AHA staff have met with senioli· HCFA staff to 
assist us' in designing an RVS update process that would :best meet HCFA' s · 
needs. 

The RUG 'is comprised of 26 members. Twenty two are representatives of 
major specialty societies. The remaining members represent the Anterican 
Medical Association, the American Osteopathic Association, and the CPT 
Editorial Panel.. I was appointed Chairman of the RUG by: the AMA- Appe}ldix ... ,.". 
l lists th<' current members of the .RUC,.and, their .afti:H.:.a.'tions. -~ :·, .. -.:~·<;_-,.:?'·· ·._:, 

. ~¥. 4:l..:.~.L:!\i~4:....;:..~..l ... ~~?:-':.,.1~~ .... ,:: .. ._~~ .... :\".~.· .. ;.'' .. ·~ ,_·',:, .:~:·:~,.( ... ~' .~ ... -·;.' ·. 

The work of th~ RUG ::is supported .hy. -~tt·-~4~~ -Qommitte~~<~> 'm~ciE(W:.' of·''. :;· · -~ . .-­
representatives of all ~5 sp~·t:~~Jtf.~~~-~~~1~' i_~:~~he :':~-:~~ei- of._-J>.ele;;~·--"~: ·_ 
gates. Each AC melllbe:r l.s asked to ~aeri.~%.a·'~ '$p-ec-i~.lt:y. ~P~~e/ty :~vs ·,_.; 
Conuni t tee. · These eommli-ee.i~~gene-raeE!·· 4:~, ~~tt>mmenQ,a_~to_ns ~~~ .. nt~d · t:~ =tq~~/:;· ·! 
RUG by each rel-e:v.a~t: AC lne.inb~'t· -...;?.t-,c_,· ~-"~<·, :~:.··. ' '.:; · -~,; .~- , ; · ·· ·:.:_.._::_.;·· '£ ·' •· 

: ..... . .:-. · . .,:·. ::"' '~-th.-:.)\.= t ~ - ~- ...... ~.. {~ :. ~-. ... .. ' ., ."::: y· ·-~ .•.' 

The RUG operates ~~ fo:rmal: di;>cuilt~fits ou'ti~11'ihg_ .its-·:st~uC1i~r~~,-~~-~--~:: -:~<·<:.i-/ 
Functions and~ltdles·_-.:a'tfci~.l'-roi:ed_d't~~r.i::!fhei£,:!a.!re· -atta§hed a~.--Appendii 2· ... :·.ln. .. 

• ~ "'1. • <t.. • t .. ' t • ' , • _,.( • \.. • &' • . • . 4 .... -; < 

addition I the RUC ~dht),~dfa '.Jnethoobloty-~l t.1te f1:'1:$'t- year~- of its 'wo.t~~--. 
This methodology:,.'·t_~~·~~et wi,1th i~s :0-~gc\nizing docuinent'S·;:. ~s d~~d.:g-Md' to 
produce re,lative ~~rlt ·value_s., that·-:are· consistent with the;; ·· · ,, , .. , "., 
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current Medicare RBRVS, can be integrated into HGFA's RBRVS refinement 
efforts, reflect standard protocols across specialty societies, and have 
high face validity. The best description of the current method can be 
found in a sample of the survey instrument provided to participating 
specialty societies. This is Appendix 3. 

The following brief review of the RUG process and method will be helpful as 
you consider our recommendations. 

1. The CPT Editorial Panel adds new codes or revises current codes at 
one of its meetings. This information is transmitted to the RUG. 

2. The RUG staff, in close cooperation with CPT staff, summarize Editor­
ial Panel actions and transmit this information to the AC. AC 
members indicate their level of interest in each code (i.e., develop 
a formal recommendation, comment on recommendations, no interest, or 
coding change should not change physician work). 

3. RUG staff work with AC members and their specialty society to develop 
a customized survey instrument for use in a magnitude estimation of 
codes of interest. This instrument uses reference services iden­
tified by the AC member and prov~des the full descriptor of each code 
under study. (See Appendix 3.) 

4. The AC member works with his specialty society's RVS Committee to 
aruninister·the survey. In general, the survey is first completed by 
mail by the society's RVS Committee, which then meets to review the 
median value5 for each code, and adjusts these results as warranted 
by a detailed clinical discussion of the results. This small group 
survey method reflects Phase III of the Hsiao study. 

5. The AC membe.r forwards the specialty's recommendations to the Rl.JG .... 
Multiple societies and s_pecialties developing: recommendatio~ ro.i: ··_t;pe,_ 
same code are encouraged to collabol'<-~te early in this process. · " 

6. AC recommendations ar_e sent to RUG mempers and c~~I11=.ing AC !JlR!tj~~­
prior to the meeting., o:£·. the. RUG.. These re~Qmmend~ipns ·docurne:nt :t~ 
methods used in developing t;:he recommendati_on, summ~:r,ize :s~rvey· -,~,~~11, 
and indica~ key r~£e~nce services. 

7. The RUC cansi.d:e:.t:s s..pecialty recommendations and comm_ents in s;-n ope~. 
meeting. It votes on-, each t;.etommendatJon, with, .. a ·2;3 vote ~~quireq 
for acceptance. lf it d!;):e!t not;. a.AA~pt- a recommendation, it ·refers it 
to the o.riginating AC memb..er and to ~- facilitation committee, which 
returns with a recommendation for consideration. -
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In the case of multiple recommendations, the RUG may either accept 
one of the recommendations or refer them to a facilitation committee 
for resolution. In most instances, specialties agreed on a consensus 
recommendation to the RUG. 

Through this method, the RUG was able to dispose of all items of 
business that it has considered. As indicated in Table 1, the RUG 
took the following actions: 

• No recommendation made, code revision will not alter work. 
• Revised code surveyed, code revision will not alter work. 
• Recommended change in value for revised code. 
• Recommended value for new code. 
• Interim recommended value, full RUG review for next cycle. 
• Recommendation in the form of a ratio to a current code. 
• No recommendation at this time ~iven available data. 

I would like to underscore several points about the RUG process. 

• The RUG accepts the Medicare RBRVS as its framework, while recog­
nizing that the RBRVS is undergoing refinement. 

• The process adapts both the Han::~rd RBRVS and HGFA refinement methods 
to the needs and requirements of RVS updating. 

• The RUG. like HGFA. uses reference services to value services, For 
the RUG, reference services are specialty specific and serve as a 
ruler against which to evaluate each new or revised code. Thus, 
although a key reference service used to value a code may have a 
similar value, it often does not. 

• The RUG process is extremely open. The RUG itself provides broad 
representation of the medical profess.ion. The AG inclu_c;les ~~ny. more 
specialties and societies. 

• The RUG. is committed to due pro·cess. Due to the severe time.· 
constraints this year, it attempted to resolve all disagreements at 
the June ·meeting through the use of facilitation committees at, that 
same meeting. Although this approach was quite successful, in the 
future, the RUG fntends to implement a more formal reconsideration 
process. 
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• The key to the methodology is review during RUG meetings. RUG 
members subject each recommendation to exacting scrutiny. Methods 
and clinical comparisons undergo rigorous review and AC members must 
defend every aspect of their recommendations. The RUG does not 
hesitate to refer a recommendation back to the specialty or to a 
facilitation committee. 

The RUG's recommendations are summarized in Table 1. This table contains 
each new or revised CPT code for which the RUG is making a recorrunendation. 
A large number of revised codes not listed have been identified by AC 
members as not requiring a reevaluation of physician work. In addition, as 
evidenced by a number of our recommendat~ons, the RUG adopted as a general 
principle that minor wording changes to an existing code should not be the 
occasion for change in the relative work value for that code. Table 1 
contains the following information: 

Column 1: 

Column 2: 

Column 3: 

Column 4: 

Column 5: 

Column 6: 

Column 7: 

Column 8: 

Internal RUC tracking number. (Omitted numbers were assigned 
to codes not requiring a recommendation.) 

CPT code. (Code numbers are subject to minor revisions prior 
to finalization of CPT 1993.) 

Descriptor for new or revised code. (Descriptors subject to 
minor ·revision prior to finalization of CPT 1993.). 

Global period. (Based on information supplied by l!CFA). 

Recommended relative work value. (\.fuere no recommendation is 
indicated, see Column 8 for reasons (i.e., "no change in work" 
for revised code or "no recommendation at this time" fou ne-w 
codes). Also, several recommendations are expressed a~ ratio~ 
to existing codes to reflect HCFA's refinement process and 
specialty concerns with existing values. 

Key reference service. (As indicated by recommending AC 
member(s) and/or RUG review. Note that the RUG does not focu~ 
on equivalence to reference services.) 

Specialty Societies making recommendationJs). 

Comments. 
as well as 
indicates, 
supporting 

(These include the basis for the RUC recommendation 
a:l::· special considerations. \.fuere relevant, it also 
by Attachment number, specialty documentation 
the RUG recc!:unendation.) 
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Mr. Toby, I am confident that the Health Care Financing Administration will 
find these recommendations extremely useful as it prepares its regulations 
for the 1993 Medicare Fee Schedule. We have been informed by HCFA staff 
that our submission will be timely for planned HCFA review activities. We 
have expended considerable resources to complete and submit these recommen­
dations on this schedule. 

Based on what all involved consider an extraordinarily successful first 
year, the RUG is proceeding with plans to develop recommendations for new 
or revised codes for CPT 1994. In preparation for these efforts, the RUG 
will proceed with refinements to its process and methods, and will explore 
ways in which it can assist HCFA with the ongoing maintenance of the RBRVS. 
It will also implement a Health Care Professionals Advisory Committee to 
include all relevant non-MD/DO health professions. We would be pleased to 
consult with HCFA on the composition of this committee. Finally, I would 
welcome the opportunity to consult with you and your staff on any other 
ways in which our efforts ~an best complement yours. 

If you have questions about any element of this submissicn, please contact 
Dorothy J. Moss (202-789--7411) of the AMA. 

Sincerely, 

~a4-
Grant V. Rodkey, MD 

GVR/mjs 

cc: James S. Todd, MD 

Attachments 
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American :Medical Association 
I 'II~ 'I!' Jan~ dt•dl<'alt'd I" !Ill' lw.lll h ol :\Jlll'l wa 

312 464-5000 James S. Todd. MD 
Executive Vice l'r<'sident. 

515 North St.at.c Street 
Chicago, Illinois GOGJO 312 4G4-4I!l4 Fax 

July 7, 1992 

Louis W. Sullivan, MD 
Secretary of Health and Human Services 
200 Independence Ave., SW 
Washington, DC 20201 

Dear Doctor Sullivan: 

It is my pleasure to provide you with a copy of the first annual recom­
mendations of the AMA/Specialty Society RVS Update Committee (RUG). These 
recommendations were transmitted by the Chairman of the RUG, Grant V. 
Rodkey, MD to Mr. William Toby, Jr. on July 6. They address relative work 
values for the new Medicare RBRVS for 253 new or revised codes to be 
included in the 1993 edition of Physicians' Current Procedural Terminology 
(CPT). These recommendations reflect decisions at the May 30-31 and June 
25-28 meetings of the RUG and are summarized in Table 1 of Doctor Rodkey's 
letter to Mr. Toby. 

The RUG was formed in November of 1991 and grew out of a series of dis­
cussions with major national medical specialty societies. Prior to and 
after the formation of the RUG, AMA staff have met with senior HCFA staff 
to assist us in designing an RVS update process that would best meet HCFA's 
needs. 

The RUG has 26.members. Twenty two are representatives of major specialty 
.societies. The remaining members· represent the American MedL::1l Associ­
ation, the American Osteopathic Association, and the CPT Editorial Panel. 
Grant V. Rodkey, MD has been appointed Chairman. 

The RUG's work is supported by an Advisory Committee (AG) made up of all 85 
specialty societies in the AMA House of Delegates. Each AG member is asked 
to designate a specialty society RVS Committee. These committees generate 
recommendations sent to the RUG by each relevant AC member. 

The RUG operates under formal documents outlining its Structure and 
Functions and Rules and Procedures. In addition, it has adopted a methodo­
logy designed to produce relative work values that are consistent with the 
current Medicare RBRVS, can be integrated into HCFA's RBRVS refinement 
efforts, reflect standard protocols across specialty ~9cieties, and have 
high face validity_ · 

The RUG process can be summarized as follows. 
Panel adds new codes or revises current codes. 

First, the CPT Editorial 
Second, this information 
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is transmitted to the RUG, which forwards a summary to all AG members, who 
indicate their level of interest in each code. Third, AMA staff work with 
AC members to develop a survey instrument for use with each code of 
interest. Fourth, AC members work with their specialty society RVS 
Committees to administer the survey. Fifth, the AC members forward recom­
mendations to the RUG. (Coordination among AC members at this stage is 
strongly encouraged. Joint proposals among AC members who have chosen to 
survey is desired, although not requisite.) Sixth, AC recommendations are 
sent to RUG members and interested AC members prior to' the meeting of the 
RUG. Seventh, the RUG considers specialty recommendations and comments in 
an open meeting. A 2/3 vote is required for acceptance. A facilitation 
committee process is available for recommendations not accepted as present­
ed. Through this method, the RUG disposed of all items of business before 
it. 

I would like to underscore several points about the RUG process. The RUG 
accepts the Medicare RBRVS as its framework, while recognizing that the 
RBRVS is undergoing refinement. Thus, it has adapted both the Harvard 
RBRVS and HCFA refinement methods to the needs and requirements of RVS 
updating. In addition, its process is extremely open and committed to.due 
process. Finally, the key to the RUG methodology is exacting clinical and 
methodological review by RUG members during their meetings. 

Mr. Secretary, I am confident that HGFA will find these recommendations 
extremely useful as it prepares its regulations for the 1993 Medicare Fee 
Schedule. We have been informed by HCFA staff that our submission will be 
timely. As you can imagine, we have expended considerable resources to 
complete and submit these recommendations on this schedule. Indeed, the 
vast majority of these codes originated at the May 8-10 CPT Editorial Panel 
Meeting and were addressed by the RUG in June. 

Based on an extraordinarily successful first year, the RUG is proceeding 
with plans to develop recommendations for 1994. It is refining its process 
and methods, and will explore ways in which it can assist HCFA with the 
ongoing maintenance of the RBRVS. It will also implement a Health Care 
Professionals Advisory Committee to include all relevant non-MD/DO health 
professions. We intend to work closely with HCFA staff in an effort to 
best complement their activities. I will continue to keep you abreast of 
our progress and look forward to your input into this important project . 
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In closing, I want to underscore that the American Medical Association is 
fully committed to devote the resources necessary to make the RUC process a 
continuing success. We view this new endeavor as a milestone in our 
relationship with both the federal government and the national medical 
specialty societies. 

Sincerely, 

Ja~odd, MD 

JST/mjs 

cc: Grant V. Rodkey, MD 

Attachments 
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American Medical Association·! 
Physicians dedicated to the health of America 

Grant V. Rodkey, MD 
Chairman 
AMA/Specialty Society RVS 
Update Committee 

515 North State Street 
Chicago, Illinois 60610 

312 464-4726 -
312 464-5849 Fax --

Memo to: 
·~. 

AHA/Specialty Society RVS Update_Committ~e 
\,_. 

From: G:r;"ant V. Rodkey, MD~ · - \ 

Date: J~ly 8' 1992 \ 

Subject: Recommendations Submitted to HCFA ~ 

-' 

' • 

·-· ·... \ ' '" 

It is with a great deal of pleasure 'that I encl~se 'for· yom;::_ itl:f_orniation 
a copy of the first annual RUG recommendations f'(>r pP.y~ician- ·work.: . 
relative values for new and 'revised CPT codes .•. ~,-'Th~se recommendations 
were submitted to the Acting,.HCFA Administr~t~-~~-- Mr. William. ,I_oby, .:Jx. , 
on July 6. Doctor Todd also ''forwarded a copy of your recomm.ei?tdatf6ns ·to· 
Louis W. Sullivan, MD, Secretary of HHS. Attached you 'Will fi!tP. cqpies ." 
of these latters' along wi~h a- table listing the recomme~_dati,~~s~·for-' 
each CPT code. As the table indicates, the ballot on tJrte t'Wo ne~- "!!O.d.e~: 
for "intravascular stent p_lacemeritt, ·'each additional ve~,sel," ·pass~~ 
the required two-thirds majority. We.have not dupli~~ed th~~~es 
and attachments for you since they repli~ate material,.lkdis~r~~\ited a-t: 
the May and June RUG meetings. Copies of .the atta~~'l!l;s ~:r:,e,·_avail.&b:ke 
upon request by calling Robin Russell at the AMA (31~~-464-~73'6). · 

1.-, ~-~ • ~· ' 

I believe that we can ali feel very proud·"o£' these rec~e~dations. 
Despite an extremely compressed timet;.able~ fb'a:t:.thi1.;ecy~~~,. iJ:he_ ."~C 
members, Advisory Committee members, and .AMA -'arid ··cia.lty_ socj;ety st:.a.ff 
were able to develop anJi app'tove recommendations._:;f.or 2$J ~ode.s __ to .lie 
included in CPT 1993. In so doing, we demonstDa~e to ~ot~ .~h~~dieal 
profession and t:he:, .-~overnme~t that the AMA/SJre'C:·iMty Societ:y Rvs-·1Jpda"''!e 
Process can: ef~ct:1vel'y represent the profession in maintaining and 
updating tne: Medicare RBRVS. 

·-- --
Although w_e :recognize :.tha~ you will ·-warit to sha:re:\.these mater.i.als -w.itb .. s 
other!!,}n the leaders,~lip of your special.~y, I must ask~- ~;~reffai~ > :'­
from dl.stributing th~ widely. Informa.d:on on·~w ~and :revised Cl?T codes 
h :on.f:~?en~ial ansi :eropr~~;:anr:_~.,--~ike_the rela:ive vaiues! f:s._. 
subJect_ to change be·fore-·~f:;:hat\~011. - _ _ ___.. _ ____ · -

---:-::-. ·- -~=. 

Fina~l:y-i:Jr:as_ we- discu~-~~r--~. ~t. meeting_ o~_the. ~C .will_~~ .. h~ld_ o~ 
November-· .... 2.0~-Z-r--1992, J.ri Ch1.cagq;,ap;l' the Stouffer Riviex.e (tentative). ~-­
The meeffng~- w~:n begin 'at t:~Ow :am em Friday ;~.::so -yOh ~. sho~ld plan to 
arrive bX Thursday··even~~·; ~~-~tll conclu<!e:_~~--12·:.~0 ~-o~p. 01;1 Suhd~Y: 

' .. • - ' ~ -· •• 4• ;: ~ -

Attachments _..,.··~­__ , ...... . r 

~ cc: 

_ .. -_ ... ~ .. / 
Jame~ s. Todd, MD 
·Barry S. Ei~engerg 
Mark J. Segal, ··PhD 
Sandra L. Sherman 
~pecialty Staff Contacts 

' 
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REVISED 7/7/92 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

TABLE 1: 
RECOMMENDATIONS FOR PHYSICIAN WORK RELATIVE VALUE UNITS CRVUsl 

FOR NEW AND REVISED CPT CODES FOR CPT 1993 

Tracking Code . Descriptor Global Rei:Onimended Key ·Spedalty 
Numbet (• new) ' Period Physician Reference Soclety(s)t 

,. WorkRVUs Service(s) 

100 00534• Anesthesia for insertion or replacement of 7 Base Units 00520 ASA 
cardioverter/defibrillator 00528 

00530 
00540 
00560 
00632 
00790 
00844 
00857 
00872 
00912 
01920 
01921 
01922 

101 10140 Incision and drainage of hematoma, ~ !!!mm!l!. 010 no change ASPRS 
or fluid collection 

t A glossary of specialty society society acronyms may be found at the end of Table 1. 

CPT jive-digit codes and descriptions only a~ copyright 1992 by rhe American Medical Association. 
Final assignments of code n11mbers and descriptors are s11bject to change by rhe CPT Editorial Panel prior to p11blication of rhe I 993 book. 

• 

Comments 

ASA recommendation accepted 

See Attachment 1 

CPT revision did not alter work of 
service 
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Tracking COde Descriptor Global Recommended Key Specialty Comments 
Number (• new) Period Physician Reference Society(s)t 

WorkRVUs Service(s) 

106 11101 Biopsy of skin, subcataneous tissue and/or mucous zzz no change ASPRS CPT revision did not alter work of 
membrance (including simple closure), unless service 
otherwise listed (separate procedure); each 
separate/additional lesion 

107 11200 li:!leisi9A (iAelulli~~g simple eleaure 9F ligaiUre 010 no change ASPRS CPT revision did not alter work of 
siNAgUiatieA) Removal of skin tags, multiple service 
fibrocutaneous tags, any area; up to and including 
IS lesions 

108 11201 li:11eisi9R (iAelulli~~g simple elgsure 9F ligaiUre zzz no change ASPRS CPT revision did not alter work of 
RINAgUialieA) Removal of skin tags, multiple service 
fibrocutaneous tags, any area; each additional 
10 lesions 

109 11300• Shaving of epidermal or dermal lesion, single 000 .73 11400 ASPRS Recommendation reflects RUC 
lesion, trunk, anns or legs; lesion diameter 0.5 em AAD evaluation of ASPRS and AAD 
or less recommendations resulting in a value 

that is 80% of the key reference 
• service 

110 ll30l• Shaving of epidermal or dermal lesion, single 000 1.07 11401 ASPRS Recommendation reflects RUC 
lesion, trunk, anna or legs; lesion diameter 0.6 to AAD evaluation of ASPRS and AAD 

l.Ocm recommendations resulting in a value 
that is 80% of the key reference 
service 

111 11302• Shaving of epidermal or dermal lesion, single 000 1.32 11402 ASPRS Recommendation reflects RUC 

lesion, trunk, anna or legs; lesion diameter 1.1 to AAD evaluation of ASPRS and AAD 

2.0cm recommendations resulting in a value 
that is 80% of the key reference 
service 

CPT jive-digit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the I 993 book. 
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Tracking Code Deicriptor Global Recommended Key Specialty Comments 
Number (• new) Period Physician Reference Soclety(s)t 

Work RVUs Service(s) 

112 11303• Shaving of epidermal or dermal lesion, single 000 1.57 11403 ASPRS Recommendation reflects RUC 
lesion, tronk, anns or legs; lesion diameter over AAD evaluation of ASPRS and AAD 
2.0cm recommendations resulting in a value 

that is 80% of the key reference 
service 

113 11305• Shaving of epidermal or dermal lesion, single 000 .85 11420 ASPRS Recommendation reflects RUC 
lesion, scalp, neck, hands, feet, genitalia; lesion AAD evaluation of ASPRS and AAD 
diameter 0.5 em or less recommendations resulting in a value 

that is 80% of the key reference 
service 

114 11306• Shaving of epidermal or dermal lesion, single 000 1.25 11421 ASPRS Recommendation reflects RUC 
lesion, scalp, neck, hands, feet, genitalia; AAD evaluation of ASPRS and AAD 
lesion diameter 0.6 to 1.0 em recommendations resulting in a value 

that is 80% of the key reference 
service 

115 11307• Shaving of epidermal or dermal lesion, single 000 1.44 11422 ASPRS Recommendation reflects RUC 
lesion, scalp, neck, hands, feet, genitalia; AAD evaluation of ASPRS and AAD 
lesion diameter 1.1 to 2.0 em recommendations resulting in a value 

that is 80% of the key reference 
service 

116 11308• Shaving of epidermal or dermal lesion, single 000 1.78 11423 ASPRS Recommendation reflects RUC 
lesion, scalp, neck, hands, feet, genitalia; AAD evaluation of ASPRS and AAD 
lesion diameter over 2.0 em recommendations resulting in a value 

that is 80% of the key reference 
service 

117 11310• Shaving of epidermal or dermal lesion, single 000 .92 11440 ASPRS Recommendation reflects RUC 
lesion, face, ears, eyelids, nose, lips, mucous AAD evaluation of ASPRS and AAD 
membrane; lesion diameter 0.5 em or less recommendations resulting in a value 

that is 80% of the key reference 
service 

CPT jive-digit codes and descriptions only a~ copyright 1992 by the American Medica~ Association. 
Final assignmmu of code numbers and descriptors a~ subject to change by the CPT Editorial Panel prior to publication of the 1993 bqok. 
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Tracking Code Descriptor· Globid Recommended Key Specialty Comments 
Number (• new) Period Pbyslcian Reference Society(s)t 

WorkRVUs Service(s) 

118 11311• Shaving of epidermal or dennal lesion, single ()()() 1.32 11441 ASPRS Recommendation reflects RUC 
lesion, face, ears, eyelids, nose, lips, mucous AAD evaluation of ASPRS and AAD 
membrane; lesion diameter 0.6 to 1.0 em recommendations resulting in a value 

that is 80% of the key reference 
service 

119 11312• Shaving of epidermal or dennal lesion, single ()()() 1.53 11442 ASPRS Recommendation reflects RUC 
lesion, face, ears, eyelids, nose, lips, mucous AAD evaluation of ASPRS and AAD 
membrsne; lesion diameter 1.1 to 2.0 em recommendations resulting in a value 

that is 80% of the key reference 
service 

120 11313• Shaving of epidermal or dennal lesion, single ()()() 2.06 11443 ASPRS Recommendation reflects RUC 
lesion, face, ears, eyelids, nose, lips, mucous AAD evaluation of ASPRS and AAD 
membrane; lesion diameter over 2.0 em recommendations resulting in a value 

that is 80% of the key reference 
service 

121 11450 Excision of akin and subcutaneous tissue for 090 no change ASPRS CPT revision did not alter work of 
hidradenitis, axillary; with pFima~ oleeuN simple service 
or intermediate repair 

122 11451 Excision of skin and subcutaneous tissue for 090 4.00 ASPRS Increased from current value to reflect 
hidradenitis, axillary; with ~complex~ nature of coding change 
repair 

. 123 11462 Excision of skin and subcutaneous tissue for 090 no change ASPRS CPT revision did not alter work of 
hidradenitis, inguinal; with pFima~ ole&uN simple service 
or intermediate repair 

124 11463 Excision of skin and subcutaneous tissue for 090 4.00 ASPRS Increased from current value to reflect 
hidradenitia, inguinal; with ~complex nature of coding change 
o'-" repair 

125 11470 Excision of skin and subcutaneous tissue for 090 no change ASPRS CPT revision did not alter work of 
hidradenitis, perianal, perineal, or umbilical; with service 
prime"' oleiiiiN si!!!Pie or intermediate repair 

CPT jive-digit codes and thscriptions only a~ copyright 19921Ty the American Medical Association. 
Final assignments of code numbers and descriptors a~ subject to change by the CPT Editorial Panel prior to p11blication of the 1993 book. 
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Tracking Code 
Number (• new) 

126 11471 

127 11975 

128 11976 

129 11977• 

132 16040• 

133 16041• 

Descriptor . Global 
Period 

Excision of skin and subcutaneous tissue for 090 
hidradenitis, perianal, perineal, or umbilical; with 
~complex~· repair 

Insertion, er NiAee .. ieA1 implantable contraceptive XXX 
capsules 

Removal, mi&heu& NiABIItieA, implantable XXX 
contraceptive capsules 

Removal with reinsertion, implantable XXX 
contraceptive capsules 

Excision bum wound, without skin grafting, 000 
employing alloplastic dressing (eg, synthetic mesh), 
any anatomic site; less than 1% total body surface 
area 

Excision bum wound, without skin grafting, 000 
employing alloplastic dressing (eg, synthetic mesh), 
any anatomic site; greater than 1% and less than 
9% total body surface area 

CPT jiv~-digit codes and d~scriptions only art! copyrigllt 1992 by th~ Am~rican M~dical Association. 

-5-

Recommended Key 
. Physician Reference 

WorkRVUs Service(s) 

4.50 

1.50 58300 

1.80 24200 
20670 
11971 

3.30 11975 
11976 

.96 11041 
16010 

' 

2.48 16015 

Final assignm~nts of ctxh numbers and descriptors art! subj~ct to chang~ by th~ CPT Editorial Pan~l prior to publication ofth~ 1993 book. 

• 
Specialty . Comments 
Society(s)t 

ASPRS Increased from current value to reflect 
nature of coding change 

ACOG ACOG recommendation accepted 

See Attachment 2a 

ACOG Recommendation reflect& RUC 
evaluation of ACOG recommendation 

ACOG Recommendation reflect& the sum of 
11975 and 11976 

ASPRS RUC accepted revised ASPRS 
recommendation 

(Assumption of global period 000 
key in assigning work RVUs since no 
follow-up care is included) 

ASPRS RUC accepted revised ASPRS 
recommendation 

(Assumption of global period 000 
key in assigning work RVUs since no 
follow-up care is included) 



I • 
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Tracking COde DescriPtor Global Recommended Key Specialty Comments 
Number (• uew) Period Physicillll Reference Society(s)f 

WorkRVUs Senice(s) 

134 16042• Excision bum wound, without skin grafting, ()()() 2.48 16015 ASPRS RUC accepted revised ASPRS 
employing alloplastic dressing (eg, aynthetic mesh), 
any anatomic site; each additional 9% total body 

16041 recommendation 

surface area, or part thereof (Assumption of global period 000 
key in assigning work RVUs since no 

(for debridement, curettement of bum wound, see follow-up care is included) 
16010-16030} 

135 17105 Destruction by any method, including laser, of 010 no change ASPRS CPT revision did not alter work of 
benign skin lesions other than cutaneous vascular service 
proliferative lesions on any area other than the 
face, including local anesthesia; complicated !!! 
extensive lesio~ 

136 17250 Chemical cauterization of~ granulation tissue ()()() no change ASPRS CPT revision did not alter work of 
!11roud flesh, sinua or fistula} service 

137 19240 Mastectomy, modified radical, including axillary 090 no change ASPRS CPT revision did not alter work of 
lymph nodes, with or without IKMI pectoralis minor service 
muscle, but excluding pectoralis major muscle 

138 19290• Preoperative placement of needle localization wire, ()()() 1.25 SCVIR Recommendation based on RUC 
breast ACR evaluation of SCVIR and ACR 

recommendations 

139 19291• Preoperative placement of needle localization wire, zzz .63 19290 SCVIR Recommendation assumes each lesion at 
breast; each additional lesion ACR 50% of primary procedure 

CPT jive-digit codes and descriptions only are copyright 1992 by rlre American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by rlre CPT Editorial Panel prior to publication of rlre 1993 book. 
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Tracking Code De.o;criptor GJobal Recommended Key Specialty Coinments 
Number (• new) l'eriod Physician Reference Society(s)t 

WorkRVUs Service(s) 

313 21336• Open treatment of nasal septal fracture, with or 090 6.00 19318 ASPRS ASPRS recommendation accepted 
- without stabilization 14060 AAO-HNS 

21453 
See Attachment 3 

21493 

317 21344• Open treatment of complicated (eg, 090 19.42 62010 ASPRS Reflects RUC evaluation of 
comminuted or involving posterior wall) frontal AAO-HNS ASPRS and AAO-HNS recom-
sinus fracture, via coronal or multiple ap- mendations 
proaches 

320 21348• Open treatment of nasomaxillary complex frac- 090 20.00 15946 ASPRS ASPRS recommendation accepted 
ture (LeFort ll type); with wiring and/or local AAO-HNS 
fixation; with bone grafting (includes See Attachment 3 
obtaining graft) 

322 21356• Open treatment of depressed zygomatic arch 010 5.37 21325 ASPRS AAO-HNS recommendation 
fracture {eg, Gilles approach) 21330 AAO-HNS accepted 

21360 
See Attachment 4 

325 21366• Open treatment of complicated {eg, comminuted 090 17.5 20900 ASPRS AAO-HNS recommendation 
or involving cranial nerve foramina) fracture(s) 20902 AAO-HNS accepted 
of malar area, including zygomatic arch and 21360 
malar tripod, with internal fixation and multiple See Attachment 4 
surgical approaches; with bone grafting (includes 21365 
obtaining graft) 21255 

21247 

327 21408• Open treatment of fracture of orbit, except 090 15.00 21433 AAO AAO/ ASPRS/ AAO-HNS consen-
"blowout"; without implant; with bone grafting 21267 ASPRS sus on AAO recommendation 
(includes obtaining graft) 

AAO-HNS 
accepted 

See Attachment Sa 

•1he actual recommendation is the ratio to the key reference service. 1he number in parentheses, provided for information only, is this ratio multiplied by the 1992 wort RVUs assigned to the key reference 
service. Where rwo reference services art: indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 wort RVUs of its reference service (sup. 6, Attachment 6). 

CPT five-digit codes and descriptions only art: copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors art: subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code Descriptor Global Recommended Key Specialty Comments 
Number (• new)· Period l'bysician Reference Society(s)t 

Work RVUs Service(s) 

330 21423• Open treatment of palatal or maxillary fracture 090 15.5 21422 ASPRS AAO-HNS recommendation 
(LeFort I type); complicated (comminuted or 21433 AAO-HNS accepted 
involving cranial nerve foramina), multiple ap-

21365 proilches See Attachment 4 
21366 

335 21436• Open treatment of craniofacial separation (Le- 090 24.00 15946 ASPRS ASPRS recommendation accepted 
Fort m type) with wiring and/or internal fixa- AAO-HNS 
tion; complicated, multiple surgical See Attachment 3 
approaches, internal fixation, with bone 
grafting (includes obtaining graft) 

341 21453 Closed treatment of mandibular fracture wi4ll 090 6.35 13152 ASPRS ASPRS recommendation accepted 
RI&AipulatiiiA with interdental fixation -

15937 
See Attachment 3 

347 21485 Closed treatment of temporomandibular disloca- 090 6.35 21485 ASPRS ASPRS recommendation accepted 
tion; complicated, maRip•dati"l tNalmeRt ~ 13152 
~ reguiring intermaxillaa fixation or See Attachment 3 
S(!linting}, initial or subsequent 

348 21493 Closed treatment gJI!sed IIF llf'&R hyoid fracture; 090 no change 21493 ASPRS CPT revision did not alter work 
without manipulation of service 

363 23616• Open treatment of proximal humeral (surgical or 090 (20.94)* 23470 AAOS AAOS recommendation accepted 
anatomical neck) fracture, with or without inter- as qualified 
nal or external fixation, with or without repair of 

1.23 X 23470 
tuberosity(-ies); with proximal humeral prosthet- See Attachment 6 
ic replacement 

1 24006• Arthrotomy of the elbow, with capsular excision 090 (10.33)* 24102 AAOS AAOS recommendation accepted 
for capsular release (separate procedure) as qualified 

1.30 X 24102 See Attachment 6 

•The actual recommendation is the ratio to the key reference service. 1he number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned to the key reference 
service. Where two reference services are indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 work RVUs of its reference service (seep. 6, Auachmmt 6). 

CPT jive-digit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the /993 book. 
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Tratking Code · Descriptor Global Recommended Key Specialty Comments 
Number (• .11ew) Nriod Pbysiciait Rerereoce Society(s)t 

WorkRVUs Senice(s) 

368 24505 Closed treatment of ele8e4 humeral shaft frac- 090 (4.60)"' 24515 AAOS AAOS recommendation accepted 
ture; with manipulation. with or without skeletal as qualified 
traction 

.40 X 24515 
See Attachment 6 

371 24515 Open treatment of eleaed er epen humeral shaft 090 (11.51)"' 24515 AAOS AAOS recommendation accepted 
fracture with er "'ilheYI inle-t er lllhmal as qualified 
akele&al fi11a1ien platelscrews. with or without 1.00 X 24515 
cerclage See Attachment 6 

372 24516• Open treatment of humeral shaft fracture, with 090 (11.51)"' 24515 AAOS AAOS recommendation accepted 
insertion of intramedullary implant, with or as qualified 
without cerclage andlor locking screws 1.00 X 24515 

See Attachment 6 

380 24545 Open treatment of eleud er epen humeral supra· 090 (10.17)"' 24545 AAOS AAOS recommendation accepted 
condylar or transcondylar fracture, with or with- as qualified 
out internal or external ~ fixation; without .79 X 24545 
intercondylar extension See Attachment 6 

381 24546• Open treatment of olesad er 9f'IR humeral supra· 090 (15.45)* 24545 AAOS AAOS recommendation accepted 
condylar or transcondylar fracture, with or with- as qualified 
out internal or external ~ fixation; with 1.21 X 24545 
intercondylar extension See Attachment 6 

405 25520• Closed treatment of radial shaft fracture with 090 (6.34)* .24620 AAOS AAOS recommendation accepted 
dislocation of distal radio-ulna joint (Galeazzi as qualified 
fractureldislocation) .91 X 24620 

See Attachment 6 

406 25525• Open treatment of radial shaft fracture with 090 (12.32)"' 24635 AAOS AAOS recommendation accepted 

internal andlor external fixation and closed as qualified 
treatment of dislocation of distal radio-ulna joint .94 X 24635 
(Galeazzi fracture/dislocation) with or without See Attachment 6 
percutaneous skeletal fixation 

•Th~ actual ruomm~ndotion is th~ ratio 10th~ /cey nf~renu s~rvic~. Th~ numb~r in parenth~s~s. provided for information only, is this ratio muldplied by the 1992 work RVUs ossig~d to the key reference 
servic~. Wh~r~ rwo reference services an indicakd, this number is the unweighted average of the prodllct of each ratio multiplied by the 1992 work RVUs of its reference service (seep. 6, Auachment 6). 

CPT jive-digit codes and descriptions only an copyright 1992 by the American Medical Association. 
Final assignments of cod~ numbers and d~scriptors an subject to chang~ by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code J)e.,criptor Global Recommended Key Specialty Comments 
Number (• new) Period Physician Refereliee . Society(s)t . 

Work RVUs Senice(s) 

407 25526• Open treatment of radial shaft fracture with 090 (18.49)* 24635 AAOS AAOS recommendation accepted 
internal and/or external fixation and open treat- as qualified 
menl with or without internal or external fixation 

1.41 X 24635 of distal radio-ulna joint (Galeazzi fracture/dis- See Attachment 6 
location) includes repair of triangular cartilage 

410 25574• Open treatment of radial and ulnar shaft frac- 090 (6.36)* 25575 AAOS AAOS recommendation accepted 
tures; with internal or external fixation; of radius u qualified 
or ulna 

.65 X 25575 See Attachment 6 

411 25575 Open treatment of radial and ulnar shaft frac- 090 (9.99)* 25575 AAOS AAOS recommendation accepted 
lures; with internal or external fixation; of radius as qualified 
and ulna 

1.02 X 25575 See Attachment 6 

301 25605 Closed treatment of distal radial fracture (e.g., 090 (5.63)* 25605 AAOS AAOS recommendation accepted 
Colles or Smith type) or epiphyseal separation, 25610 as qualified 
with or without fracture of ulnar styloid; with 

1.14 X 25605 manipulation See Attachment 6 
l. 14 X 25610 

420 26608• Percutaneous skeletal fixation of metacarpal frac- 090 (5.40)* 26607 AAOS AAOS recommendation accepted 
ture, each bone as qualified 

1.00 X 26607 
See Attachment 6 

422 26650 Percutaneous skeletal fixation Treatment ef 090 (5.46)* 26665 AAOS AAOS recommendation accepted 
~ of carpometacarpal fracture dislocation, as qualified 
thumb (Bennett fracture), with manipulation, .73 X 26665 with skeletal fixation See Attachment 6 

443 27193• Closed treatment of pelvic ring fracture, disloca- 090 (5.3 I)* 27222 AAOS AAOS recommendation accepted 
lion, diastasis or subluxation; without rnanipula- as qualified 
lion .46 X 27222 See Attachment 6 

•1he actual ~commendation is the ratio to the /cey refe~nce service. 1he number in parentheses, provided for infonnation only, is this ratio multiplied hy the 1992 wort RVUs assigned to the /cey refe~nce 
service. Whe~ two refe~nce services a~ indicated, this number is the unweighted average of the product of each ratio multiplied hy the 1992 wort RVUs of its refe~ce' iervice (sup. 6, Attachment 6). 

CPT jive-digit codes and descriptions only a~ copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors a~ subject to change hy the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code Descriptor · Global · Recmnmended Key .Specia1ty Comments 
Number (• neW) Period Pltyskian Reference Society(s)t 

Work RVUs Sernce(s) 

445 27194• Closed treatment of pelvic ring fracture, disloca- 090 (6.08)* 27222 AAOS AAOS recommendation accepted 
lion, diastasis or subluxation; with manipulation, as qualified 
requiring more than local anesthesia 

.53 X 27222 
See Attachment 6 

453 27215• Open treatment of iliac spine(s), tuberosity 090 (9.86)* 27222 AAOS AAOS recommendation accepted 
avulsion, or iliac wing fracture(s) (ie, pelvic as qualified 
fracture(&) which do not disrupt the pelvic ring), 

.85 X 27222 
with internal fixation See Attachment 6 

454 27216• Treatment of posterior pelvic ring fracture and/- 090 (22.77)* 27222 AAOS AAOS recommendation accepted 
or dislocation with percutaneous skeletal fixa- as qualified 
tion, (includes ilium, sacroiliac joint and/or 

1.97 X 27222 sacrum) See Attachment 6 

455 27217• Open treatment of anterior ring fracture and/or 090 (18.22)* 27222 AAOS AAOS recommendation accepted 
dislocation with internal fixation, (includes pubic as qualified 
symphysis and/or rami) 1.58 X 27222 

See Attachment 6 

456 27218• Open treatment of posterior ring fracture and/or 090 (26.ll)* 27222 AAOS AAOS recommendation accepted 
dislocation with internal fixation (includes ilium, as qualified 
sacroiliac joint and/or sacrum) 2.26 X 27222 

See Attachment 6 
-

459 27226• Open treatment of posterior or anterior 090 (19.73)* 27222 AAOS AAOS recommendation accepted 
acetabular wall fracture, with internal fixation as qualified 

1.71 X 27222 
See Attachment 6 

460 27227• Open treatment of acetabular fracture(s) involv- 090 (37.95)* 27222 AAOS AAOS recommendation accepted 
ing anterior or posterior (one) column, or 11 as qualified 
fracture running transvenely across the acetabu- 3.29 X 27222 
lum, with internal fixation See Attachment 6 

•1he actual recommendation is the ratio 10 the key reference service. 1he number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned 10 the key reference 
service. When two reference services an indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 work RVUs of its reference service (sup. 6, Attachment 6). 

CPT jive-digit codes tmd descriptions only an copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors an subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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.. 
Tracking Code Descriptor Global Recommmded Key SpECialty Comments 
Nnmber (• new) ·Period l'bysician Reference Society(s)t 

WorkRVUs Senice(s) 

461 27228• Open treatment of acetabular fracture(s) involv- 090 (60.71)* 27222 AAOS AAOS recommendation accepted 
ing anterior and posterior (two) columns, in- as qualified 
eludes T -fracture and both column fracture with 

5.26 X 27222 complete articular detachment, or single column See Attachment 6 
or transverse fracture with associated acetabular 
wall fracture; with internal fixation 

469 27244 ~ treatment of basilar neck, gJesell er epeR 090 (14.32)* 27244 AAOS AAOS recommendation accepted 
intertrochanteric, pertrochanteric or subtrochan- as qualified 
teric femoral fracture; with iRtemal fi11atieR 

.94 X 27244 
l!late/screw tme i!!!l!lant, with or without cer- See Attachment 6 
clage 

470 27245• ~treatment of basilar neck, elesed e• epeR 090 (18.68)* 27244 AAOS AAOS recommendation accepted 
intertrochanteric, pertrochanteric or subtrochan- as qualified 
teric femoral fracture; with an intramedullary 

1.23 X 27244 implant, with or without interlocking screws See Attachment 6 
and/or cerclage 

471 27254 Open treatment of gleeell er 9f11R hip disloca- 090 (18.22)* 27253 AAOS AAOS recommendation accepted 
tion, traumatic, with acetabular I if' li!ialien1 wall as qualified 
and femoral head fracture. with or without inter-

1.44 X 27253 
nal or external ~ fixation See Attachment 6 

473 27256 Treatment of spontaneous hip dislocation (devel- 090 (4.92)* 27257 AAOS AAOS recommendation accepted 
opmental, including congenital or pathological), as qualified 
by abduction splint or traction; any method 

.97 X 27257 
See Attachment 6 

479 27496• Decompression fasciotomy, thigh and/or knee, 090 (5.28)* 27600 AAOS AAOS recommendation accepted 
one compartment (nexor or extensor or adduc- 27601 as qualified 
tor); 

1.00 X 27600 
See Attachment 6 

1.00 X 27601 

•1he actual recommendation is the ratio to the lcey reference service. 1he number in parentheses, provided for information only, is this ratio multiplied by the 1992 wort RVUs assigned to the kLy reference 
service. Where two reference services are indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 wort RVUs of its reference service (seep. 6, Attachment 6). 

CPT jive-digit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking code DesCriptor Global Recommended Key Specialty Comments 
Number (• new). Period Physician Reference Society(s)t 

Work RVUs Serrice(s) 

480 27497• Decompression fasciotomy, thigh and/or knee, 090 (9.23)* 27600 AAOS AAOS recommendation accepted 
one compartment (flexor or extensor or adduc- 27601 as qualified 
tor); with debridement of nonviable muscle and/-

1.75 X 27600 
or nerve See Attachment 6 

1.75 X 27601 

481 27498• Decompression fasciotomy, thigh and/or knee, 090 (10.55)* 27600 AAOS AAOS recommendation accepted 
multiple compartments; 27601 as qualified 

2.00 X 27600, 
See Attachment 6 

2.00 X 27601 

482 27499• Decompression fasciotomy, thigh and/or knee, 090 (14.51)* 27600 AAOS AAOS recommendation accepted 
multiple compartments; with debridement of 27601 as qualified 
nonviable muscle and/or nerve 2.75 X 27600 

See Attachment 6 
2.75 X 27601 

483 27500 Closed treatment of~ femoral shaft frac- 090 (5.90)* 27502 AAOS AAOS recommendation accepted 
lure; inel11lling SlljiF8BenEiylar without manipula- as qualified 
lion (inehull8 IFRelien) 

.59 X 27502 
See Attachment 6 

484 27501• Closed treatment of supracondylar or 090 (5.90)* 27502 AAOS AAOS recommendation accepted 
transcondylar femoral fracture with or without as qualified 
intercondylar extension, without manipulation 

.59 X 27502 
See Attachment 6 

486 27503• Closed treatment of supracondylar or 090 (9.33)* 27508 AAOS AAOS recommendation accepted 
transcondylar femoral fracture with or without as qualified 
intercondylar extension; with manipulation, with 1.70 X 27508 
or without skin or skeletal traction See Attachment 6 

•The actual recommendation is the ratio to the key ~Je~nce service. The number in pa~ntheses, provided for infonnation only, is this ratio multiplied by the 1992 work RVUs assigned to the key refe~nce 
service. Whe~ two ~Je~nce services a~ indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 work RVUs afits ~Je~ce service (seep. 6, Attachment 6). 

CPT jive-digit codes and descriptions only a~ copyright /992 by the American Medical Association. 
Final assignments of code numbers and descriptors a~ subject to change by the CPT Editorial Panel prior to pr~blication of the /993 book. 
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Tracking Code Descriptor Global Recommended Key SpeciaJtY CommEnts 
Number (•_ new) Period l'bySkian Refen!Dee Society(s)f 

WorkRVUs Servic:e(s) 

489 27506 Open treatment of eleseller epeA femoral shaft 090 (16.79)"' 27506 AAOS AAOS recommendation accepted 
fracture EfnehuliAg INI'INUARIIylar)1 with or with- as qualified 
out iAtemal er external ~ fixation with 

1.03 X 27506 
insertion of intramedullao: i!!!J!Iant, with or See Attachment 6 
without cerclage and/or locking screws 

490 27507• Open treatment of femoral shaft fracture with 090 (13.54)"' 27506 AAOS AAOS recommendation accepted 
plate/screws, with or without cerclage as qualified 

.83 X 27506 See Attachment 6 

492 27509• Percutaneous skeletal fixation of supracondylar 090 (7.14)"' 27508 AAOS AAOS recommendation accepted 
or transcondylar femoral fracture with or without as qualified 
intercondylar extension 1.30 X 27508 See Attachment 6 

494 27511• Open treatment of femoral supracondylar or 090 (13.18)"' 27508 AAOS AAOS recommendation accepted 
transcondylar fracture without intercondylar as qualified 
extension, with or without internal or external 2.40 X 27508 fixation See Attachment 6 

496 27513• Open treatment of femoral supracondylar or 090 (17.68)* 27508 AAOS AAOS recommendation accepted 
transcondylar fracture with intercondylar exten- as qualified 
sion with or without internal or external fixation 3.22 X 27508 See Attachment 6 

505 27535• Open treatment of tibial fracture, proximal (pta- 090 (9.24)* 27532 AAOS AAOS recommendation accepted 
teau); unicondylar with or without internal or as qualified 
external fixation 1.29 X 27532 See Attachment 6 

506 27536 Open treatment of tibial fracture, proximal (pia- 090 (13.34)* 27532 AAOS AAOS recommendation accepted 
teau); bicondylar, with or without internal 91' as qualified 
~~fixation 1.86 X 27532 See Attachment 6 

•The actual recommendation is the ratio to the lcey rt!ferenu service. The number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned to the lcry reference 
service. Where two refert!nce services art! indicated, this number is the unweighted aw:rage of the product of each ratio multiplied by the 1992 work RVUs of its reference service (sup. 6, Anachmmt 6). 

CPT jive-digit codes and descriptions only art! copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors art! subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code Descriptor Global Recommended Key Spocialty Comments 
Numbet (• new) Period Physician Refermce . Society(s)t 

WorkRVUs Senice(s) 

512 27558• Open treatment of knee dislocation, with or 090 (24.97)* 27557 AAOS AAOS recommendation accepted 
without internal or external fixation; with prima- as qualified 
ry ligamentous repair, with augmentation/-

1.50 X 27557 reconstruction See Attachment 6 

517 27750 Closed treatment of~ tibial shaft fracture 090 (4.ll)* 27532 AAOS AAOS recommendation accepted 
(with or without fibular fracture); without manip- as qualified 
ulation 

.57 X 27532 
See Attachment 6 

518 27752 Closed treatment of~ tibial shaft fracture 090 (5.13)* 27532 AAOS AAOS recommendation accepted 
(with or without fibular fracture); with manipula- as qualified 
tion with or without skeletal traction 

.71 X 27532 
See Attachment 6 

520 27756 Of•n TFialmanl ef Pe~utaneous skeletal fixation 090 (6.16)* 27532 AAOS AAOS recommendation accepted 
!!.f eleaed er epen tibial shaft fracture ""ilh inter as qualified 
Alii akelalal f;Kalien; aiRipla (with or without 

.86 X 27532 fibular fracture} (eg, (!ins or screws} See Attachment 6 

521 27758 oemrlioattd Open treatment of olesad er er•n 090 (9.24)* 27532 AAOS AAOS recommendation accepted 
tibial shaft fracture, wilh inlemal aheletal fi11a as qualified 
lien; oeRirlioaled (with or without fibular frac- 1.29 X 27532 
ture} with !!late/screws, with or without cerclage See Attachment 6 

522 27759• Open treatment of tibial shaft fracture (with or 090 (9.24)* 27532 AAOS AAOS recommendation accepted 
without fibular fracture) by intramedullary im- as qualified 
plant, with or without interlocking screws and/or 1.29 X 27532 
cerclage See Attachment 6 

539 27824• Closed treatment of fracture of weight bearing 090 (2.86)* 27816 AAOS AAOS recommendation accepted 
articular portion of distal tibia (ie, pilon or tibial as qualified 
pia fond), with or without anesthesia; without 1.00 X 27816 
manipulation See Attachment 6 

•1he actual recommendation is the ratio to the key reference service. 1he number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned to the key reference 
service. Where two reference services are indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 work RVUs of its reference service (sup. 6, Attochmmt 6). 

CPT jive-digit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numben and descriptors are subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code Qeo;criptor Global Recommended Key SpecialtY Comments 
Number (• new) Period Physician Refermce Society(s)t 

WorkRVUs Service(s) 

540 27825• Closed treatment of fracture of weight bearing 090 (5.70)* 27818 AAOS AAOS recommendation accepted 
articular portion of distal tibia (ie, pilon or tibial as qualified 
plafond), with or without anesthesia; 

1.06 X 27818 with skeletal traction and/or requiring See Attachment 6 
manipulation 

541 27826• Open treatment of fracture of weight bearing 090 (8.53)* 27822 AAOS AAOS recommendation accepted 
articular surface/portion of distal tibia (ie, pilon 27823 as qualified 
or tibial plafond), with internal or externalfixa-

.84 X 27822 tion; of fibula only See Attachment 6 

.84 X 27823 

542 27827• Open treatment of fracture of weight bearing 090 (13.65)* 27822 AAOS AAOS recommendation accepted 
articular surface/portion of distal tibia (ie, pilon 27823 as qualified 
or tibial plafond), with internal or extemalfixa-

1.34 X 27822 lion; of tibia only See Attachment 6 
1.34 X 27823 

543 27828• Open treatment of fracture of weight bearing 090 (15.93)* 27822 AAOS AAOS recommendation accepted 
articular surface/portion of distal tibia (ie, pilon 27823 as qualified 
or tibial plafond), with internal or external fixa- 1.57 X 27822 tion; of both tibia and fibula See Attachment 6 

1.57 X 27823 

544 27829•. Open treatment of distal tibiofibular joint 090 (5.12)* 27822 AAOS AAOS recommendation accepted 
(syndesmosis) disruption with or without internal 27823 as qualified 
or external fixation .50 X 27822 See Attachment 6 

.50 X 27823 

551 27892• Decompression fasciotomy, leg; anterior and/or 090 (9.23)* 27600 AAOS AAOS recommendation accepted 
lateral compartments only, with debridement of 27601 as qualified 
nonviable muscle and/or nerve 

1.75 X 27600 {for decomnression fasciotomx of the leg See Attachment 6 
without debridement, see code 27600} 1.75 X 27601 

•lhe actual recommendation is the ratio to the lcey refe~nce service. lhe number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned to the 1cLy ~fe~nce 
service. Where two ~fe~nce services a~ indicated, this number is the IUiweighted average of the product of each ratio multiplied by the 1992 work RVUs of irs ~fe~nu service (sup. 6, Anachment 6). 

CPT five-digit codes and descriptions only a~ copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors a~ subject to change by the CPT Editorial Panel prior to publication of the /993 book. 
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Tracking Code Descriptor Global Recommended Key Specialty COmments 
Numbet . (• new) Period Physician Reference Society(s)t 

Work RVUs Serrice(s) 

552 27893• Decompression fasciotomy, leg; 090 (9.23)* 27600 AAOS AAOS recommendation accepted 
posterior compartment( a) only, with debridement 27601 as qualified 
of nonviable muscle and/or nerve 

1.75 X 27600 
{for decoffi1!ression fasciotomi of the leg with- See Attachment 6 
out debridement, see code 27601} 1.75 X 27601 

553 27894• Decompression fasciotomy, leg; 090 (14.51)* 27600 AAOS AAOS recommendation accepted 
anterior and/or lateral, and posterior compart- 27601 as qualified 
ment(s), with debridement of nonviable muscle 2.75 X 27600 
and/or nerve See Attachment 6 
{for deco!!!J1ression fasciotomi of the leg with- 2.75 X 27601 
out debridement, see code 27602} 

574 28531• Open treatment of sesamoid fracture with or 090 (2.12)* 28530 AAOS AAOS recommendation accepted 
without internal fixation as qualified 

2.00 X 28530 See Attachment 6 

579 28576• Percutaneous skeletal fixation of talotarsal joint 090 (3.95)* 28575 AAOS AAOS recommendation accepted 
dislocation, with manipulation as qualified 

l.29 X 28575 See Attachment 6 

586 28636• Percutaneous skeletal fixation of metatarsopha- 010 (2.82)* 28645 AAOS AAOS recommendation accepted 
langealjoint dislocation, with manipulation as qualified 

.68 X 28645 See Attachment 6 

590 28666• Percutaneous skeletal fixation of interphalangeal 010 (2.70)* 28675 AAOS AAOS recommendation accepted 
joint dislocation, with manipulation as qualified 

.95 X 28675 See Attachment 6 

•Th~ actual recomm~rulation is th~ ratio to th~ key ~fume~ urvic~. Th~ number in parmth~us, provid~dfor information only, is this ratio mulripli~d by th~ 1992 work RVUs assig~d 10 th~ key ~f~~c~ 
s~rvic~. Wh~~ IWO ~f~~nce s~rvices are irulicat~d. this numb~r is th~ unweight~d av~rog~ of the product of each ratio multipli~d by the 1992 work RVUs of its reference service (seep. 6, Auachm~nt 6). 

CPT jive-digit codes and d~scriptions only are copyright 1992 by the Am~rican Medical Association. 
Final assignments of cod~ numbers and d~scriplot:s are subj~cl 10 change by. th~ CPT Editorial Panel prior 10 publication of th~ 1993 book. 



• • • 
REVISED 7/7/92 -18-

Tracking Code Descriptor Global Recommended Key Spl'Cialty Commarts 
Numbet (• new) Period Physician Reference Society(s)t 

Work RVUs Senice(s) 

593 29850• Arthroscopically aided treatment of intercondylar 090 (8.39)* 27540 AAOS AAOS recommendation accepted 
spine(s) and/or tuberosity fracture(s) of the knee, as qualified 
with or without manipulation; without internal or 

.64 X 27540 external fixation (includes arthroscopy) See Attachment 6 

594 29851• Arthroscopically aided treatment of intercondylar 090 (13.04)* 27540 AAOS AAOS recommendation accepted 
spine(s) and/or tuberosity fracture(s) of the knee, as qualified 
with or without manipulation; with internal or 

1.00 X 27540 external fixation (includes arthroscopy) See Attachment 6 

595 29855• Arthroscopically aided treatment of tibial 090 (9.24)* 27532 AAOS AAOS recommendation accepted 
fracture, proximal (plateau); unicondylar with or as qualified 
without internal or external fixation (includes 

1.29 X 27532 arthroscopy) See Attachment 6 

596 29856• Arthroscopically aided treatment of tibial 090 (15.80)* 27532 AAOS AAOS recommendation accepted 
fracture, proximal (plateau); bicondylar, with or as qualified 
without internal or external fixation (includes 2.20 X 27532 arthroscopy) See Attachment 6 

•Jhe actual recommendation is the ratio 10 the key reference service. 1he number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned 10 the key reference 
service. Where two reference services are indicated, this number is the unweighted average of the product of each ratio multiplied by the 1992 work RVUs of its reference service (seep. 6, Anachmmt6}. 

CPT five~igit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code DeScriptor Global Recommended Key Speclalty Comments 
Number (• new) Period: ·Pbyslclart Reference Soc:iety(s)t 

WorkRVUs Service(s) 

140 30460• Rhinoplasty for nasal deformity secondary to 090 10.00 14060 ASPRS ASPRS recommendation accepted 
congenital cleft lip and/or palate, including 19318 
columellar lengthening; tip only 42415 See Attachment 3 

141 30462• Rhinoplasty for nasal deformity secondary to 090 ASPRS No recommendation at this time 
congenital cleft lip and/or palate, including 
columellar lengthening; tip, septum, osteotomies 

143 31730• Transtracheal (percutaneous) introduction of 000 3.00 31500 ATS Recommendation reOects RUC 
needle wire dilator/stent or indwelling tube for oxy- STS evaluation of STS and ATS 
gen therapy recommendations 

4 33500 Repair of coronary arteriovenous or arteriocardiac 090 25.20 STS STS recommendation accepted 
chamber fistula; with cardio-l!ulmonan: bmass 

See Attachment 7 

5 33501• Repair of coronary arteriovenous or arteriocardiac 090 17.00 STS STS recommendation accepted as 
chamber fistula; without cardio-pulmonary bypass modified at RUC meeting 

See Attachment 7 

144 33510 Coronary artery bypass, vein only; single coronary 090 no change STS CPT revision did not alter work of 
~graft ACC service 

145 33511 Coronary artery bypass, vein only; two coronary 090 no change STS CPT revision did not alter work of 
~grafts ACC service 

146 33512 Coronary artery bypass, vein only; three coronary 090 no change STS CPT revision did not alter work of 
~grafts ACC service 

147 33513 Coronary artery bypass, vein only; four coronary 090 no change STS CPT revision did not alter work of 

~grafts ACC service 

CPT jiv~-digit codt:s and d~scriptions only a~ copyrighl/992 by tht: Am~rican M~dical Association. 
Final assignments of cod~ numb~rs and d~scriptors a~ subject to chang~ by th~ CPT Editorial Panel prior to p11blication of th~ 1993 book. 
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Tracking Code Descriptor Global Recommended Key Specialty Comments 
Number . (• uew) Period . Physician Refereuc:e Society(s)t 

WorkRVUs Service(s) 

148 33514 Coronary artery bypass, vein only; five coronary 090 no change STS CPT revision did not alter work of 
~grafts ACC service 

149 33516 Coronary artery bypass, vein only; six or more 090 no change STS CPT revision did not alter work of 
coronary ~grafts ACC service 

150 33517• Coronary artery bypass, using venous graft(s) and 090 2.00 92984 STS Joint STS/ ACC recommendation 
arterial graft(s); single vein graft (list separately in ACC accepted as modified 
addition to code for arterial graft) 

Increase is set to equal value of key 
reference service. ACC and STS 
believe that the key reference service is 
undervalued. 

See Attachment 7 

151 33518• Coronary artery bypass, using venous graft(s) and 090 4.00 92984 STS Joint STS/ACC recommendation 
arterial graft(s); two venous grafts (list ACC accepted as modified 
separately in addition to code for arterial graft) 

Increase is set to equal value of key 
reference service. ACC and STS 
believe that the key reference service is 
undervalued. 

See Attachment 7 

152 33519• Coronary artery bypass, using venous graft(s) and 090 6.00 92984 STS Joint STS/ACC recommendation 
arterial graft(s); three venous grafts (list ACC accepted as modified 
separately in addition to code for arterial graft) 

Increase is set to equal value of key 
reference service. ACC and STS 
believe that the key reference service is 
undervalued. 

See Attachment 7 

CPT fiv~-digit cod~s and d~scriptions only a~ copyright 1992 by th~ Am~rican M~dical Association. 
Final assignm~nts of cod~ numbers and descriptors a~ subj~crro chang~ by th~ CPT Editorial Panel prior to publication of th~ 1993 book. 
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·Tracking Code Descriptor Global R«ommeoded Key Specialty .Comments 
Number (• uew) Period .l'byskian Reference Society(s)t 

Work RVUs Service(s) 

153 33521• Coronary artery bypass, using venous graft(s) and 090 8.00 92984 STS Joint STS/ACC recommendation 
arterial graft(s);four venous grafts (list ACC accepted as modified 
separately in addition to code for arterial graft) 

Increase is set to equal value of key 
reference service. ACC and STS 
believe that the key reference service is 
undervalued. 

See Attachment 7 

154 33522• Coronary artery bypass, using venous graft(s) and 090 10.00 92984 STS Joint STS/ ACC recommendation 
arterial graft(s);five venous grafts (list ACC accepted as modified 
separately in addition to code for arterial graft) 

Increase is set to equal value of key 
reference service. ACC and STS 
believe that the key reference service is 
undervalued. 

See Attachment 7 

155 33523• Coronary artery bypass, using venous graft(s) and 090 12.00 92984 STS Joint STS/ACC recommendation 
arterial graft(s);six or more venous grafts (list sepa- ACC accepted as modified 
rately in addition to code for arterial graft) 

Increase is set to equal value of key 
reference service. ACC and STS 
believe that the key reference service is 
undervalued. 

See Attachment 7 

CPT five-digit codes and descriptions only art! copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors art! subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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Tracking Code Descriptor Global Recommended Key Specialty Comments 
Number (• new) Period Pbysldan Reference Society(s)t 

Work RVUs Service(s) 

24 33530 Reoperation, coronary artery bypass procedure or zzz 12.00 STS STS/ ACC consensus recommendation 
valve procedure, more than one month after 
original operation (listed separately in addition to 

ACC accepted 

code for primary procedure) (Use 33530 only for See Attachment 7 
codes 33400-33478; 3351 0-33516) (Basic 

. procedures include endarterectomy or 
angioplasty) 

156 33531• Coronary artery bypass, using arterial graft(s); 090 33510 STS Joint STS/ACC recommendation 
single arterial graft ACC accepted as modified 

1.11 X 33510 See Attachment 7 

157 33532• Coronary artery bypass, using arterial graft(s); 090 33511 STS Joint STS/ACC recommendation 
two coronary arterial grafts ACC accepted as modified 

1.10 X 35531 Note: STS believes the increment 
between adjacent codes in this series 
should be an absolute amount rather 
than a ratio. 

See Attachment 7 

158 33533• Coronary artery bypass, using arterial graft(s); 090 33531 STS Joint STS/ACC recommendation 
three coronary arterial grafts ACC accepted as modified 

1.19 X 33531 
Note: STS believes the increment 
between adjacent codes in this series 
should be an absolute amount rather 
than a ratio. 

See Attachment 7 

CPT jive-digit codes and descriptions only are copyright 1992 by rhe American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by rhe CPT Editorial Panel prior to publication of rhe 1993 book. 
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·Tracking Code Descriptor Global Recommended Key SpecialtY Comments 
Numbet (• new) Period Pbysiciart Rerereoce Society(s)t 

WorkRVUs Service(s) 

159 33534• Coronary artery bypass, using arterial graft(s); 090 33531 STS Joint STS/ACC recommendation 
four or more coronary arterial grafts ACC accepted as modified 

1.29 X 33531 Note: STS believes the increment 
between adjacent codes in this series 
should be an absolute amount rather 
than a ratio. 

See Attachment 7 

160 33800• Aortic suspension (aortopexy) for tracheal 090 16.00 STS Joint STS/ACC recommendation 
\ decompression, eg, for tracheornalacia (separate ACC accepted 

procedure) 
See Attachment 7 

23a-n 35450 Transluminal balloon angioplasty 000 no change SCVIR CPT revision did not alter work of 

35452 ACC service 

35454 
35456 
35458 
35459 
35460 
35470 
35471 
35472 
35473 
35474 
35475 
35476 

23o 35480• Transluminal peripheralatherectomy, open; renal 000 11.67 35471 SCVIR Joint SCVIRIACC recommendation 
or other visceral artery 35450 ACC accepted 

See Attachment 8 

CPT jive-digit codes and descriptions only an copyrightl992 by the American Medical Association. 
Final assignments of code numbers and descriptors an subject w change by the CPT Editorial Panel prior w publication of the 1993 book. 



• • • 
REVISED 717/92 -24-

.. 

Ti-Bcking ·Code Descriptor Global .· Recommended Key Specialty Comments 
Number . (• new) Period- Phrslcim Reference Society (s)t 

WorkRVUs Service(s) 

23p 35481• Transluminal peripheral atherectomy, open; aortic ()()() 8.01 35472 SCVIR Joint SCVIRIACC recommendation 

35452 ACC accepted 

See Attachment 8 

23q 35482• Transluminal peripheral atherectomy, open; iliac ()()() 7.01 35473 SCVIR Joint SCVIRIACC recommendation 

35454 ACC accepted 

See Attachment 8 

23r 35483• Transluminal peripheralatherectomy, open; ()()() 8.54 35474 SCVIR Joint SCVIRIACC recommendation 
femoral-popiteal 35456 ACC accepted 

See Attachment 8 

23s 35484• Transluminal peripheral atherectomy, open; ()()() 11.01 35475 SCVIR Joint SCVIRIACC recommendation 
hrachiocephalic 35458 ACC accepted 

See Attachment 8 

23t 35485• Transluminal peripheral atherectomy, open; 000 10.01 35470 SCVIR Joint SCVIRI ACC recommendation 
tibioperonealtrunk 35459 ACC accepted 

See Attachment 8 

23u 35490• Transluminal peripheral atherectomy, percutaneous; ()()() 11.59 35470 SCVIR Joint SCVIRIACC/ACR 
renal or other visceral artery 35471 ACC recommendation accepted 

35472 ACR 
See Attachment 9 

35473 
35474 
35475 

CPT five-digit codes and descriptions only on copyrighl/992 by lhe American Medical Association. . 
Final assignments of code numbers and descriptors on subject to change by lhe CPT Editorial Panel prior to publication of lhe 1993 book. 
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, Tracking Code . DEscriptor Global Rerommmded Key Specialty Commmts 
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Work RVUs Service(s) 

23v 35491• Transluminal peripheral atherectomy, percutaneous; ()()() 8.00 SCVIR Joint SCVIR/ACC/ACR 
aortic ACC recommendation accepted 

ACR 
See Attachment 9 

23w 35492• Transluminal peripheral atherectomy, percutaneous; ()()() 6.68 SCVIR Joint SCVIRIACC/ACR 
iliac ACC recommendation accepted 

ACR 
See Attachment 9 

23x 35493• Transluminal peripheral atherectomy, percutaneous; ()()() 8.54 SCVIR Joint SCVIRI ACC/ ACR 
femoral-popliteal - ACC recommendation accepted 

ACR 
See Attachment 9 

23y 35494• Transluminal peripheral atherectomy, percutaneous; ()()() 11.00 SCVIR Joint SCVIRIACC/ACR 
brachlocephalic ACC recommendation accepted 

ACR 
See Attachment 9 

23z 35495• Transluminal peripheral atherectomy, percutaneous; 000 10.01 SCVIR Joint SCVIRIACC/ACR 

tibioperoneal trunk and branches ACC recommendation accepted 

ACR 
See Attachment 9 

161 36005• Injection procedure for contrast venography XXX 1.80 SCVIR Joint SCVIRIACC/ACR 

(including introduction of needle or intracatheter) ACC recommendation accepted 

ACR 
See Attachment 9 

163 37205• Transcatheter placement of an intravascular ()()() 12.53 SCVIR Joint SCVIRIACC/ACR 

stent(s), (non-coronary vessel), percutaneous; initial ACC recommendation accepted 

vessel 
ACR 

See Attachment 9 

CPT jive-digit codes and descriptions only art! copyright /992 by the American Medical Association. 
Final assignments of code numbers and descriptors art! subject to change by the CPT Editorial Panel prior to publication of the /993 book. 
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Tracking Code Descriptor.· Global Recommended Key Specialty Comments 
Number <• new) Period. Pbysklan Reference Society(s)f 

WorkRVUs Service(s) 

164 37206• Transcatheter placement of an intravascular 000 6.26 SCVIR Revised SCVIR recommendation 
stent(s), (non-coronary vessel), percutaneous; ACC accepted 
each additional vessel 

ACR 
See Attachment 10 

165 37207• Transcatheter placement of an intravascular 000 12.53 SCVIR Joint SCVIRIACC/ACR accepted 
stent(a), (non-coronary vessel), open; initial vessel ACC 

ACR 
See Attachment 9 

166 37208• Transcatheter placement of an intravascular 000 6.26 SCVIR Revised SCVIR recommendation 
stent(s), (non-coronary vessel), open; each ACC accepted 
additional vessel ACR 

See Attachment 10 

167 438XX• Gastroplasty, vertical-banded, for morbid obesity 090 No recommendation at this time 

168 438XX• Gastroplasty, other than vertical-banded, for 090 No recommendation at this time 
morbid obesity 

171 47505• Injection procedure for cholangiography through an 000 2.00 50394 SCVIR Recommendation reflects RUC 
existing catheter (eg, percutaneous transhepatic or 20501 ACR evaluation of SCVIR and ACR 
T-tube) 75848 

recommendations 

47500 See Attachments 8 and 9 
74305 

278 49315• Laparoscopy, surgical; appendectomy 090 6.39 44950 ACS Interim - ACS recommendation 
to equate with open appendectomy 
(44950) accepted 

CPT jiv~-digit cod~s and d~scriptions only a~ copyright 1992 by th~ Am~rican M~dical Association. 
Final assignm~nts of cod~ numbers and d~scriptors ar~ subject to chang~ by th~ CPT Editorial Pand prior to publication of th~ 1993 book. 
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Tracking Code Descriptor Global RecOmmmded Key Specialty Commmts 
Number (• new) Period Pbysic:ian Refereoce Society(s)( 

WorkRVUs Service(s) 

172 49427• Injection procedure (ie, contrast media) for 010 1.90 SCVIR Recommendation reflects RUC 
evaluation of previously placed peritoneal-venous ACR evaluation of SCVIR and ACR 
shunt {for radiological SUI!ervision and recommendations 
interpretation, see 75809) 

See Attachment 9 

6 49905• Omental flap (eg, for reconstruction of sternal and zzz 9.19 STS STS recommendation accepted 
chest wall defects) (list separately in addition to 
code for primary procedure) See Attachment 7 

174 50727• Revision of urinary cutaneous ansstomosis (any 090 11.73 44346 AUA AUA recommendation accepted 
type urostomy); 

See Attachment II 

173 50728• Revision of urinary cutaneous ansstomosis (any 090 10.30 44314 AUA AUA recommendation accepted 
type urostomy); with repair of fascial defect and 
hernia See Attachment II 

175 50780 Ureteroneocystostomy,;. anastomosis of single ureter 090 no change AUA CPT revision did not alter work of 
to bladder 1 er e•ller eperatieAo f<>r gg-gtieA gf service 

•.•eaieeYnleral rellY!E 

176 50782• Ureteroneocystostomyi anastomosis of duplicated 090 19.20 50785 AUA AUA recommendation accepted 
ureter to bladder 

See Attachment II 

177 50783• Ureteroneocystostomyi ansstomosis of single ureter 090 20.20 50785 AUA AUA recommendation accepted 
to bladder 1 er elllar el'a.atieRB fer eeFFeetieR ef 
"IRioeuFeltFIII Fe !lux; with extensive See Attachment II 
ureteral tailoring 

CPT jive-digit codes and descriptions only are copyright /992 by the American Medical Association. 
Final assignments of code numben and descripton are subject to change by the CPT Editorial Panel prior to publication of the I 993 book. 



• • • 
REVISED 717192 -28-

·Tracking Code Descriptor Global· Recommended Key Specialty Comments 
Numbet (• new) PeriOd Ph)'Slcilllt Reference Soclety(s)t 

Work RVUs Service(s) 

178 50785 Ureteroneocystostomy,;. anastomosis of single ureter 090 no change AUA CYf revision did not alter work of 
to bladder 1 er e~er epiFBiiens f."er aerraetien ef service 
"tsioeurat•ral raOuJl; with vesico-PROBs hitch or 
bladder flap 

180 52335 Cystourethroscopy, with ureteroscopy and/or 000 no change AUA CYf revision did not alter work of 
pyeloscopy (includes dilation of the ureter and/or service 
I!Yeloureteral junction by any method); 

181 52339• Cystourethroscopy, with ureteroscopy and/or 000 ,9.30 . 52338-~ AUA AUA recommendation accepted 
pyeloscopy (includes dilation of the ureter I 43264 ) 
and/or pyeloureteral junction by any method); See Attachment II .--

-----with resection of tumor <:-::--::-- - -
182 56309• Laparascopy, surgical; with removal of 090 5.89 ACOG ACOG recommendation accepted 

leiomyomata, subserosa) (single or multiple) 
See Attachment 2b 

185 56405• Incision and drainage of vulva or perineal abscess 010 1.48 56400 ACOG Joint ACOG/AAFP recommendation 

56000 AAFP accepted 

186 56605• Biopsy of vulva or perineum (separate procedure); 000 .88 56000 ACOG Joint ACOG/AAFP recommendation 
one lesion 56100 AAFP accepted 

187 56606• Biopsy of wlva or perineum (separate procedure); 000 .44 56600 ACOG Joint ACOG/AAFP recommendation 
each separate additional lesion ACOG AAFP accepted 

11101 
AAFP 

191 56631• Vulvectomy, radical, partial; with unilateral 090 16.00 56635 ACOG ACOG recommendation accepted 
inguinofemorallymphadenectomy 56630 

See Attachment 2c 

CPT five-digit codes and descriptions only an! copyright 1992 by rhe American Medical Association. 
Final assignments of code numbers and descriptors an! subject to change by rhe CPT Editorial Panel prior to publication of rhe 1993 book. 
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Tracking Code Descriptor: Global Recommmded Key Specialty Commmts 
Number (• new) Period Pbyskian _RetereDCe Society(s)t 

.. Work RVUs Service(s) 

192 56632• Vulvectomy, radical, complete; 090 14.00 56630 ACOO ACOG recommendation accepted 

56635 
See Attachment 2d 

193 56633• Vulvectomy, radical, complete; with unilateral 090 17.50 56635 ACOO Reflects RUC evaluation of ACOG 
inguinofemorallymphadenectomy 56640 recommendation 

See Attachment 2e 

194 56634• Vulvectomy, radical, complete; with bilateral 090 18.45 56640 ACOO Reflects RUC evaluation of ACOG 
inguinofemorallymphadenectomy recommendation 

197 57415• Removal of impacted vaginal foreign body 010 .96 57410 ACOO ACOG recommendation accepted 
{separate procedure) under anesthesia 

See Attachment 2f 

200 57460• Colposcopy {vaginoscopy); (separate procedure) 000 2.98 57454 ACOO ACOG recommendation accepted 
with loop electrosurgical excision(s) of the cervix 57520 
{LEEP) See Attachment 2g 

207 58260 Vaginal hysterectomy; with ar "'ithallt rema"al af 090 no change ACOG CPT revision did not alter work of 

tullef~, o11i1h 9F ouithaul nmaual 9~ 9"Bf3•f~ service 

208 58262• Vaginal hysterectomy; with removal of tube(s), 090 14.50 58260 ACOG ACOG recommendation accepted 

and/or ovary(s) 
See Attachment 2h 

205 582XX• Vaginal hysterectomy; with removal of tube{s), 090 16.00 58270 ACOG ACOG recommendation accepted 

and/or ovary(s), with repair of enterocele 57268 
See Attachment 2i 

CPT jive-digir codes and descriptions only a,y copyrighr 1992 by rhe American Medical Association. 
Final assignmenrs of code numbers and descriprors arY subjecr ro change by rhe CPT Edirorial Panel prior ro publication of rhe 1993 book. 
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Tracking Code Descriptor Global Ra:ommended Key Spocialty Comments 
Number (• new) Period Pbysjclao Refereuce Sodety(s)t 

Work RVUs Service(s) 

9 58345• Transcervical introduction of fallopian tube catheter 010 4.85 ACOG ACOG/SCVIRI ACR consensus 
for diagnosis and/or reestablishing patency (any SCVIR recommendation accepted 
method), with or without hysterosalpingography 

ACR (for insertion/removal of implantable contraceptive See Attachment 12 
capaules, see 11975, 11976) 

209 58989• Laparoscopy, aurgical; with fulguration of oviducts 010 14.61 58260 ACOG ACOG recommendation accepted 
(with or without transection); with vaginal 58988 
hysterectomy with or without removal of tube(s), 58980 See Attachment 2j 
with or without removal of ovary(s) (laparoacopic 
assisted vaginal hysterectomy) 58985 

211 58991• Hysteroscopy, aurgical; with sampling (biopsy) of 000 3.00 58990 ACOG ACOG recommendation accepted 
endometrium and/or polypectomy, with or without 58992 
D&C See Attachment 2k 

212 58992 Hysteroscopy, aurgical; with sampling (biopsy) of 000 3.30 58992 ACOG Reflects RUC evaluation of ACOG 
endometrium and/or polypectomy, with or without recommendation 
D & C; 'with lysis of intrauterine adhesions~ 
F~s~;lieA gf: iAIRIIIURA~ G&f!IUFA (any method) See Attachment 21 

213 58993• Hysteroscopy, surgical; with sampling (biopsy) of 000 3.70 58992 ACOG Reflects RUC evaluation of ACOG 
endometrium and/or polypectomy, with or without recommendation 
D & C; with division or resection of intrauterine 
septum (any method) See Attachment 2m 

214 58994 Hysteroscopy, surgical; with sampling (biopsy) of 000 no change ACOG CPT revision did not alter work of 
endometrium and/or polypectomy, with or without service 
D & C; with removal of au!"""~ ells leiomyomata 

215 58998• Hysteroscopy, surgical; with sampling (biopsy) of 000 3.25 58990 ACOG ACOG recommendation accepted 
endometrium and/or polypectomy, with or without 58992 
D & C; with removal of impacted foreign body See Attachment 2n 

CPT Jivt!-digit codt!s and dt!scriptions only a~ copyright 1992 by tht! Amt!ric(ln Mt!dical Association. 
Final assignmt!nls of codt! numbu-s and dt!scriptors a~ subjt!Ct to changt! by tht! CPT Editorial Pant!l prior to publication of tht! 1993 book. 
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218 61531• Subdural implantation of strip electrodes through 090 19.26 AAN Reflects RUC evaluation of AAN 
one or more burr or trephine hole(s) for long term recommendation 
seizure monitoring 

See Attachment 13 

219 61532• Stereotaxic implantation of depth electrodes into the 090 22.88 AAN Reflects RUC evaluation of AAN 
cerebrum for long term seizure monitoring recommendation 

See Attachment 13 

220 61533 ~raRieslem¥1 IPaphilllllieR1 heRa Aap Craniotomy 090 no change AAN CPT revision did not alter work of 
with elevation of bone flal! for subdural service 
implantation of an fer iRs a !'tieR ef apillwPBI er 
auWUAI electrode array for long term seizure 
monitoring 

10 65860• Severing adhesions of anterior segment, laser 090 3.55 67031 AAO AAO recommendation accepted 
technique (separate procedure) 

See Attachment 5b 

11 66825• Repositioning of intraocular lens prosthesis, 090 8.15 65235 AAO AAO recommendati~n accepted; reflects 
requiring an incision (separate procedure) 66895 second survey 

See Attachment Sa 

227 68761• Closure of the lacrimal punctum; by plug, each 010 1.38 68760 AAO AAO recommendation accepted 

68800 
See Attachment 2b 

12 74742• Transcervical catheterization of fallopian tube, XXX .65 74485 SCVIR Reflects RUC evaluation of SCVIR and 

radiological supervision and interpretation 74365 ACR ACR recommendations 

CPT jivt!-digit codes and dt!scriprions only are copyright 1992 by rht! Amt!rican Mt!dical Association. 
Final assignml!nts of codt! numbl!rs and dt!scriptors are subjl!ct to changl! by rhl! CPT Editorial Panel prior to publication ofrht! 1993 book. 
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228 75809• Shuntogram for investigation of previously placed XXX .50 SCVIR Recommendation reflects RUC 
indwelling nonvascular shunt (eg, LeVeen shunt, ACR evaluation of SCVIR and ACR 
ventriculoperitoneal shunt) radiological recommendations 
supervision and interpretstion 
(Eor J!rocedure, see 49427 and 61070} 

229 75960• Transcatheter introduction of intravascular stent(s), XXX 1.24 SCVIR Joint SCVIJU ACC/ ACR 
(non~oronary vessel), percutaneous and/or open, ACC recommendation accepted 
radiological supervision and interpretation, each ACR 
vessel See Attachment 9 

23aa-ee 75962 Transluminal balloon angioplasty, radiological XXX no change SCVIR CPT revision did not alter work of 

75964 supervision and interpretation ACC service 

75966 
75968 
75978 

23ff 75992• Transluminal atherectomy, peripheral artery, radio- 000 .58 75962 SCVIR Joint SCVIJUACC/ACR 
logical supervision and interpretation ACC recommendation accepted 

ACR See Attachment 8 

23gg 75993• Transluminalatherectomy, each additional periph- 000 .37 75968 SCVIR Joint SCVIJU ACC/ ACR 
era I artery, radiological supervision and interpre- ACC recommendation accepted 
tat ion ACR See Attachment 8 

23hh 75994• Transluminal atherectomy, renal, radiological 000 1.38 75966 SCVIR Joint SCVIJUACC/ACR 
supervision and interpretation ACC recommendation accepted 

ACR See Attachment 8 

CPT jive-digit codes and descriptions only a~ copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors a~ subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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23ii 75995• Transluminalatherectomy, visceral, radiological ()()() 1.38 75966 SCVIR Joint SCVIRI ACC/ ACR 
supervision and interpretation ACC recommendation accepted 

ACR 
See Attachment 8 

23jj 75996• Transluminalatherectomy, each additional visceral ()()() .37 75968 SCVIR Joint SCVIRIACC/ACR 
artery, radiological trupervision and interpretation ACC recommendation accepted 

ACR 
See Attachment 8 

230 76096 Preo~erative ~lacement of needle localization wire, XXX .60 SCVIR Recommendation renects RUC 
breast, radiological su~ervision and intemretation ACR evaluation of SCVIR and ACR 
benli;~~alieA e&: I!Naal Aedule eF aalaifiaalien recommendations 
llefeN epeFBiieA1 'VI•ilh IRIFIIIP &Ad IBRfiFMalieR ef 
ils pe&ilieA 'il'ilh appFepFiale iRl&ging {eg1 

padielegie BP YIINBBYREI~I 

233 76825 Echocardiography, fetal, cardiovascular system, XXX no change ACOG CPT revision did not alter work of 
real time with image documentation (20) with or ACC service 
without M-mode recording; ACR 

234 76826• Echocardiography, fetal, cardiovascular system, XXX .80 76825 ACOG Recommendation renects RUC 
real time with image documentation (20) with or ACC evaluation of ACOG, ACC, and ACR 
without M-mode recording; follow-up or repeat ACR recommendations 
study Work is the same as 76825 

232 76827• Doppler echocardiography, fetal, cardiovascular XXX .50 76825 ACOG Joint ACOG/ACC/ACR 
system, pulsed wave and/or continuous wave with ACC recommendation accepted 
spectral display; complete ACR 

232a 76828• Doppler echocardiography, fetal, cardiovascular XXX .50 76827 ACOG Recommendation renects RUC 
system, pulsed wave and/or continuous wave with ACC evaluation of ACOG, ACC. and ACR 
spectral display; follow-up or repeat study ACR recommendations 

Work is the same as 76827 

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by the CPT Editorial Panel prior to pr4blication of the 1993 book. 
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656 88156• Cytopathology, smears, cervical or vaginal, (fBS) XXX .44 88151 CAP Joint CAP/ASC/ASCP recommendation 
up to three smears; requiring interpretation by ASC that work be set equal to 88151 
physician ASCP accepted 

23kk-ll 92982 Percutaneous transluminal coronary balloon ()()() no change SCVIR CPT revision did not alter work of 

92984 angioplasty ACC service 

23mm 92995• Percutaneous transluminal coronary atherectomy, ()()() 16.25 ACC Recommendation reflects RUC 
any method, with or without balloon angioplasty; ACR ev~luation of ACC and ACR 
single vessel recommendations 

See Attachments 9 and 14 

23nn 92996• Percutaneous transluminal coronary atherectomy, ()()() 6.00 ACC Recommendation reflects RUC 
any method, with or without balloon angioplasty; ACR evaluation of ACC and ACR 
single vessel; each additional vessel recommendations 

See Attschments 9 and 14 

13 93015 Cardiovascular stress test using maximal or XXX no change ACC CPT revision did not alter work of 
submaximal treadmill or bicycle exercise; service 
continuous electrocardiographic monitoring, and/or 
pharmacologia! stress, with physician supervision. 
with interpretaton and report (For 
echocardiography, see 93307-93350) 

240 93312 Echocardiography, real time with image XXX no change ACC CPT revision did not alter work of 
documentation (2-D) (with or without M-mode ACR service - appears undervalued 
recording), transesophageali including probe 
placement, image acguisition, intemretation and 
report 

CPT Jivt!-digit codt!s and dt!scriptions only are copyright 1992 by tht! American Mt!dical Association. 
Final assignments of code numbers and descriptors are subjt!ct to changt! by tht! CPT Editorial Panel prior to publication oftht! 1993 book. 
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239 93313• Echocardiography, real time with image XXX .6 X 93312 93312 ACC Reflects RUC evaluation of joint 
documentation (20) (with or without M-Mode ACR A CCI ACR recommendation 
recording), transesophageal; placement of 
transesophageal probe only 

241 93314• Echocardiography, realtime with image XXX .6 X 93312 93312 ACC Reflects RUC evaluation of joint 
documentation (20) (with or without M-Mode ACR ACC/ ACR recommendation 
recording), transesophageal; image acquisition, 
interpretation and report only 

242 93980• Duplex scan of arterial inflow and venous outflow XXX 2.30 54240 AUA Joint AUNACR recommendation 
of penile vessels; complete study ACR accepted 

See Attachment II 

243 93981• Duplex scan of arterial inflow and venous XXX AUA No recommendation at this time -
outflow of penile vessels; follow-up or limited ACR current use of code unclear, AUA feels 
study that work value should be the same as 

93980 if used 

14 95010• Sequential and incremental tests with appropriate XXX .15 JCAI Recommendation based on RUC 
allergens, percutaneous tests (scratch, puncture, AAO-HNS evaluation of joint JCAI/AAO-HNS 
prick) with drugs, biologicals or venoms, specify recommendation 
number of tests 

15 95015• Sequential and incremental tests with appropriate XXX .15 JCAI Recommendation based on RUC 
allergens, intracutaneous (intradermal) tests, with AAO-HNS evaluation of joint JCAI/ AAO-HNS 
drugs, biologics, or venoms, immediate reaction IS recommendation 
to 20 minutes, specify number of tests 

CPT jive-digit codes cmd descriptions only are copyright1992 by the American Medical Association. 
Final assignments of code number.r and descriptcr.r are subject to change by the CPT Editorial Panel prior to publication of the 1993 boo/c. 
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16 95075 Ingestion challenge test (sequential and incremental XXX 2.00 JCAI Recommendation based on RUC 
ingestion of test items eg, food, drug or other AAO-HNS evaluation of joint JCAI/ AAO-HNS 
substance such as metabisulfite) recommendation 

262 95883• Neuropsychological testing with report, per hour XXX AAN No recommendation at this time -
(eg, LURIA, Halstead battery, WAIS) usually not a physician service 

263 95950 Monitoring for leeeliMiieR identification and XXX no change AAN CPT revision did not alter work of 
lateralization of cerebral seizure focus by attached service 
electrodes e• P&dieltlemelpY; 
electroencephalographic (8 channel EEG) 
recording and interpretation, each iRifiel 24 hours 

264 95951 Monitoring for le;alii!alieR identification and XXX 4.25 99255 AAN AAN recommendation accepted 
lateralization of cerebral seizure focus by attached 
electrodes er radielelemelry; combined See Attachment 15 
electroencephalogrsphic (EEG) and video recording 
and interpretation, each ~ 24 hours 

266 95953• Monitoring for localization of cerebral seizure XXX 3.44 99255 AAN AAN recommendation accepted 
focus by computerized portable 16 or more 95951 
channel EEG; electroencephalographic (EEG) See Attachment 15 
recording and interpretation, each 24 hours 

267 95956• Monitoring for localization of cerebral seizure XXX 3.44 99255 AAN AAN recommendation accepted 
focus by cable or radio, 16 or more channel 95951 
telemetry; electroencephalographic (EEG) See Attachment 15 
recording and interpretation, each 24 hours 

18 96440 Chemotherapy administration into pleural cavity, 000 2.50 ASCO ASCO recommendation accepted 
requiring and including thoracentesis 

See Attachment 16 

CPT jive-digit codes and descriptions only are copyright 1992 by the American Medical Association. 
Final assignments of code numbers arui''"lkscriptors are subject to change by the CPT Editorial Pond prior to publication of the 1993 book. 
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19 96445 Chemotherapy administration into peritoneal cavity, {)()() 2.31 ASCO ASCO recommendation accepted 
requiring and including paPBeenlesis 
abdominocentesis See Attachment 16 

20 96450 Chemotherapy administration into CNS (eg, {)()() 2.00 ASCO ASCO and AAN consensus on ASCO 
intrathecal), requiring and including lumbar AAN recommendation accepted 
puncture 

See Attachment 16 

268 97545• Work hardening/conditioning; initial 2 hours XXX AAPMR No recommendation at this time -
usually not a physician service 

269 97546• Work hardening/conditioning; each additional hour XXX AAPMR No recommendation at this time -
usually not a physician service 

273 99291 Critical care, inslulling lhe lliagneolis and XXX 4.00 SCCM Interim - reflects RUC evaluation of 
lhnap111is BIP•ieu and dirulien e~ eaPB el= !he SCCM comments to HCFA 
9Riisally ill 9F multiply iRjUNd 9F 99FRII9Gt 
~ evaluation and management of the See Attachment 17 
criticall:i ill or criticall:i injured Qatient. requiring 
the pF9leng!d f'Fe8enee constant attendance of the 
physician; first hour 

274 99292 Critical care, insl11ding !he diagneslis and XXX 2.00 SCCM Interim - reflects RUC evaluation of 
lhtr&fllllie &tP•inR and direelien el= BRFt e~ the SCCM comments to HCFA 
eFilisally ill er FRIII!iply iRj11red er semalese 
~ evaluation and management of the See Attachment 17 
criticall:i ill or criticallx injured 11atient, requiring 
the pr~~Jgnged pNBtRet constant attendance of the 
physician; each additional 30 minutes 

270 99295• Initial NICU care, per day, for the evaluation and XXX No recommendation at this time -
management of a critically ill neonate or infant will review for next cycle 

CPT jive-digit codes and descriptions only an copyrightl99217y the American Medical Association. 
Final assignments of code nr~mbers and descriptors an sr~bjectto change l7y the CPT Editorial Panel prior to pr~blication of the 1993 book. 
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271 99296• Subsequent NICU care, per day, for the evaluation XXX No recommendation at this time -
and management of a critically ill and unstable will review for next cycle 
neonate or infant 

272 99297• Subsequent NICU care, per day, for the evaluation XXX No recommendation at this time -
and management of a critically ill and stable will review for next cycle 
neonate or infant 

275 99XX1• Initial observation care, per day, with the XXX 1.13 99221 AAFP Interim - reflecta RUC evaluation of 
evaluation and management of a patient which AAFP recommendation to equate with 
requires these three key components: corresponding initial hospital visit code 

. 
o a detailed or comprehensive history; 
o a detailed or comprehensive examination; and 
o medical decision making that is straight forward 

or of low complexity 

Counseling and/or coordination of care with other 
providers or agencies are provided consistent with 
the nature of the problem(s) and the patient's 
and/or family's needs. 

Usually the problem(s) requiring admission to 
"observation status" are of low severity. 

CPT jive-digit codes and descriptions only a~ copyright 1992 by the American Medical Association. 
Final assignments of code numben and descripton a~ subject to change by the CPT Editorial Panel prior to publication of the 1993 book. 
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276 99XX2• Initial observation care, per day, for the XXX 1.84 99222 AAFP Interim - reflects RUC evaluation of 
evaluation and management of a patient, which AAFP recommendation to equate with 
requires these three key components: corresponding initial hospital visit code 

o a comprehensive history; 
o a comprehensive examination; and 
o medical decision making of moderate 

complexity 

Counseling and/or coordination of care with other 
providers or agencies are provided consistent with 
the nature of the problem(s) and the patient's 
and/or family's needs. 

Usually the problem(s) requiring admission to 
"observation status" are of moderate severity. 

277 99XX3• Initial observation care, per day, for the XXX 2.54 99223 AAFP Interim - Reflects RUC evaluation of 
evaluation and management of a patient, which AAFP recommendation to equate with 
requires these three key components: corresponding initial hospital visit code 

o a comprehensive history; 
o a comprehensive examination; and 
o medical decision making of high complexity 

Counseling and/or coordination of care with other 
providers or agencies are provided consistent with 
the nature of the problem(s) and the patient's 
and/or family's needs. 

Usually the problem(s) requiring admission to 
"observation status" are of high severity. 

CPT jive-digit codes and descriptions only are copyright /992 by the American Medical Association. 
Final assignments of code numbers and descriptors are subject to change by the CPT Editorial Panel prior to prlblication of rhe 1993 book. 
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American Medical Association 
Physicians dcd1r.1t!•d to thr health of Amerira 

Grant V. Rodkey, MD 
Chairman 
AMA/Specialty Society RVS 
Update Committee 

July 7, 1992 

William Toby, Jr. 
Acting Administrator 

515 North Stat!' Street 
Chicago, Illinois 60610 

Health Care Financing Administration 
6325 Security Blvd. 
700 E. Highrise 
Baltimore, MD 21207 

Dear Mr. Toby: 

312 4G4-472G 
312 464-5849 Fax 

It is my pleasure to submit the following recommendations of the AMA/Speci­
alty Society RVS Update Committee (RUG). These recommendations, presented 
in Table 1, address relative physician work values for the Medicare RBRVS 
for 253 new or revised codes to be included in the 1993 edition of Physi­
cians' Current Procedural Terminology (CPT). They reflect decisions made 
at the May 30-31 and June 25-28 meetings of the RU-. The vast majority of 
these codes originated at the May 8-10 CPT Editorial Panel Meeting and were 
addressed by the RUG in June. I believe that this timetable demonstrates 
the RUG's ability to respond quickly to all coding developments. 

The RUG was formed in November of 1991 and grew out of a series of discus­
sions with major national medical specialty societies. Prior to and after 
the formation of the RUG, AMA staff have met with senior HGFA staff to 
assist us in designing an RVS update process that would best meet HCFA's 
needs. 

The RUG 'is comprised of 26 members. Twenty two are representatives of 
major specialty societies. The remaining members represent the Anterican 
Medical Association, the American Osteopathic Association, and the CPT 
Editorial Panel. I was appointed Chairman of the RUG by the AMA. Appendix 
1 lists thc- current members of the RUG and their affiliations. 

The work of the RUG is supported by an Advisory Committee (AC) made up of 
representatives of all 85 specialty societies in the AMA House of Dele­
gates. Each AC member is asked to designate a specialty society RVS 
Committee. The.se committees generate the recommendations presented to the 
RUG by each relevant AG member. 

The RUG operates under formal documents outlining its Structure and 
Functions and Rules and Procedures. These are attached as Appendix 2. In 
addition, the RUG adopted a methodology for the first year of its work. 
This methodology, together with its organizing documents, is designed to 
produce relative work values that are consistent with the 
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current Medicare RBRVS, can be integrated into HCFA's RBRVS refinement 
efforts, reflect standard protocols across specialty societies, and have 
high face validity. The best description of the current method can be 
found in a sample of the survey instrument provided to participating 
specialty societies. This is Appendix 3. 

The following brief review of the RUG process and method will be helpful as 
you consider our recommendations. 

1. The CPT Editorial Panel adds new codes or revises current codes at 
one of its meetings. This information is transmitted to the RUG. 

2. The RUG staff, in close cooperation with CPT staff, summarize Editor­
ial Panel actions and transmit this information to the AC. AC 
members indicate their level of interest in each code (i.e., develop 
a formal recommendation, comment on recommendations, no interest, or 
coding change should not change physician work). 

3 . RUG staff work with AC members and their specialty society to develop 
a customized survey instrument for use in a magnitude estimation of 
codes of interest. This instrument uses reference services iden­
tified by the AC member and provides the full descriptor of each coqe 
under study. (See Appendix 3.) 

4. The AC member works with his specialty society's RVS Committee to 
administer the survey. In general, the survey is first completed by 
mail by the society's RVS Committee, which then meets to review the 
median value·s for each code, and adjusts these results as warranted 
by a detailed clinical discussion of the results. This small group 
survey method reflects Phase III of the Hsiao study. 

5. The AC member forwards the specialty's recommendations to the RUG. 
Multiple societies and specialties developing recommendations for the 
same code are encouraged to collabo~~te early in this process. 

6. AC recommendations are sent to RUC members and commenting AC members 
prior to the meeting of the RUC. These recommendations document the 
methods used in developing the recommendation, summarize survey data, 
and indicate key reference services. 

7. The RUC considers specialty recommendations and comments in an open 
meeting. It .votes on each recommendation, with a 2/3 vote required 
for acceptance. If it does not accept a recommendation, it refers it 
to the originating AC member and to a facilitation committee, which 
returns with a recommendation for consideration . 
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In the case of multiple recommendations, the RUC may either accept 
one of the recommendations or refer them to a facilitation committee 
for resolution. In most instances, specialties agreed on a consensus 
recommendation to the RUC. 

Through this method, the RUG was able to dispose of all items of 
business that it has considered. As indicated in Table 1, the RUG 
took the following actions: 

• No recommendation made, code rev~s~on will not alter work. 
• Revised code surveyed, code revision will not alter work. 
• Recommended change in value for revised code. 
• Recommended value for new code. 
• Interim recommended value, full RUG review for next cycle. 
• Recommendation in the form of a ratio to a current code. 
• No recommendation at this time ~iven available data. 

I would like to underscore several points about the RUG process . 

• The RUG accepts the Medicare RBRVS as its framework. while recoQ­
nizing that the RBRVS is undergoing refinement. 

• The process adapts both the Han·:lrd RBRVS and HGFA refinement methods 
to the needs and requirements of RVS updating. 

• The RUG, like HGFA, uses reference services to value services. For 
the RUG, reference services are specialty specific and serve as a 
ruler against which to evaluate each new or revised code. Thus, 
although a key reference service used to value a code may have a 
similar value, it often does not. 

• The RUG process is extremely open. The RUG itself provides broad 
representation of the medical profession. The AC includes many more 
specialties and societies. 

• The RUG is committed to due process. Due to the severe time 
constraints this year, it attempted to resolve all disagreements at 
the June meeting through the use of facilitation committees at that 
same meeting. Although this approach was quite successful, in the 
future, the RUG intends to implement a more formal reconsideration 
process . 
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• The key to the methodology is review during RUG meetings. RUG 
members subject each recommendation to exacting scrutiny. Methods 
and clinical comparisons undergo rig~rous review and AC members must 
defend every aspect of their recommendations. The RUG does not 
hesitate to refer a recommendation back to the specialty, or to a 
facilitation committee. 

The RUG's recommendations are summarized in Table 1. This table contains 
each new or revised CPT code for which the RUG is making a recommendation. 
A large number of revised codes not listed have been identified by AC 
members as not requiring a reevaluation of physician work. In addition, as 
evidenced by a number of our recommendations, the RUC adopted as a general 
principle that minor wording changes to an existing code should not be the 
occasion for change in the relative work value for that code. Table 1 
contains the following information: 

Column 1: 

Column 2: 

Column 3: 

Column 4: 

Column 5: 

Column 6: 

Column 7: 

Column 8: 

Internal RUG tracking number. (Omitted numbers were assigned 
to codes not requiring a recommendation.) 

CPT code. (Code numbers are subject to minor revisions prior 
to finalization of CPT 1993.) 

Descriptor for new or revised code. (Descriptors subject to 
minor ~evision prior to finalization of CPT 1993.). 

Global period. (Based on information supplied by HCFA). 

Recommended relative work value. (~ere no recommendation is 
indicated, see Column 8 for reasons (i.e., "no change in work" 
for revised code or "no recommendation at this time" for new 
codes). Also, several recommendations are expressed as ratios 
to existing codes to reflect HCFA's refinement process and 
specialty concerns with existing values. 

Key reference service. (As indica ted by recommending AC 
member(s) and/or RUG review. Note that the RUC does not focus 
on equivalence to reference services.) 

Specialty Societies making recommendation(s). 

Comments. 
as well as 
indicates, 
supporting 

(These include the basis for the RUG recommendation 
a·1::' special considerations. ~ere relevant, it also 
by Attachment number, specialty documentation 
the RUG recc•.1mendation.) 
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Mr. Toby, I am confident that the Health Care Financing Administration will 
find these recommendations extremely useful as it prepares its regulations 
for the 1993 Medicare Fee Schedule. We have been informed by HCFA staff 
that our submission will be timely for planned HCFA review activities. We 
have expended considerable resources to complete and submit these recommen­
dations on this schedule. 

Based on what all involved consider an extraordinarily successful first 
year, the RUG is proceeding with plans to develop recommendations for new 
or revised codes for CPT 1994. In preparation for these efforts, the RUG 
will proceed with refinements to its process and methods, and will explore 
ways in which it can assist HCFA with the ongoing maintenance of the RBRVS. 
It will also implement a Health Care Professionals Advisory Committee to 
include all relevant non-MD/DO health professions. We would be pleased to 
consult with HCFA on the composition of this committee. Finally, I would 
welcome the opportunity to consult with you and your staff on any other 
ways in which our efforts ~an best complement yours . 

If you have questions about any element of this submissicn, please contact 
Dorothy J. Moss (202-789--7411) of the AMA. 

Sincerely, 

h~ 
Grant V. Rodkey, MD 

GVR/mjs 

cc: James S. Todd, MD 

Attachments 
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312 4fi4-5000 James S. Todd, MD 
Executive Vice President 

515 North State Street 
Chicago, lllinois 60610 312 4G4-4184 Fax 

July 7, 1992 

Louis W. Sullivan, MD 
Secretary of Health and Human Services 
200 Independence Ave., SW 
Washington, DC 20201 

Dear Doctor Sullivan: 

It is my pleasure to provide you with a copy of the first annual recom­
mendations of the AMA/Specialty Society RVS Update Committee (RUG). These 
recommendations were transmitted by the Chairman of the RUC, Grant V. 
Rodkey, MD to Mr. William Toby, Jr. on July 6. They address r~lative work 
values for the new Medicare RBRVS for 253 new or revised codes to be 
included in the 1993 edition of Physicians' Current Procedural Terminology 
(CPT). These recommendations reflect decisions at the May 30-31 and June 
25-28 meetings of the RUC and are summarized in Table 1 of.Doctor Rodkey's 
letter to Mr. Toby. 

The RUC was formed in November of 1991 and grew out of a series of dis­
cussions with major national medical specialty societies. Prior to and 
after the formation of the RUC, AMA staff have met with senior HCFA staff 
to assist us in designing an RVS update process that would best meet HCFA's 
needs. 

The RUC has 26 members. Twenty two are representatives of major specialty 
societies. The remaining members represent the American Medi~3l Associ­
ation, the American Osteopathic Association, and the CPT Editorial Panel. 
Grant V. Rodkey, MD has been appointed Chairman. 

The RUG's work is supported by an Advisory Committee (AC) made up of all 85 
specialty societies in the AMA House of Delegates. Each AC member is asked 
to designate a specialty society RVS Committee. These committees gene~ate 
recommendations sent to the RUG by each relevant AC member. 

The RUG operates under formal documents outlining its Structure and 
Functions and Rules and Procedures. In addition, it has adopted a methodo­
logy designed to produce relative work values that are consistent with the 
current Medicare RBRVS, can be integrated into HCFA's RBRVS refinement 
efforts, reflect standard protocols across specialty societies, and have 
high face validity. 

The RUC process can be summarized as follows. 
Panel adds new codes or revises current· codes. 

First, the CPT Editorial 
Second, this information 
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is transmitted to the RUG, which forwards a summary to all AC members, who 
indicate their level of interest in each code. Third, AMA staff work with 
AC members to develop a survey instrument for use with each code of 
interest. Fourth, AC members work with their specialty society RVS 
Committees to administer the survey. Fifth, the AC members forward recom­
mendations to' the RUG. (Coordination among AC members at this stage is 
strongly encouraged. Joint proposals among AC members who have chosen to 
survey is desired, although not requisite.) Sixth, AC recommendations are 
sent to RUC members and interested AC members prior to the meeting of the 
RUC. Seventh, the RUG considers specialty recommendations and comments in 
an open meeting. A 2/3 vote is required for acceptance. A facilitation 
committee process is available for recommendations not accepted as present­
ed. Through this method, the RUG disposed of all items of business before 
it. 

I would like to underscore several points about the RUG process. The RUG 
accepts the Medicare RBRVS as its framework, while recognizing that the 
RBRVS is undergoing refinement. Thus, it has adapted both the Harvard 
RBRVS and HCFA refinement methods to the needs and requirements of RVS 
updating. In addition, its process is extremely open and committed to due 
process. Finally, the key to the RUG methodology is exacting clinical and 
methodological review by RUG members during their meetings. 

Mr. Secretary, I am confident that HCFA will find these recommendations 
extremely useful as it prepares its regulations for the 1993 Medicare Fee 
Schedule. We have been informed by HCFA staff that our submission will be 
timely. As you can imagine, we have expended considerable resources to 
complete and submit these recommendations on this schedule. Indeed, the 
vast majority of these codes originated at the May 8-10 CPT Editorial Panel 
Meeting and were addressed by the RUC in June. 

Based on an extraordinarily successful first year, the RUC is proceeding 
with plans to develop recommendations for 1994. It is refining its process 
and methods, and will explore ways in which it can assist HCFA with the 
ongoing maintenance of the RBRVS. It will also implement a Health Care 
Professionals Advisory Committee to include all relevant non-MD/DO health 
professions. We intend to work closely with HCFA staff in an effort to 
best complement their activities. I will continue to keep you abreast of 
our progress and look forward to your input into this important project . 
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In closing, I want to underscore that the American Medical Association is 
fully committed to devote the resources necessary to make the RUG process a 
continuing success. We view this new endeavor as a milestone in our 
relationship with both the federal government and the national medical 
specialty societies. 

Sincerely, 

Ja~odd, MD 

JST/mjs 

cc: Grant V. Rodkey, MD 

Attachments 
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Glossarv of Specialty Society Acronyms 

American Academy of Dermatology (AAD) 
American Academy of Family Physicians (AAFP) 
American Academy of Neurology (AAN) 
American Academy of Ophthalmology (AAO) 
American Academy of Orthopaedic Surgeons (AAOS) 
American Academy of Otolarygology - Head and Neck Surgery (AAO-HNS) 
American Academy of Plastic and Reconstructive Surgeons, Inc. (AAPRS) 
American College of Cardiology (ACC) 
American College of Obstetricians and Gynecologists (ACOG) 
American College of Radiology (ACR) 
American College of Surgeons (ACS) 
American Society of Anesthesiologists (ASA) 
American Society of Clinical Pathologists (ASCP) 
American Society of Cytology (ASC) 
American Thoracic Soc1ety (ATS) 
American Urological Association (AUA) 
College of American Pathologists (CAP) 
Joint Council of Allergy and Immunology (JCAI) 
Society of Cardiovascular and Interventional Radiology (SCVIR) 
Society of Critical Care Medicine (SCCM) 
Society of Thoracic Surgeons (STS) 
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Grant V. Rodkey, MD 
Chairman 
AM A/Specially Society RVS 
U pdale Co nun i llce 

li!G North Slate Street 
Chicago, Illinois GOGIO 

Memo to: William R. Felts, MD 
T. Reginald Harris, MD 

312 4G4-472G 
312 4GH849 Fax 

From: Grant V. Rodkey, MD~~ 

Date: July 10, 1992 

Subject: Recommendations Submitted to HCFA 

It is with a great deal of pleasure that I enclose for your information a 
copy of the first annual recommendations of the AMA/Specialty Society RVS 
Updating Committee (RUG) for physician work relative values for new and 
revised CPT codes. These recommendations were submitted to the Acting HCFA 
Administrator, Mr. William Toby, Jr., on July 6. Doctor Todd also forward­
ed a copy of the recommendations to Louis W. Sullivan, MD, Secretary of 
HHS. Attached are copies of these letters, along with a table listing the 
recommendations for new codes to be included in CPT 1993 and for any 
revised codes surveyed by the RUG Advisory Committee. 

We are, of course, very proud of these recommendations. Despite an 
extremely compressed timet~ble for this cycle, we were able to develop and 
approve recommendations for 253 codes to be included in CPT 1993. In so 
doing, I believe that we demonstrated to both the medical profession and 
the government that the AMA/Specialty Society RVS Update Process can 
effectively represent the profession in maintaining and updating the 
Medicare RBRVS. If you have any questions about the RUG process or these 
recommendations, please contact Sandy Sherman at the AMA (312-464-4455). 
Ms. Sherman will also be available at your July 31 meeting to assist Doctor 
Gordy in answering any questions you ot the members of the CPT Editorial 
Panel may have about the RUG. 

Doctor Gordy's participation on the RUG has been invaluable to our process. 
Clearly, the RUG could not have fulfilled its task without the cooperation 
of and assistance provided by Doctor Gordy, the Editorial Panel and its 
staff, and I want to take this opportunity to thank you and your staff on 
behalf of the entire RUG. The Forum at the House of Delegates Annual 
Meeting illustrated the importance of maintaining a close relationship 
between the CPT editorial process and the RVS updating process, and I look 
forward to working with you to strengthen that relationship in the coming 
year. 

Attachments 

cc: Tracy R. Gordy, MD 
Barry S. Eisenberg 
Sandra L. Sherman 
Celeste G. Kirschner 
Mark J. Segal, PhD 
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American Medical Association 
l'hysirians dedicatrrllo lhr health of America 

News Release 

FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO IICFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitt~d its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recom~endations represent the commitment of the medical community to 

work with HCFA in its contiriuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 
... 

and reflect standard protocols among specialty societie~ . 

-more-

6l!i North Slate St.rccl 
Chicago, Illinois 601i I 0 
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance ahd 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/00 health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 
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Department of Payment Update 

Date: 

From: 

To: 

Subject: 

July 14, 1992 

Sandy Sherman P 
Kathy Kuntzman 

RUC Recommendations 

For your information ... 
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Department of Payment Update 

Date: July 14, 1992 

From: Sandy Sherman ~) 

To: Dorothy Moss 

Subject: RUC Recommendations 

Here is a copy of the letters to Sullivan 
and Toby and final table of recommen­
dations for your information and/or file 
(in case you Te looking for something to 
read one day) . 
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Date: July 14, 1992 

From: Sandy Sherman ~ 

To: Bruce Blehart 

Subject: RUC Recommendations 

Attached for your information and files 
are copies of the letters to Doctor Sul­
livan and Mr. Toby conveying the RUC 
recommendations for 1992 . 
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Department of Payment Update 

Date: July 14, 1992 

From: Sandy Sherman ~ 
To: Ross Rubin 

Subject: RUC Recommendations 

Attached for your information and files 
are copies of the letters to Doctor Sul­
livan and Mr. Toby conveying the RUC 
recommendations for 1992 . 
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Department of Payment Update 

Date: July 14, 1992 

From: Sandy Sherman ~7-
To: Kurt Gillis 

Subject: RUC Recommendations 

Attached for your information and files 
is a copy of the RUC recommendations 
for 1992. Thanks for all your help -- I 
hope you will be able to attend a portion 
of the November meeting . 
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l'hys1cians deoicaleo to the health of America 

News Release 

FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated· into HCFA's RBRVS refinement efforts 
,... 

and reflect standard protocols among specialty societies. 

-more-

515 North St.at.c Street 
Chicago, Illinois liO!iiO 
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance and 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/DO health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 

-#-
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American Medical Association 
Physicians rlerlica\('0 to the health of America 

News Release 

FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 

and reflect standard protocols among specialty societi;s . 

-more-
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance ahd 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/DO health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 
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FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 
r-

and reflect standard protocols among specialty societies • 

-more-
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its fi~st year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance ahd 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/DO health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James s. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 

-#-
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FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations ~re generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 
... 

and reflect standard protocols among specialty societies • 

-more-
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures'. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success o{ its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance ahd 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/DO health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 

-#-
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American Medical Association 
Physicians dedicated to the health of America 

News Release 

FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT). 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 

and reflect standard protocols among specialty societies . 
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance ahd 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/DO health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 

-#-
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FOR IMMEDIATE RELEASE 

For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee_composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 
.... 

and reflect standard protocols among specialty societies • 
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance and 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/00 health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 

-#-
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For further information contact: Lisa Levin, 312/464-2410 

AMA/SPECIALTY SOCIETIES SUBMIT RBRVS RECOMMENDATIONS TO HCFA 

CHICAGO, July 8--The American Medical Association/specialty society RBRVS 

Update Committee (RUC) submitted its first annual recommendations to the 

Health Care Financing Administration (HCFA) today. The RUC presented 

recommendations for new physician relative work values to update the 

Resource-Based Relative Value Scale (RBRVS) method of Medicare payment. The 

recommendations apply to new or revised codes to be included in the 1993 

edition of Physicians' Current Procedural Terminology (CPT) . 

"These recommendations represent the commitment of the medical community to 

work with HCFA in its continuing efforts to improve the Medicare payment 

system," said RUC Chairman Grant V. Rodkey, M.D. 

The 26-member RUC consists of representatives from 22 major specialty 

societies, the AMA, the American Osteopathic Association and the CPT 

Editorial Panel. It is supported by an advisory committee composed of 

representatives from all 85 specialty societies in the AMA. Each member of 

this committee designates a specialty society RVS committee from which 

recommendations are generated. 

The RUC operates under formal methods and rules designed to produce relative 

work values consistent with the current Medicare RBRVS. According to 

Rodkey, these values can be integrated into HCFA's RBRVS refinement efforts 
.-

and reflect standard protocols among specialty societies . 
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The RUC made recommendations for a total of 253 codes. The recommendations 

only concern new codes and revised codes which require a reevaluation of a 

physician's work for a given procedures. No recommendations were made for 

code revision that did not alter physician work. 

According to Rodkey, the RUC subjects all recommendations .to exacting 

scrutiny. Methods and clinical comparisons undergo comprehensive review and 

members of the advisory committee must defend every aspect of their 

recommendation. 

The RUC recommendations are intended to assist HCFA as it prepares 

regulations for the 1993 Medicare Fee Schedule. 

Based on the success of its first year, the RUC is proceeding with plans to 

develop recommendations for 1994. It is also refining its process and 

methods, exploring ways to assist HCFA with ongoing RBRVS maintenance and 

implementing a Health Care Professionals Advisory Committee to include all 

relevant non-MD/DO health professionals who use CPT for reimbursement under 

Medicare. 

"The American Medical Association views this endeavor as a milestone in our 

relationship with both the federal government and the national medical 

specialty societies," said James S. Todd, M.D., AMA executive vice 

president. "We are fully committed to devote the resources necessary to 

make this process work." 
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APPENDIX 1 

AKA/Specialty Society RVS Update Process 
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APPENDIX L. 

RULES AND PROCEDURES 
FOR TITE AMERICAN MEDICAL ASSOCIATION/SPECIALTY SOCIETY 

RELATIVE VALUE UPDATE PROCESS ("RULES AND PROCEDURES") ("PROCESS") 

Process for Relative Value Development 

A. American Medical Association ( "AMA") staff will rece1.ve periodically 
throughout the year Physicians' Current Procedural Terminology, Fourth 
Edition, Copyright American Medical Association ("CPT") CPT coding revisions 
(including new or revised codes) from AMA staff responsible for CPT Editorial 
revisions as soon as possible after CPT Editorial Panel minutes are approved. 
In addition, AMA staff responsible for RVS updating will maintain close 
liaison with those AMA staff responsible for CPT in order to facilitate 
planning and logistics for the RUC. 

B. The RUC with the assistance of the AMA, will develop a mechanism for 
those individuals and entities proposing the' CPT coding changes to the CPT 
Editorial Panel, to submit to the RUG preliminary basic materials that may be 
necessary later for relative value development. 

For purposes of this Process, "relative values" shall mean a series 
of comparative weights derived from a variety of sources for the provision of 
services and procedures . 

C. The RUG with the assistance of the AMA will develop and approve the 
relative value update agenda (i.e., the listing of new or revised codes or 
other services for which relative values must be established, as well as the 
timetable for accomplishing 'this work and for RUG consideration of RVS 
recommendations.) All representatives of the RUG will receive written 
notification of the update agenda prior to any meeting. 

D. The RUC will utilize the Advisory Committee (AC) and Specialty 
Society Committees, as appropriate to develop relative value data for new or 
revised CPT codes. Each specialty society represented on the AC will be asked 
to designate a committee responsible for developing relative value 
recommendations using protocols developed by the Research Subcommittee and 
adopted by the RUC. Each Advisory Committee member will serve as the formal 
liaison between the respective Specialty Committee and the RUG. Where 
multiple societies exist for a particular specialty, these societies will be 
encouraged to designate a joint Specialty Committee. The RUG, AC and 

J 
Specialty Society Committees will utilize standard research protocols, 
methodology and underlying documentation developed by the Research 
Subcommittee as adopted by the RUG to develop the relative value data. In the 
event that the services represented by new codes are provided in meaningful 
numbers by more than one specialty as determined by the RUC i.t will be 
necessary to consider the recommendations of each of the relevant specialties . 
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E. The RUC will obtain comments from the relevant Health Care 
Professional Advisory Committee (HCPAC) and the Third Party Advisory Committee 
(TPAC) (when they are constituted and operational) on all proposed relative 
values. 

F. The RUG will consider the recommendation(s) of the AC, HCPAC, TPAC 
and Specialty Society Committee and will formulate annual recommendation(s) 
for Health Care Financing Administration (HCFA). 

1. RUC will evaluate whether Specialty Society recommendations were 
developed with proper RUC protocols and requirements. 

2. RUG will also ensure consideration of potential impacts on various 
specialties, subspecialties and practice types. 

3. RUC will also consider additional available scientific and economic 
information in its deliberations. 

4. The RUG will provide the opportunity for in-person presentations or 
at the discretion of the Chairman, submission of written comments by 
interested parties as follows: 

a. In-person presentations by members. of the Advisory Committee 
making a recommendation at an RUG meeting will be invited in all 
cases • 

b. In-person presentations by members of the Adviso·ry Committee who 
have expressed an interest in a recommendation being discussed 
at an RUC meeting will be allowed at the discretion of the 
Chairman. 

c. In-person presentations by other interested parties who have 
expressed an interest in a recommendation being discussed at an 
RUG meeting will be allowed at the discretion of the Chairman. 

d. Written comments by members of the Advisory Committee and other 
interested parties will be considered by the RUG and placed in 
its agenda materials if they are r~ceived timely. 

G. The RUG will take one of four actions on all issues of assignment of 
rel~tive values. All RUC actions on RVS recommendations will require a two 
thir:ds vote of those representatives present. 

1. Accept the Specialty Society Committee recommendation and forward it 
to HCFA. 

2. Accept a portion of the Specialty Society Committee recommendation, 
which may address multiple codes and refer the remaining portion back 
to the _Specialty Society Committee for further consideration . 
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3. Refer the entire recommendation back to the appropriate Specialty 
Society Committee. 

In the event of a referral back to the Specialty Society Committee, 
the Chairman will appoint an ad hoc facilitation committee to 
expedite the resolution of any referred items to enable timely 
reconsideration and approval by the RUG. 

Members of the Ad Hoc Facilitation Committee will be appointed by the 
Chairman based on the following criteria: 

a. members will'be representative of the appropriate spectrum of 
medical practice. 

b. members will not be direct parties to the dispute. 

c. members will be unbiased and objective 

4. Coordinate the integration of recommendations from multiple Specialty 
Society Committees as necessary. (See 17D of "Methodology.") 

H. All RUG actions as noted in 1-4 above shall include a detailed 
rationale. 

I. The RUG prior to making any recommendat.ions to HCFA will notify in 
writing all representatives of the appropriate Committees and Subcommittees of 
its proposed recommendation. 

J. In the event that the RUG has not accepted Specialty Society 
recommendation(s) in the time frame(s) necessary to notify HCFA (in order for 
HCFA to comply with the annual cycle to assign relative values to new CPT 
codes), the RUG, at its option may forward to HCFA: 

(1) all of the records concerning the outstanding recommendation(s) for HCFA's 
independent evaluation and assignment of relative values to new CPT codes, 
or 

(2) forward a portion of the records concerning the outstanding 
recommendation(s) for HCFA's independent evaluation and assignment of 
relative values to new CPT codes, or 

J 

(3) :the RUG may choose by a two thirds majority vote of those present to 
formulate and include with these materials its own assessment of the 
appropriate relative value, or 

(4) the RUG may choose by a two thirds vote of those present to formulate and 
include with these materials its own assessment of the appropriate range 
in which the appropriate relative value lies . 
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STRUCTURE AND FUNCTIONS 
OF TITE AMERICAN MEDICAL ASSOCIATION/ 

SPECIALTY SOCIETY RELATIVE VALUE 
UPDATE PROCESS ("STRUCTURE AND FUNCTIONS") ("PROCESS") 

I. PURPOSE 

The American Medical Association (AMA) has established lL Process in the 

course of its activities to develop relative values (RVS) for new or revised 

Physicians' Current Procedural Terminology, 4th Edition, Copyright American 

Medical Association ("CPT") CPT codes. This Process was established in the 

course of the AMA's normal activities and as a·basis for exerc:ising its First 

Amendment right to petition the Federal Government as part of its research and 

data collection activities, for monitoring·economic trends and in connection 

and related to the CPT development process. 

In addition, Health Care Financing Administration (HCFA) is mandated to 

make appropriate adjustments to the new Medicare Resource Based Relative Value 

Scale (RBRVS) in response to the Omnibus Budget Reconciliation Act of 1989 to 

account for changes in medical practice coding and new data and procedures. 

The purpose of this Process, in addition to satisfying the purposes noted in 

this first paragraph .of this section, will be to provide recommendations to 

HCFA for use in annual updates to the new Medicare RVS. 

II . OBJECTIVE 

A primary objective of this Process is that new relative work values 

will be available for use with new or revised CPT codes in the same year that 

CPT codes are introduced. 

Relative value recommendations will initially focus on the physician 

work component of the Medicare RVS. In the future the Process may be used to 

establish the overhead and professional liability components of the RVS . 
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In addition, as deemed appropriate by the RUG, this process may be used 

to develop information on the physician work component for potential proposals 

for new codes to assist specialty societies in developing complete documentat­

ion for requests for new or revised codes where work information will be 

pertinent. 

For purposes of this Process "relative values" shalf mean a series of 

comparative weights derived from a variety of sources for the provision of 

services and procedures. 

III. ORGANIZATION AND STRUCTURE 

The Process will utilize an RVS Update·Committee, three Advisory 

Committees and appropriate Subcommittees as further described below. The 

Process and all Committees and Subcommittees will be separate and distinct 

from the CPT Editorial Panel both in structure and process. The Process will 

coordinate with the CPT Editorial Panel as further described herein • 

A. RVS Update Committee 

(1) Purpose - The American Medical Association (AMA) will convene 

and chair the RVS Update Committee (RUG). The principal role 

and purpose of the RUG will be to provide final RVS update 

recommendations to HCFA. 

(2) Composition - The RUG shall be composed of physician 

representatives from the twenty-two main medical specialties as 

indicated on Appendix 1 as attached hereto and made a part 

hereof. The AMA and the American Osteopathic Association (ADA) 

shall also each have one representative to the RUC. The AMA and 

the ADA shall also each have one alternate representative to the 

RUC to participate and vote at the RUG only in the absence of 

the respective AMA and ADA representative. The Chairperson 

shall also have one seat and shall be appointed by the AMA. A 



• 

• 

• 

- 3 -

member of the CPT Editorial Panel as selected by the AMA shall 

also be a non-voting representatives to RUG. The RUG shall 

include two rotating seats whose membership shall rotate every 

two years. Each term will conclude with the provision of final 

recommendations to HCFA for the following year's CPT codes. One 

seat will be reserved for an internal medicine subspecialty. 

The other will be open to any other specialty society not a 

member of the RUG. The specialties and associated specialty 

societies to fill these seats will be determined by the RUG in 

accordance with its normal decision-making processes. 

(3) Designation of Specialty Society Representatives - Specialty 

society representatives shall be nominated by the respective 

Specialty Society. One alternate specialty society 

representative shall also be nominated by each of the Specialty 

Societies to participate and vote at the RUG only in the absence 

of the respective Specialty Society representative. Specialty 

Society representatives, to the extent practicable, shall not be 

members of the CPT Editorial Panel or CPT AdvisClry Committee or 

Advisory Committee as described herein. The AMA shall approve 

all Specialty Society nominations to the RUG. 

(4) Terms of Appointment: 

(a) Specialty Society and AOA Representatives nnd Alternate 

Representatives: shall hold terms of three (3) years, with a 

maximum tenure of six (6) years. 

(b) Chairperson: The Chairperson of the RUG shall hold an 

annual term of two (2) year, with a maximum tenure of four (4) 

years. 

(c) AMA: AMA representative and alternate representative shall 

hold terms of two (2) years, with a maximum tenure of four (4) 

years. 
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II. Reconsideration Process 

A. If a specialty requests reconsideration, the Chairman will appoint an 
Ad Hoc Facilitation Committee as in I.G.3. If time permits, the RUC 
will hold the relevant portion of the final recommendation of the RUC 
while the reconsideration process continues. 

B. The Ad Uoc Facilitation Committee shall meet in person or by 
telephone conference within two week of receipt of a written request 
for reconsideration. 

C. All requests for reconsideration of RUC decisions shall be in writing. 

D. The Ad Hoc Facilitation Committee shall invite requestors of 
reconsiderations to meet with the Ad Hoc Facilitation Committee in 
person or by telephone to discuss the rationale for RUC decisions or 
to provide written comments. 

E. The Ad Hoc Facilitation Committee will notify anyone who previously 
commented of proposed reconsideration and elicit further comments. 

F. The Ad Hoc Facilitation Committee shall vote to refer or not to refer_ 
a request for reconsideration to the RUG for reconsideration at least 
two weeks prior to the next meeting of the RUG and shall communicate 
to all relevant parties in a timely ma~er • 

G. In the event the RUG reconsiders an action by this reconsideration 
process, the RUC decision will be final. 

III. HCFA Communication and Implementation 

A. All communications to HGFA of RUG recommendations shall be made by 
the RUC Chairman in writing with copies to RUG representatives. 

B. It is envisioned that HCFA would review the RUC recommendations and 
would consider the recommendation during HCFA's process for 
promulgating relative values for Medicare services through official 
rule making procedure with notice and comment. 

IV. Confidentiality and Proprietary Rights 

A. All representatives to the RUG and participants in all committees 
within the Process acknowledge by their participation that any 
information and materials provided by the AMA or the RUC is 
confidential and/or proprietary information and shall be kept 
confidential by the representative and shall only be used by the 
representative and disseminated by the representative for internal 
use within their organization as provided for by the Process. Any 
other distribution of materials is strictly prohibited . 



• 

• 

• 

- 5 -

B. All representatives to the RUG and participants in all Committees 
within the Process acknowledge by their participation that all 
notices of copyright, confidentiality or other conditions on 
distributed materials shall not be removed from any ~aterials. 

C. Any materials including Current Procedural Terminology, Fourth 
Edition (CPT) must include the following copyright notice: 

PLCL:692 

Physician Current Procedural Terminology, Fourth Edition (CPT) 
only is copyright 1991 American Medical Association (or such 
other date as publication of CPT as defined in the federal 
copyright laws). 

AMA may also include temporary internal numbers instead of final CPT 
code numbers in distributed materials. 
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(d) Editorial Panel: The CPT Editorial Panel representative 

shall be a representative to the RUG for the same term as their 

tenure on the CPT Editorial Panel. 

(e) After the first two years of existence of the RUC, the RUG 

shall adopt procedures to stagger the terms of RUC 

representatives. 

(5) Voting: 

(a) Representatives from the AMA, the ADA, and each specialty 

society shall each be entitled to one vote. 

(b) The Chairperson shall only vote in the event of a tie vote. 

(c) The representatives from the CPT Editorial Panel shall not 

be entitled to vote . 

(6) Functions - RUG functions and responsibilities shall include, 

but not be limited to: 

(a) Developing and approving the agenda for development of 

relative values for new or revised codes; 

(b) Enhancing the methodology of the update process; 

(c) Considering RVS update recommendations presented by 

Advisory Committee members on behalf of Specialty Society 

Committees and from other sources approved by the RUG; 

(d) Chairing permanent and ad hoc committees 

(e) Developing a cooperative research agenda; and 

(f) Making formal recommendations to HCFA 

(g) Notifying the CPT Editorial Panel of its actions as well as 

provide a report for future coding considerations of RUG 

deliberations associated with particular physician services 

and information the RUG obtains that bears on descriptions 

of medical services . 
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(7) Duty 

(a) Specialty Society representatives shall execute independent 

judgment in their deliberations consistent with membership on 

the RUC. 

(8) Quorum - Fifteen (15) representatives to the RUC shall 

constitute a quorum for the conduct of any business. 

B. Advisory Committee 

(1) Purpose - As requested, the Advisory Committee (AC) members 

shall provide technical resources to the RUC on update issues 

pertinent to each specialty member and will serve as a liaison 

with the Specialty Societies. In particular, each Advisory 

Committee member will serve as the formal liaison between the 

RVS Committee (referred to as Specialty Committees) established 

by his/or her specialty society an~ the RUC. As described in 

the "Rules and Procedures" I.D. these Specialty Committees will 

be responsible for developing relative value estimates using 

protocols and materials supplied by the RUC and AMA staff. The 

Advisory Committee shall not be a voting body. Although 

meetings of its entire membership may be convened by the 

chairman of the RUC, it is expected that its duties will be 

carried out through communications between the RUC and the 

pertinent Advisory Committee members. 

(2) Composition - The AC shall be composed of a physician 

representative from each interested Specialty Society as 

represented in the AMA House of Delegates, plus other national 

medical specialty societies that the Chairman of the RUC 

designates to fill an identified need . 
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(3) Designation - Specialty Society representatives of the AC shall 

be designated by each respective Specialty Society. One 

alternate specialty society representative shall also be 

nominated by each of the Specialty Societies to,participate on 

the AC in the absence of the respective Specialty Society 

representative. Specialty Society representatives, to the 

extent practicable, shall not be the same individual as the 

Specialty Society representative(s) to the RUC or a member of 

the CPT Editorial Panel or CPT Advisory Committee. The AMA 

shall approve all Specialty Society nominations to the AC. 

) 

(4) Terms of Appointment - (a) Specialty Society representative and 

alternates shall hold terms of 'three (3) years, with a maximum 

tenure of six (6) years. 

(5) Functions - AC functions and responsibilities shall include but 

shall not be limited to: 

a) Advising the RUC concerning the agenda for development of 

relative values for new or revised codes; 

b) Identifying specialties affected by proposed relative value 

revisions; 

c) Assisting with the cooperative research agenda; 

d) Serving on subcommittees; 

e) Providing advice on the update process; and 

f) Serving as liaison with national medical specialty societ:es 

(6) Duty 

a) Specialty Society representatives shall exercise independ­

ent judgment in their deliberations consistent with 

participation on the AC . 
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C. Health Care Professional Advisory Committee 

(1) Purpose - The Health Care Professional Advisory Committee 

(IICPAC) members shall provide the RUG with view~ and 

perspectives of the relevant non-MD/DO health care providers. 

The HCPAC shall not conduct votes. Although meetings of its 

entire membership may be convened by the chairman of the RUC, it 

is expected that its duties will be carried out through 

communications between the RUC and the pertinent HCPAC members. 

(2) Composition - The HCPAC shall include representatives 

and be composed of representatives of each national society 

representing relevant health care professionals who are 

non-physician providers. The societies include 

.. 
(3) Designation - The relevant National Societies for health care 

professionals who are non-physician providers may ,each designate 

a representative to the HCPAC, subJect to the approval of the 

AMA. 

(4) Term: 

(a) Representatives to the HCPAC shall hold terms ·of three (3) 

years, with a maximum tenure of six (6) years. 

(5) Functions - HCPAC functions and responsibilities shall include 

but shall not be limited to: 

a) Commenting on proposed RVS changes; 

b) Advising the RUG concerning the agenda for development of 

relative values for new or revised codes; 

c) Identifying non-physician providers affected by any 

relative value revision; 

d) · Assisting with the cooperative research agenda; 
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Providing advice on the update process and; 

Serving as liaison with the relevant national societies 

representing non-physician providers 

D. Third Party Advisory Committee 

(1) Purpose - The Third Party Advisory Committee (TPAC) to advise 

the RUC Chairperson on the perspectives and relevant data from 

major third parties. The TPAC shall not be a voting body. 

Although meetings of its entire membership may be convened by 

the chairman of the RUG, it is expected that its duties will be 

carried out through communications between the RUG and the 

pertinent TPAC members. 

(2) Composition- The TPAC shall be composed of.at least four (4) 

physician representatives and shall include a representative 

from each of the following: Health Care Financing 

Administration (HCFA), Medicare Carrier Medical.Directors, the 

Blue Cross and Blue Shield Associations and the Health Insurance 

Association of America. 

(3) Designation: 

(a) TPAC representatives shall be designated by the respective 

third party organization. 

(4) Terms of Appointment - TPAC representatives shall hold terms of 

two (2) years, with a maximum tenure of four (4) years. 

(5) Functions - TPAC functions and responsibilities shall include 

but shall not be limited to: 

a) Advising on the agenda for development of relative values 

for new or revised codes upon request; 
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Assisting with the cooperative research agenda; 

Providing advice on the update process; and 

Serving as liaison with the relevant third parties 

E. Subcommittees 

(1) Purpose - The Chairman of the RUC, from time to time shall form 

permanent and Ad Hoc Subcommittees to coordinate specific 

updating tasks. 

(2) Composition - Each Subcommittee will have a permanent number of 

seats, will be chaired by an RUC member, and be comprised of 

members selected from the RUC, ·the AC and the HCPAC. Chairman 

and members of each Subcommittee to be selected by the RUC 

Chairman. 

(3) Functions - The functions of each subcommittee shall be 

designated by the RUC and may incl~de but shall not be limited 

to: 

a) Overseeing specialty development of data (Research 

Subcommittee (see "Rules and Procedure" I.D.)); 

b) Accumulating data specific to updating activities; 

c) Liaison with established AMA policy agendas; 

d) Provide guidance for key AMA units and staff 

F. Meetings 

The RUC shall meet three (3) times per year or such other times as 

agreed to by the Chairperson and the AMA. 

Other Committees and Subcommittees shall meet as agreed to by the 

Chairperson of the RUC . 
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All meetings shall be conducted according to Sturgis, Standard Code 

of Parliamentary Procedure. 

A vote by two-thirds of the representatives present at each Con~ittee 

or Subcommittee meeting shall constitute passage of each RVS 

recommendation in question or the adoption of or any amendment to these 

"Rules and Procedures" and/or "Structure and Functions;" and a simple 

·majority vote of the representativ'es present at each Committee or 

Subcommittee meeting shall constitute passage of all other issues, 

subject to any approval by the AMA if required in this document. (See 

III A. 2., III. A. 3., III B. 3., III C. 3., III F, VIII. A. B.). 

G. Officers 

Chairperson - The AMA designated chairperson will preside at all RUG 

meetings. The AMA representative will be Vice Chairman and preside in 

the Chairman's absence . 

Each other Committee or Subcommittee shall be chaired by a 

representative of the RUC as appointed by the Chairperson. 

The AMA staff secretary representative shall take minutes of all RUG 

meetings. 

A representative as designated by the chairperson of eac~ Committee 

and Subcommittee of the Committee and Subcommittee shall take minutes at 

each meeting. 

IV. ':FINANCIAL ASPECTS 

A. All expenses of participating in the RUC or any Committee and 

Subcommittee shall be born by each representatives organization . 
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B. The AMA will provide agenda material, central staff support and 

meeting space and meeting meals at the AMA's expense. 

LIAISON WITH THE AMERICAN MEDICAL ASSOCIATION (AMA) 

A. Formal communications shall he directed to the AMA through the 

Chairperson. 

B. Neither the RUG nor any other Committee or Subcommittee shall have 

the authority to direct the AMA to conduct work projects, products or 

research. 

C. Approval by the AMA as referred to in this document shall mean 

approval by the AMA representative to the RUG (or the alternate 

representative in the absence of the representative) or approval by 

the Executive Vice President of the AMA. 

FINANCIAL INTEREST OF REPRESENTATIVES 

A. No RUG or other Committee or Subcommittee representative will vote or 

participate in any deliberation on a specific issue in the event the 

representative has a financial interest in the outcome of the vote or 

deliberation other than the representative in the course of. their 

practice performing the procedure or service at issue. Every RUG or 

other Committee or Subcommittee representative shall disclose his or 

her potential interest prior to any vote or deliberation and shall 

not vote or participate in the deliberation. 

VII. 1 :CONTINUED REPRESENTATION 

A. A representative's continued participation on the RUG and/or any 

other Committee or Subcommittee is contingent upon the representative 

complying with the requirements of this Structure and Organization 

document and the Rules and Procedures adopted by the RUC . 
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~ .VIII. ADOPTION OF RULES AND PROCEDURE AND STRUCTURE AND FUNCTION OF THE 

• 

• 

AMA/SPECIALTY SOCIETY PROCESS TO DEVELOP RELATIVE VALUES FOR NEW OR 

REVISED CPT CODES 

A. This document entitled Structure and functions of the American 

Medical Association/Specialty Society Relative Value Update Process 

shall be official when adopted by a two-thirds majority vote of the 

representatives present at a meeting of the RUG subject to the 

approval by the AMA. Any modification to this document shall be 

official when adopted by a two ·thirds majority vote of the 

representatives present at a meeting of the RUG and subject to the 

approval by the American Medical Association. 

B. The RUG shall adopt Rules and Procedures for its Process to develop 

relative values for new or revised CPT codes. These Rules and 

Procedures shall be official when adopted by a two thirds vote of the 

representatives present at a meeting of the RUG subject to the 

approval of the American Medical Association. Any modification to 

the Rules and Procedures shall be official when adopted by a 

two-thirds majority vote of the representatives present at a meeting 

of the RUG subject to the approval of the American Medica: 

Association. 

PLGL:683 



• 

• 

.... Ill' -~a ll"?itor.ailllllllll&iiMinMt'I.IID .. az:mllilllil: n=xs·ssen- a · r- ·g ·~;a· e illlllla.. 

APPENDIX :3 

AMA/SPECIALTY SOCIETY RVS UPDATING PROCESS: SURVEY INSTRUMENT 

Instructions for Specialty Societies· 

Enclosed is the survey instrument that will form the basis of your development of recommen­
dations for the physician work relative values for new or revised CPT codes provided by 
your specialty. The services to be rated are those for which you indicated a desire to 
develop information on physician work. (You are not being asked to comment on the new or 
revised codes or their descriptors.) These services are identified in the Questionnaire. These 
services will be rated using reference services drawn from a larger set of potential reference 
services identified by your society or other societies in your specialty. In addition, one or 
more reference services identified by your society as being particularly relevant for the new 
or revised codes being rated may be included in the Questionnaire. Table 1 of the Question­
naire includes the reference services that you will use. 

PLEASE CONTACT SANDY SHERMAN (312-464-4723) OR MARK SEGAL (312-464-
4726) IM.l\1EDIATELY IF YOU HAVE QUESTIONS ABOUT ANY OF THESE 
SERVICES OR ANY OTHER ELEMENTS OF THESE MATERIALS. 

Outlined below are the steps. that you should follow in developing recommendations for the 
RVS Updating Committee (RUC). Please read all of these steps before proceeding. 
Please also refer to the March 5, 1992 and May 20 mailings from Grant V. Rodkey, MD,. 
Chairman of the RUC for additional information. 

Step 1; Form RVS Committee (Committee) for your society. 

Where multiple societies exist for your specialty, we urge you to designate a joint 
RVS Committee.· ln addition, if other specialties are developing recommendations 
for the same codes you are surveying, we encourage you, if possible, to coordinate 
with these other specialties in conducting your survey and in developing your 
recommendations. 

Step 2: Determine if your RVS Committee will provide sufficient expertise to rate the new 
or revised codes under consideration. 

If not, you wiJl want to augment this committee for the mail survey. You may also 
want to bring in additional members of your specialty for the RVS Committee 
meeting. Finally, you may choose to survey a large number of physicians (i.e., 
100) to develop estimates that will have greater statistical validity. 
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Step 3: Distribute the Questionnaire to the physicians that have agreed to complete it. 

You must contact these physicians prior to sending the questionnaire and ·determine 
that they have agreed to complete it. You will probably want to prepare additional 
explanatory material (e.g., a cover letter from your society). You may also want to 
develop an addendum to Table 2 of the Questionnaire that follows the indicated 
framework but is more specific about the detailed components of work for your 
specialty. You should also use this material to confirm the date, time, and place for 
the· meeting of your RVS Committee to consider these codes. You should complete 
the blank spaces on the Introduction to the Questionnaire indicating to whom 
responses should be sent, when they should be returned, and identifying a specialty 
society contact person. 

Step 4: Collect all responses to !he Questionnaire. 

·Step 5: Summarize responses for your RVS Committee and your report to the RUC. 

You should calculate the medians of the ratings of work provided by those physi­
cians who completed the Questionnaire. 

After arraying the individual scores from lowest to highest, the median is the 
rating below which 50% of the ratings fall (i.e., the 50th percemile). For an 
odd number of ratings, the median is the rating that is in che middle of the 
range of scores. For an even number of ratings·, the medimi is the rating that 
is halfway berween the two middle ratings. 

You should also wish prepare a frequency distribution of the rating, identifying the 
25th and 75th percentiles. 

Finally, you should evaluate whether certain factors may have influenced ratings. 
Such factors might include practice setting, typical patient for whom the code is used 
and particular assumptions used in making ratings (see rating form), and familiarity 
with the service being rated (see rating form). 

Step 6: Convene your RVS Committee to consider the results of the survey and finalize its 
recommendations. 

The meeting should be led by either a committee member or staff person who is 
comfortable leading groups and who is familiar with this process and its materials. 

The survey results, including median scores, should be considered starting 
points for the deliberations of the committee. The discussion for ~·ach rating 
should follow the approach of the Questionnaire. Members should place each new 
or revised code in the appropriate place in the list of reference services in Table 1 of" 
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the Questionnaire. The committee should agree from the outset on the scope and 
nature of the services identified with the new code. Your RVS Committee should 
focus on arriving at an estimate of physician work that applies to .the average patient 
seen by physicians using this service. .. · 

As with the mail responses, members should identify those reference services whose 
comparisons with existing codes were most important. In addition, the discussion 
should be explicit about why a particular new or revised code should be placed 
where it is. The clinical basis for these ratings should be identified, as well as the 
specific time and work relationships between the surveyed services and the reference 
services, including time and work involved before, during, and after the services or 
procedures. 

The committee should identify and discuss the sources of any disagreement within 
the committee (e.g., region of practice, nature of patient population, training site, 
etc.). Remaining substantive disagreements should be conveyed to the RUC. The 
committee should also identify and provide a rationale for situations where its work 
estimates diverge from those obtained during the survey phase. If possible, the 
committee should also identify and provide a rationale for situations where its work 
estimates differ from those of other specialties surveying the same code(s). 

• Step 7: Identifying Intercode Work Relationships 

• 

THIS STEP IS OPTIONAL AND SOLELY AT THE DISCRETION OF THE SPECIALTY 

Cross-Walks: As appropriate, the Specialty RVS Committee should use Attachment 
1 to establish a "cross-walk" between current CPT codes and the new or revised 
.codes. This cross-walk can be used in estimating volume for new or revised codes. 

"lntercode ·work Relationships": The Specialty RVS Committee may identify 
current CPT codes whose volume and/or physician work will be affected by each 
new or revised code. Codes whose average work is likely to have been altered by 
the coding change will have been included in the Questionnaire for rating. Where 
this was not done, the committee may identify such codes and rate them itself. 

The Specialty RVS Committee may further determine that the total amount of 
physician work associated with a particular set of new or revised codes should be 
equivalent to that for a particular set of current codes. Such a determination takes 

I 

into account both the frequency with which a service is provided as well as its work 
· value. Examples where such a determination might be made are: 

One code is split inro two codes, with no increase in the row/ amoum of 
physician work associmed with these services. For example, a single code 
fonnerly described a procedure perfonned "with or without" a second proce-
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dure and two codes have now been developed, one for "with" and one for 
"without" the second procedure. 

Two current codes are split into four codes, with no increase in the total 
amount of physician work associated with these services. For example, a 
single code has been split into four codes specifying the lesion size and body 
site. 

Where it believes that a coding change fits into one of these categories, the Specialty 
RVS Committee may recommend changes in the work values of the relevant current 
codes to reflect changes in work that might come from such changes. In general, 
any such considerations of intercede work relationships should come into play only 
after work estimates for all affected services have been developed. In addition to 
rating the relevant services, two additional methods may be used by the Specialty 
RVS Committee, at its discretion, to evaluate the extent to which the total work for 
the new values (i.e., the work RVUs for each service multiplied by the volume for 
each service) are equivalent to the total work for the old codes and to identify any 
adjustments ~hat the Specialty RVS Committee may wish to apply: 

First, cross-walks developed using from Attachment 1 can be used to adjust 
values of current codes using the work values and information on what 
proportion of the services associated with the old code will now be coded with 
the new code (e.g., if the new code is now used for higher than average 
services forrrierly coded with the old code). See Attachment 2 for example. 

Alternatively, the committee may use an "intercede work relationship" pro­
gram developed for Lotus 1-2-3 and furnished by the AMA to adjust the 
relative values for a number of related services affected by the code change. 
This program will also require cross-walk information and may need volume 
data, which will be furnished by the AMA. This program can also be used to 
verify that the results of the first approach are equivalent in total work to the 
old work associated with the code(s). Please contact Mark Segal at the 
AMA (sec p. 1) to obtain this program. When contacting Dr. Segal, 
please furnish a list of all potentially affected codes. 

Any judgments about whether a specialty recommendation· should consider these 
intercede work relationships will be up to the affected specialty societies. .Qnly if 
the society believes that the new work estimates should equal the old work would · 
they make any adjustments. Moreover, the type of adjustment would essentially be 
up to the specialty society. To use the example on page 6, it may be no more than 
surveying both "revised Code a" and "Code b." There is no intention to reduce 
appropriate relative work estimates solely to meet an external cor1strnint. If a 
specialty feels that a coding change should not be subject to such a constraint, it is 
free to make such recommendations to the RUC. In certain circumstances, of 
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course, the RUC may question your Advisory Committee member on this issue but 
there will be no presumption regarding the intercede work relationships of most 
specialty RVS recommendations. 

Step 8: The Specialty RVS Committee finalizes its recommendation. 

Prepare a brief report that includes ratings of new or revised codes, documentation 
of the process and reasoning used in making these ratings, results of the mail survey, 
and any other information the RUC should consider in evaluating your recommenda­
tion. 

Step 9: Your Advisory Committee member should transmit the recommendation (including 
the report prepared for Step 8) of your RVS Committee to the RUC by June 15. 

Step 10: After contacting you for any needed clarifications. these recommendations will be 
sent to the RUC and to interested specialties by June 18. 

Step 11: The RUC will meet to consider this recommendation on June 25-27. 

Your advisor should be prepared to make a brief presentation of your recom­
mendation and to ~nswer any questions by RUC· members. The agenda for the 
RUC meeting should be completed and distributed by June 15. Your advisor 
should plan to be available for more than one day of the RUC meeting in the 
event that your recomme1idations are discussed a second time during the 
meeting. Please contact Shelia Coleman at (312) 464-4514 as soon as possible if 
you will require Hotel reservations. The meeting will be held at the Sheraton 
Chicago Hotel and Towers, 301 East North Water Street, Chicago, IL 60611 (312) 
464-9140. . 
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Attachment 1: ESTIMATING VOLUME FOR NEW CPT CODES 

The chart below provides a framework for estimating cross-walks between 9ld and new codes 
(i.e., the proportion of the services reported with each existing code to be reported with the 
relevant new code. In this example, 50% of services previously reported with code "a" will 
now be reported with new code "A" and 50% with new code "B." Likewise, code "D" will 
include services reported with old codes "c", "d", and "e." Upon request, the AMA will 
supply frequency data from Medicare BMAD files. You should supply your best estimate 
of percentages with which the services reported with existing codes will be reported with 
new codes. The next page contains a master cross-walk form for your duplication and use . 

. . . :. 
~ 

. . •, 

.···1992'··. . •' ... .. '••''• 1993 ·CM' Codes: 
. '•. 

: 
. . ... . . .. .. ·. 

codes .. Perc em of Times Old Code .Replaced by New· Code . · 

new code new code new code new code new code Total 
A B c D E for 

New 
Code 

code a .50 .50 1.00 

code b .70 .30 1.00 

code c .. .60 .40 1.00 

coded .67 .33 1.00 

code e 
; 

.25 .75 1.00 
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Cross-walk Between Old and Nc''' Codes: Master Form 

• 
·:.·1992 : 
, :· .:'::·coele5·· .... ,·,, .·:: ;:', . ·:· ..... . 

. . .... :.,1993 CJ.Yf Codes·. . ' . .. 
· Percem ·of Times Old :code Replticed by New ,Code .. : 

.. . '• 
. ·:·.:·· .. 

new code new code new code new code new code Total 

\ . 

for 
New 
Code 

1.00 

1.00 

1.00 

1.00 

1.00 

1.00 

1.00 

1.00 
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Attachment 2 

The table below provides an example of a situation where a new code (code "b") is added to 
.-·nT and used to report some portion (i.e., 20%) of the services previous reported with code 
"a." Code "a" will continue to be used for 80% of the service for which it was previously 
used. In this approach, .the value for code "b" is established through the normal survey 
procedure. Rather than estimating the value of the revised code "a" as well, its "work 
neutral" value is assigned by use of an equation that solves for th~ average work value 
attached to· the remaining services reported with code "a." · · 

That is, if the work vaiue of the original code "a" was 100, and the work value of 
the new code "b" is estimated to be 110, the value of the services continuing to be 
reported with code "a" is 97.5. 

The advantage of using this approach is two-fold. First, it reduces the number of services 
that must be rated by magnitude estimation. Second, it does not alter the value established 
for the new code "b" due to arbitrary constraints. 

The disadvantage is that it does not allow physicians to actually rate new code "a" and 
substitutes algebra for physician judgment. 

Specialty RVS committees may want use both this method and the AMA-supplied intercode 
work relationship software in the final development of work estimates for closely related 
codes for which such constraints are felt to apply. 

I 
1992 Codes ·11993 Codes 

I I Code b I Total Code a 

Code a (Work= 1 00) ·.so .20 1.00 

Work 
=110 

Non-Work Equivalent .8x100=80 .2xl10=22 102 

Worl: Equivalent . 8x97 .s· =78 .2xl10=22 100 
(Assumes "Code a" value 
reduced as higher value 
services now use "Code 
b" - Original value of 
"Code a" i~ reference)_ 

"100 = .8x * .2(110), x= "Code a" value given "Code b" 
x=91.5 

=work neutral value of revised "Code a" 
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Neurology/American Academy of Neurology 

AMA/SPECIALTY SOCIETY RVS UPDATING PROCESS: 
SURVEY INSTRUMENT 

INTRODUCTION 

The purpose of this survey is for you to rate the relative amount of physician work associated 
with one or more new or revised CPT codes. These codes are listed in the next section. 

You have been selected to complete this survey by your specially society, which is participat­
ing in the AMA/Specialty Society RVS Updating Process. The results of this survey will be 
considered by a committee of your specialty society as it develops a recommendation on 
estimates of physician work for these services. This recommendation will be reviewed by 
the AMA/Specialty Society RVS Update Committee (RUC) which in turn will make a 
recommendation .to the Health Care Financing Administration (HCFA). HCFA will consider 
this recommendation as it updates the new Medicare Payment Schedule (also called the 
Medicare Fee Schedule) for 1993. 

You will use magnitude estimation. In this method, the work of selected services is used as 
a· series of reference points for you to evaluate the work of each new or revised code under 
review. These reference services are from the new Medicare Payment Schedule and are 
listed in Table 1. Physician work includes the time it takes to perform the service as well as 
the three dimensions of the intensity of that time -- technical skill and physical effort, mental 
effort and judgement, and stress assodated with your concern about iatrogenic risk. 

First, you will provide estimates of the physician work associated with new or revised CPT 
·codes used by your specialty. Next, you will identify the typical patient to whom you 
provide the services identified with each code as well as any special assumptions that you 
made in rating the service. Finally, you will provide information on the frequency with 
which you provide the service associated with each code. 

By --,----' please return your completed survey to: 

If you have any questions, ple.1se contact: 

Physician Name: 



• Work Ratings for New or Revised CPT Codes 

Estimating Total Work: We first ask you to estimate the total work for each service. Total 
work encompasses the actual period spent performing the service as well ·as related work 
before and after the service. Please refer to Table 2 for a detailed description of each of the 
components of total work. Although you are only being asked about total work, please 
consider all of the applicable individual components of total work. In addition, consider the 
specific global service period associated with each new/revised code and each applicable 
reference service. These global periods are from the Medicare Payment Schedule. For new 
codes, the best estimate of the global period likely to be assigned by HCF A is provided. 

Reference Services: To assist you in estimating work, we have selected a number of 
reference services provided by physicians in your specialty (Table 1). These include services 
that are clinically similar to those that we will ask you to rate as well as other commonly 
performed services in your specialty that cover a broad range of physician work. These 
latter services were chosen in cooperation with your specialty society. They are services 
from the Medicare Payment Schedule that can be u~ed as reference services for this project 
because they are sufficiently accurate and stable, at least within broad categories of services 
(e.g., major surgery). Inclusion in this list does not mean that your specialty society may 
not also be pursuing refinement of these values with HCFA. 

• Rating Services: If the service involves twice as much work as a particular reference 
service, assign it a value equal to twice the work of that service. If you think that the 
service involves half as much worl\ as the reference service, assign it a value equal to half 
the work of that service, and so on. · In estimating the physician work associated with a 
service, please consider the time it takes to perform the service as well as the three dimen­
sions of the intensity of that time -- technical skill and physical effort, mental effort and 
judgement, and stress associated with your concern about iatrogenic risk. 

• 

In all cases, please respond in terms of your average patient. In general (using the code in 
question) this should be the typical patient that you would see. At the same time, in 
formulating your estimates, please consider the extent to which your patients for which this 
code is used require either more or less work than your typical patient. Please ·do not allow 
your answers to be unduly influenced by unusual or atypical patients. 

Please rate the work for the services listed below using the reference services and their work 
values in Table 1 as a guide. We anticipate that the mos: important comparisons will be to 
clinically similar services where many of the components of the services (e.g., follow-up 
care) will be the same or similar. Do not change the work values for any of the reference 
services. In some instances where you are asked to rate more than one code, you may find it 
easiest to first establish an overall rank order for the services listed below as well as the 
relationship of the i•ork of each service to its adjacent services . 

-2-
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it is very important that you complete the column headed "Key Reference Services in 
Priority Order" by filling in the reference services that you found most useful in 
estimating relative work. If the physician work relative values assigned to these codes are 
adjusted for the 1993 Medicare Payment Schedule, we will adjust the list of reference 
services as appropriate. · 

Experience with New or Revised Codes: You may not have recent experience with any or 
all of the services to be rated. We do ask that you provide ratings for those services about 
which you have recent and direct professional knowledge and feel comfortable answering, 
whether or not you currently perform the service. For those services for which you do not 
provide an estimate, please enter the letters "NR." 

Given the total work values for the selected services for your specialty shown in Table 1, 
what number would you assign to the total work for each of the services listed below? 
Again, please consider the detailed definition of the components of total work on Table 2 as 
well as the global periods in Table I and for each sen,ice below. Please also indicate, in 
priority order, those ser-vices from Table I' that were importalll reference sen1ices for each 
service below (Use the number in column HI). 

Next, please provide a brief description of the typical patient that you would expect to treat 
using the code and/or the nature of the services thac you would expect to provide. Please 
also identify any special assump1ions- (e.g., associated procedures used) thac you made i_n 
rating the code. 

Finally, please indicate the number. of times that you provided the service in the past twelve 
months . 
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New or Revised CIT Codes 
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-A service paid on a global ba~is includes vi,iu and other services provided in addition to the basic procedure during a specified number of d•p bdore and after the procedure is provid~d. The g/cbtJl p~riod identified above 
r•fer-3 to the number of preprocedural and postprocedural days of care that are included in the payment for a global surgical p•ckage u determined by the Health Care FiDADcing Administration for Medicare'paymenl purpo~s. 
There are three categories of global services IC90, 010, 000). In addition, there are two types of alpha global code~ that may be used: . 
XXX"'Gl!'hal concept d.xs not apply to the ~·,.le; yyy,Giobal period is to be set by the Medicare carrier, zzz,Codeis part of another ser.·ice and falls within the global period for the other service. 

Refer tG Table 2 for the sernces included in each type of global package. 

A "separate procedure" is one that is commonly carried out as an integral part of a tot.al service and thus not generally identifi~d ~parately. In tho~ iosl!!nces, bow~ver, when such a procedure is p~rformed independently of, 

and is not immediately related to, other servic~s. it may. be listed u a "separate procedure. • 

Finai as,signmenrs of codes and code descripron •re subject to ch•nge by the CPT Editori3l Panel prior to publication of CPT /993. The info!Til-3tioo contained in this questionnaire is confidential and proprietarY aod should 

only be u~d pt•rsu=t to participation in the AMNSpecialty Society RVS Update Process. 

CPT fi,·e-<ligit code-3, !'Wo-<ligit numeric modifi~rs. and descriptioll.5 only are 0 1991 American Medical As3oeiatioo. No payment schedules, fee schedules. relative value uoiu, scales, conver3ion factors or cornponeo!.J thereof 
are in• l'J•'~d in CPT. The AMA is not recommending that any specific relative values, fees, payment schedules, or related listings be attached to CPT. Any rel•tive value scales or rel•ted li$lings assigned to the CPT cod<S ar• 

not those of the AM.A, and the AM.A is not recommending use of the~ relative vaJues. 
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Table 1 
NEUROLOGY 

Americnn Academy of Neurology 

Reference Services 

-~;b~:~~ur• ... · •II.········.····Cl~ .o=atr;~R .·· .··•• ..• 
.. .. ··.:., 

... •. ,, .. .. ... .. 
: ',•' .. .. :'·· 

'• 
. • 

99211 

2 95819-26 

3 99212 

4 95823 

5 ,95925 

6 99241 

7 93880 

8 99272 

9 95860 

Office or other outpatient visit for the evaluation and 
management of an established patient, that may not require 
the presence of a physician. Usually, the presenting 
problem(•) arc minimal. Typically, S minutes are epcnt 
performing or aupcrvising these services. 

clcctrocnccphalogram (ccg) including recording awake and 
asleep, with hyperventilation and/or photic stimulation; 
atandard or portable, same facility 

Office or other outpatient visit for the evaluation and 
man•gement of an established pntient, which rciJUirea at 
least two of these three key components: a problem focused 
history; a problem focused examination; straightforward 
medical decision making. Counseling and/or coordination of 
care with other providers or ag~ncics arc provided consiatcnt 
wiUt the nnturc of the prohlem(s) and the patknt's and/or 
family 'a needs. Usually, Ute presenting problem(•) ere self 
limited or minor. Physicians typically a pend I 0 minutes 
face-to-face wiUt the patient and/or family . 

electroencephalogram (ceg); physical or pharmacological 
activation only 

somatosensory testing (eg, cerebral evoked potcntiale), one 
or more nerves 

office eonsuiUltion for a new or established patient, which 
rcquircs theRe three key components: a problem focused 

history; a problem focused examination; and atraightforward 
medical decision making. Counseling and/or coordination of 
care with oUter providers or agencica arc provided consistent 
with the nature of the problcm(s) and the patient's and/or 
family'• nccd3. Usually, Ute presenting problem(s) arc self 
limited or minor. fhyeicisnstypically apcnd 15 minutes 
face-to-face wiUt the patient and/or family. 

duplex scan of extracrcnial arteries; complete bilateral Bludy 

·confirrnctory consultation for a new or established patient, 
which requires these Utrcc key components: an expanded 
problem focused history; an expanded problem focused • 
examination; and straightforward medical decision making. 
Counseling and/or coordination of care wiUt oUter provider• 
or agencies are provided consistent wiUt tlte nature of tlte 
prohlem(s) and the patient's and/or family'• needs. Uaually, 

the presenting prohlem(s) arc or low severity. 

electromyography; one extremity and related para spinal 
areas 
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(x loo) :·::: 1:.:: ....... : ... :: .. ··.· 

21 XXX 

39 XXX 

40 XXX 

45 XXX 

53 XXX 

59 XXX 

64 XXX 

91 XXX 

101 XXX 
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[~1-Proccdurcll.;._ CrT DESCRIPTOR 

.· ... 
•'. 

. . ... ·. 
,•,, :,· 

10 99203 

11 62270 

13 99273 

14 99243 

15 95861 

16 99204 

17 99244 

18 63047 

Office or other outpatient visit for the evaluation and 
management of a new patient, which require• these three 
key components: a deLoiled history; 
a detailed examination; and medical decision making of low 
complexity. Counseling and/or coordination of care with 
other providers or agencies arc provided consistent with the 
nature of the problem(a) and the patient'• and/or family'• 
needs. Uaually, the presenting problcm(a) arc of moderate 
severity. Physicians typically spend 30 minutea face-to-face 
with the patient and/or family. 

spinal puncture, lumbar, diagnostic 

Conf1rmatory consulLotion for a new or eaLoulished patient, 
which requires thc!IC three key components: a dcLoilcd 
hiatory; a detailed examination; and medical deciaion 
making of low complexity. Counseling and/or coordination 
of care with oll1cr providers or agencies arc provided 
consistent will1 ll1e nnturc of ll1e problem( a) and ll1c patient's 
and/or family's needs. Usually, ll1c presenting problcm(s) 
are of moderate severity. 

Oflice consultation for a new or established pntient, which 
requires ll1esc lluee key components: a detailed history; a 
dcLoiled examination; and medical decision making of low 
complexity. Counseling and/or coordination of care will1 
oll1cr providers or agencies arc provided consistent will1 ll•e 
nature of the problcm(s) and the patient'• and/or family's 
needs. Usually, the presenting problem(•) are of moderate 
acverity. Physicians typically spend 40 minutes face-to-face 
with the patient and/or family. 

electromyography; two extremitica and related paraspinnl 
areas 

Office or other outpatient visit for the evaluation nnd 
management of a new patient, which requires ll1csc ll1ree 
key components: a comprehensive hiatory; a comprehensive 
examination; and medical decision making of moderate 

complexity. Counseling and/or coordination of care will1 
other providers or agencies arc provided consistent with the 
nature of the problcm(s) and the patient's and/or family's 
needs. Usually, the presenting problem(s) arc of moderate to 
high severity. Physicians typically spend 45 minutes 
face-to-face with the patient and/or family. 

Office consultation for a new or csLobliahcd patient, which 
require• ll1cac three key components: a comprchcnftive 
history; a comprehensive examination; and medical decision 
making of moderate complexity. Counseling and/or 
coordination of care will1 other providers or agencies arc 
provided consistent with the nature of the problcm(s) and ll1c 
patient's and/or family'• needs. Usually, the presenting 
problcm(s) are of moderate to high severity. Physician& 

typically spend 60 minutes face-to-face with ll1e 
patient and/or fnmily. 

laminectomy, fnceteetomy nnd foraminotomy (unilateral or 
bilateral will• decompression of spinal cord, cauda equine 
ami/or nerve root(s), (eg, spinal or lateral rccesa stenosia), 
single vertebral segment; lumbar 
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114 XXX 

118 000 

128 XXX 

156 XXX 

163 XXX 

168 XXX 

229 XXX 

1,344 090 



"Note: These work RVUs are taken from the Medicare Payment Schedule published in the Fe<leral Register on November 25, 199 

•

y have been multiplied by 100 to assist the rating process. 

service paid on a global basis includes visits and other services provided in addition to the basic procedure during a specifie<l n 
of days before and after the proce<lure is provide<l. The global period identified above refers to the number of preproce<lural aml 
postprocedural days of care that are included in the payment for a global surgical package as determined by the Health Care Finan 
Administration for Me<licare payment purposes: There arc three categories of global services (090, 010, 000). In addition, there are two 
types of alpha global codes that may be used: XXX=Global concept does not apply to code; YYY .,;Global period to be set by th 
Medicare carrier; ZZZ=Code is part of another service and falls within global period for other service. Refer lo Tahle 2 for the 
services included in each type of global package. 

A "separate proce<lure" is one that is commonly carrie<l out as an integral part of a total service and thus not generally identified 
separately. In those instances, however, when such a procedure is performed independently of, and is not immediately relate<l to, other 
services, it may be listed as a "separate procedure.· 

Final aaaignmenla of codea and code deaeripton are aubjecllo change by the CPT Editorial Panel prior lo publication of CPT 1993. The information contained in l 
queationnairc ia confidential and pmrrietary and ahould only be uaed punuanl lo participation in !he AMA/Speciahy Society RVS Update Proceaa. CPT live-digit c 
two-digil·numeric modiliera, and descriptions only are., 1991 American Medical Association. No payment achedulea, fee achedulea, relative value unila, acalea, co 
factora or componentalhercof are included in CPT. The AMA ia not rccom.mending thai any apeeilic relative valuea, feea, payment achedulea, or related liatinga be altaehed 
lo CPT. Any relative value acalca or related listings aasigned to the CPT codes are not lhoae of !he AMA, and the AMA ia not recommending uoe of these relative valuea . 

• 
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Table 2 

Components of Physicians' Total Work" 

IN EVALUATING THE WORK OF A SERVICE, IT IS HELPFUL TO IDENTIFY AND THINK ABOUT EACH OF THE 

COMPONENTS OF A PARTICULAR SERVICE. FOCUS ONLY ON THE WORK THAT YOU PERFORM DURING EACH 

OF THE IDENTIFIED COMPONENTS. THE DESCRIPTIONS BELOW ARE GENERAL IN NATURE. SPECIFIC 

COMPONENTS WILL VARY BY SPECIALTY AND SPECIFIC SERVICE. (YOUR SPECIALTY MAY HAVE 

DEVELOPED A MORE SPECIFIC LISTING OF POTENTIAL SERVICES WITHIN EACH COMPONENT.) WITHIN 

THE BROAD OUTLINES PRESENTED, PLEASE THINK ABOUT THE SPECIFIC SERVICES THAT YOU PROVIDE. 

PHYSICIAN WORK INCLUDES THE TIME IT TAKES TO PERFORM THE SERVICE AS WELL AS THE THREE 

DIMENSIONS OF THE INTENSITY OF THAT TIME -- TECHNICAL SKILL AND PHYSICAL EFFORT, MENTAL 

EFFORT AND JUDG~iENT, AND STRESS ASSOCIATED WITH YOUR CONCERN ABOUT IATROGENIC RISK. 
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Hajor 
Surgery 

Work During the Service 
Is 

Work while you perform 
the service -- "skin-to­
skin" work -- including 
all intra-operative 
services that are 
normally included as a 
necessary part of the 
procedure. 

Before the Service, May 
Include 

services provided within 
24 hours of the operation: 

Hospital admission work­
~ 

Pre-operative evaluation, 
including procedural work­
up; communicating ._with 
other professionals, 
patient and family; and 
obtaining consent -­
frequently overlaps with 
admission work-up 
(excluding consultation or 
evaluation at which the 
decision to provide the 
procedure was made) . 

Other pre-operative work, 
including consultations 
scrubbing and waiting 
before surgery, preparing 
patient and needed 
equipment for surgery, and 
positioning the patient 
and other non "skin-to­
skin" work in the OR. 

-2-

After the Service, May 
Include 

Post-operative care on 
day of the procedure, 
including non "skin-to­
skin" work in the oR; 
including patient 
stabilization; 
communicating with the 
patient and other 
professionals (including 
written and telephone 
reports and orders), and 
patient visits -­
includes care for 
inpatients and 
outpatients. 

Patient stabilization in 
the recovery room or 
special unit. 

other follow-up care 
before the patient is 
discharged, if 
applicable. 

Post-operative visits 
within 90 days of the 
operation (See below for 
pre- and post-service 
work associated with 
visits) . 
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Minor 
Surgery and 
Endoscopies 

Work During the Service 
Is 

Work while you perform 
the service -- "skin-to­
skin" work -- including 
all services that are 
normally included as a 
necessary part of the 
procedure. 

Before the Service, May 
Include 

On day of procedure: 

Pre-procedural work, 
including procedural work­
up; communicating with 
other prof~ssionals, 
patient and family; 
obtaining consent; and 
preparing patient and 
equipment and scrubbing 
and waiting before 
procedure, and positioning 
patient and other non 
"skin-to-skin" work. 

Excludes: 

Consultation or evaluation 
at which decision to 
provide procedure was 
made, and 

Distinct evaluation and 
management services 
provided in addition to 
procedure (reported with 
modifier -25). 

-3-

After the Service, May 
Include 

Post-procedure visits on 
the day of the orocedure 
(0) or within 10 days of 
the procedure as listed 
in Table 1 (See also 
information below on pre­
and post-service work for 
visits) . 
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Work During the Service Before the Service, May After the Service, May 
Is Include Include 

Evaluation/ 
Management 
Services 

Office Work while you are with PreQaring to see :gatient. Arranging for further 
the Qatient andLor services. 
family. Reviewing records. 

Reviewing results of 
Communicating with other studies. 
:grofessionals. 

Communicating further 
with QatientE family£ and 

.. other QrofessionalsE 
including written and 
teleQhone regorts. 

Hospital Work while you are Work while not Qresent on Work while not Qresent on 
gresent on the :gatient's the Qatient's hos:gital the Qatient's hosQital 
hos:gital unit or floor, unit or floor, including: unit or floor, including: 
including: 

Communicating further with Communicating further 
Reviewing the patient's other professionals and with other professionals 
chart. the patient's family. and the patient's family. 

Seeing the. patient. Obtaining andjor reviewing Obtaining andjor 
the results of diagnostic reviewing the results of 

Writing notes. and other studies. diagnostic and other 
studies. 

Communicating with other Written and telephone 
prof~ssionals and the reports. Written and tefephone 
patient's family reports. 
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Work During the Service Before the Service, May After the Service, May 
Is Include Include 

Laboratory For these services, the service period is treated as a whole and includes the 
and Imaging work from the time you begin the service until you complete it and report your 
and other results, if applicable. Consider only the work that you do and not work done by 
non- technicians or other _professionals. Do not include distinct evaluation and 
Evaluation/ management services provided in addition to procedure in your estimate. 
Management. 
Services 
with XXX 
global 
period 

Emergency 
Medicine 

Invasive Work for the total service period may include: 

Reviewing records, obtaining and inteq;~reting test results or X-rays, and 
preparing to perform the service. 

Performing the service. 

Providing immediate postprocedural care before the patient is discharged or 
admitted to the hospital. 

Communicating with the patient, patient's family, or other professionals. 

Completing charts. 

-5-
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Work During the Service Before the Service, May After the Service, May 
Is Include Include 

Evaluation Work for the total service may include: 
/Management 

Obtaining and reviewing records and interp:r;eting test results or X-rays. 

Seeing the patient. 

communicating with the patient, patient's family, or other professionals. 

Corn}2leting charts. 

Nuclear 
Medicine 

Imaging The service period includes the. time spent working on the service from the time 
you begin the service until you report your results. Please consider only the 
work that you do and not work done by technicians and other professionals. In 
particular, please do not consider the work involved in scanning the patient if 
you do not perform this task. 

Evaluation See above definition for these services. 
/Hanagement 
Services 

Radiation Includes: clinical treatment planning, simulation-aid field testing, dosimetry 
Oncology and design of treatment d~vices, and clinical treatment management. For these 

services, the service period is treated as a whole and includes the work from the 
time you begin the service until you complete it and report your results, if 
applicable. Consider only the work that you do and not work done by technicians 
or other professionals. 

Diagnostic For these services, the service period is treated as a whole and includes the 
Imaging work from the time you begin the service until you complete it and report your 
Services results, if applicable. Consider only the work that you.do and not work done by 

technicians or other professionals. 
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AMERICAN 
SCX:IETYOF 
ANESTHESIOLOGISTS 

ATTACII?-1t:NT 1 

American Society of Anesthesiologists Report to Relative Value · Update 

1. 

Committee 

.Tune 19'92 

1. Anesthesia Services under the MFS 

2. Survey Process 

3. New CPT Code 
descriptor 
work value 
reference codes 

Anesthesia Services Under the Medicare Fee Schedule 

The American Society of Anesthesiologists has developed, published and maintained a 
· Relative Value Guide (RVG) since 1962. The ASA RVG assigns base units to the 

approximately 250 anesthesia codes. The base unit relative values arc combined with 
units reflecting the actual time the anesthesiologist spends with the patient; each of 
these components is defined, by both the ASA and Medicare, as follows: 

The base unit va1uc includes the value of all usual anesthesia se.rvices 
except the time actually spent in anesthesia care and the modifying 
factors.l The Basic Value includes usual pre-operative and post-operative 
visits, the administration of fluids and/or blood incident to the anesthesia 
care and interpretation of non-invasive monitoring (ECG, temperature, 
blood pressure, oximetry, capnography, and mass spectrometry). 

Anesthesia time begins when the anesthesiologist begins to prepare the 
patient for anesthesia care in the operating room or in an equivalent area, 
and ends when the anesthesiologist is no longer in personal attendance, 
that is, when the patient may be safely placed under post-operative 
supervision. 

The Medicare Program docs not recognize modifying units for age or physical status. 
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ly~1 American 

College of 
Obstetricians and 
Gynecologists 

June 17, 1992 

Mark Segal, MD, Director 
Health Care Financing and Organization 
American Medical Association 
515 North State Street 
Chicago, IL 60610 

Dear Dr. Segal: 

~11. . - (. 7'/.t 
~Cf4, . :)'! 

1: ·"' • . ,~:'\: 

~~~ 
l7o~y 

The American College of Obstetricians and Gynecologists (ACOG) is pleased to transmit 
to the Relative Value Update Committee its recommendations for relative work values for 
new and revised codes. Enclosed are detailed summaries of our survey results and the 
process used to develop our recommendations. · 

In addition, AGOG's RUC Committee concurs in the revised work estimate of 4.85 RVUs 
for CPT code 583XX, transcervical fallopian cannulization (any method), which was 
proposed by the American College of Radiology and the Society of Cardiovascular and 
lnterventional Radiology. 

Please call Shelah Leader (202) 863-2570 if you have any questions. Larry Griffin, MD, 
will present AGOG's recommendations of the June RUC meeting. 

sinr~tPJ~ 
t:i~: Graham, MD, FACOG 
Director, Program Services 

cc: W. Benson Harer, MD 
Larry Griffin, MD 
Shelah Leader,· PhD 

409 12th Street. SW. Washingu.m. DC 20024-2188 
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SUMMARY OF SURVEY R. 

CPT Code and Descriptor: 

11975- Insertion, implantable contraceptive capsules 

Survey Sample: 35 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

16 (46%) 
1.5 
1.03 
2.29 
.1 
6.64 

ATTACHMENT 2a (//127) 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

16 (46%) 
1.5 
1.03 
2.29 
.1 
6.64 

Key Reference Services Used (ranked by number of mentions) 

58300 (9)* 
58120 {4) 
99231 (1) 

insertion of IUD (1.06 RVUs) 
58301 (3) 24200 (2) 99213 (2) . 20670 (1) 
99232 (1) 

58720 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

Aged 15-44 (5) 
Already informed/consented {5) 
Contraceptive counsel (5) 
Exam (1) 

Assumptions About Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure (frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 1.50 RVUs 

55 
26 
149 
350 
5 

AGOG's RUC Committee believes this code entails more work than the reference 
service and that the surv'ey median is reasonable. 



SUMMARY OF SURVEY RESULTS ATTACHMENT 2b (#ltl2) 

• CPT Code and Descriptor: 

• 

• 

xxxxx- Laparoscopy, surgical; with removal of leiomyomata 

Survey Sample: 24 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

15 (63%) 
10 
6.5 
18 
4.5 
20 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

6 (25%) 
13.75 
8.01 
18.5 
6 
20 

Key Reference Services Used (ranked by number of mentions) 

58140 (8) 
58988 (5)* 
58980 (3) 
58986 (1) 

laparoscopy, surgical; with removal of adnexal structures (5.89 RVUs) 
58985 (2) 58150 (1) 58260 (1) . 58285 (1) 58720 (1) 

Assumptions About Typical patient (ranked by number of mentions) 

(Subcerosal) fibrosis (4) 
Preserve uterine function (1) 

Assumptions About Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure (frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 5.89 RVUs 

.5 
0 
7 
30 
0 

AGOG's RUG Committee believes the reference service is 58988 and that the work 
for the two codes is the same. They therefore recommend using the same RVUs 
for both codes . 
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SUMMARY OF SURVEY RESULTS ATTACH.~ENT 2c (If 191) 

CPT Code and Descriptor: 

566XX- Vulvectomy, radical partial; with unilateral inguinofemoral 
--lymphadenectomy 

Survey Sample: 29 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

15 (52%) 
16 
14 
25 
12.5 
35 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

11 (38%) 
16 
14 
27.38 
12.5 
35 

Key Reference Services Used {ranked by number of mentions) 

56635 (8)* vulvectomy, radical; without skin graft yvith inguinofemoral 
lymphadenectomy (14.37 RVUs) 

56630 {6)* vulvectomy, radical; without skin graft (12.07 RVUs) 
58150 {4) 
56640 (3) 

Assumptions About Typical Patient {ranked by number of mentions) 

Elderly (60+) patient wjassociated medical problems (8) 
early vulvarian cancer (5) 

Assumptions About Nature of Service (ranked by number of mentions) 

post-op visits (7) 

Respondent Experience with Procedure {frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 

3 
1 
6 
12 
0 

• 16.00 RVUs based on the survey median 
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SUMMARY OF SURVEY RESULTS 

CPT Code and Descriptor: 

566XX-. Vulvectomy, radical (tissue) complete 

Survey Sample: 29 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

14 (48%) 
14 
12 
18 
8.54 
22 

ATTACHMENT 2d (#192) 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

7 (24%) 
15 
14 
20 
12 
22 

Key Reference Services Used (ranked by number of mentions) 

56630 (8)* vulvectomy, radical; without skin graft (12.07 RVUs) 
56635 (4)* vulvectomy, radical; with inguinofemorallymphadenectomy {14.37 

RVUs) 
56625 (3) 58150 (3) 56620 (1) 58260 (1) 58270 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

Elderly (60+) patient wjmedical problems (8) 
Invasive cancer (3) 

Assumptions About Nature of Service (ranked by number of mentions) 

Post-op visits (6) 

Respondent Experience with Procedure (frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 

14.00 RVUs based on the survey median 

2 
0 
3 
5 
0 
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SUMMARY OF SURVEY RESULTS ATTACHMENT 2e (11193) 

CPT Code and Descriptor: 

566XX- Vulvectomy, radical, complete with unilateral inguinofemoral . 
lymphadenectomy 

Survey Sample: 29 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

r 

All Respondents 

15 (52%) 
18 
14.5 
27.38 
13.5 
38 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

8 (28%) 
16.12 
14.37 
17.75 
13.5 
32 

Key Reference Services Used (ranked by number of mentions) 

56635 (10)* vulvectomy,· radical; with inguinofemoral lymphadenectomy (14.37 
RVUs) 

56640 (5)* vulvectomy, radical, with inguinofemoral, iliac, and pelvic 
lymphadenectomy (18.48 RVUs) 

56630 (4) 58150 (4) 

Assumptions About Typical Patient (ranked by number of mentions) 

Elderly (60 +) patient w /medical problems (1 0) 
Invasive carcinoma (4) 

Assumptions About Nature of Service (ranked by number of mentions} 

Post-op visits (5) 
Long hospital stay (2) 

Respondent Experience with Procedure (frequency within past year) 

Median 2 
25th Percentile 0 
75th Percentile 4 
High 6 
~w 0 

RUC Recommendation: 

18 RVUs based on the survey median 
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SUMMARY OF SURVEY RESULTS ATTACHMENT 2f (#197) 

CPT Code and Descriptor: 

574XX- Removal of embedded or impacted vaginal foreign body (separate 
procedure) under anesthesia 

Survey Sample: 24 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

17 (71%) 
1.5 
1 
2.5 
.64 
7.5 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

3 (13%) 
.96 
.64 
1 
.64 
1 

Key Reference Services Used (ranked by number of mentions} 

57410 (10)* Pelvic exam under anesthesia (0.6 RVUs) 
57400 (8) 99213 (2) 57452 (1) 58120 (1) 99232 (1) 

Assumptions About Typical ~atient (ranked by number of mentions) 

Bleeding (2) 
Unnatural foreign body (2) 
Sedated virgin for vaginal exam or tampon (2) 
Victim of assault (1) 

Assumptions About Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure {frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 

0 
0 
1 
5 
0 

The AGOG recommends 0.96 RVUs, the median response of those surveyed. 
Unlike the key reference service, 57410, this service may include extensive 
counseling of a traumatized patient and a post-op visit. The added work is 
reasonably close to the median value. 



• 

• 

• 

SUMMARY OF SURVEY RESULTS ATTACHMENT 2g (#L00) 

CPT Code and Descriptor: <;:-

574XX- Colposcopy (vaginoscopy); with loop electrosurgical excisions of the 
cervix (LEEP) 

Survey Sample: 41 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents Those Who Had 
Offered Service 
More than Once 
During Past Year 

23 (56%) 
2.98 
1.94 
3.92 
1.34 
7.5 

19 (46%) 
2.98 
1.94 
3.92 
1.34 
7.5 

Key Reference Services Used (ranked by number of mentions) 

57510 (9) 57513 (9) 57511 (7) 57452 (10) 
57454 (5)* 
57520 (5)* 
99213 (2) 

Colposcopy with biopsies or biopsy of cervix (1.34 RVUs) 
Conization of cervix (3.60 RVUs) 
58120 (1) 99212 (1) 57152 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

Abnormal lesion of cervix (17) CIN (4) Any age (3) 

Assumptions About Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure (frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

20 
5 
40 
300 
0 

RUC Recommendation: 2.98 RVUs based on the survey median. 

AGOG's RUC Committee believes this new code falls between the reference ser­
vices 57454 (1.34 RVUs) and 57520 (3.60 RVUs). Since an average of those RVUs 
is 2.47 RVUs, the Committee agreed that the survey median is reasonable. 
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SUMMARY OF SURVEY RESULTS ATTACHNENT 2h (/1'1.08) 

CPT Code and Descriptor: 

582XX- Vaginal hysterectomy with removal of tube(s) andjor ovary(ies) 

Survey Sample: 36 

Distribution of Work Estimates 
All Respondents~ Those Who Had 

Offered Service 
More than Once 
During Past Year 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

25 (69%) 
14.5 
13.5 
16 
12.74 
38 

20 (56%) 
14.62 
13.5 
15.96 
12.74 
25 

Key Reference Services Used (ranked by number of mentions} 

58260 (12)* 

58150 (9) 
99231 (2) 

vaginal hysterectomy, with or without removal of tube(s), with or 
without removal of ovary(ies) (12.74 RVUs) 
58270 (7) 58267 (4) 58720 (4) 58120 (3) 58275 (2) 
99213 (1) 99232 (1) 

Assumptions About Typical Patient (ranked by number of mentions} 

Middle-aged (30-55) (1 0) 
Menorrhagia (3) 
Pelvic pain (3) 

Fibrosis (1) 

Assumptions About Nature of Service (ranked by number of mentions) 

Difficult to remove ovaries (3) 

Respondent Experience with Procedure (frequency within past year) 

Median 4.5 · 
25th Percentile 2 
75th Percentile 12 
High 30 
~w 0 

RUC Recommendation: 

14.5 RVUs based on the survey mediari 



SUMMARY OF SURVEY RESULTS ATTACHHENT 2i (11'1.05) 

• CPT Code and Descriptor: 

• 

• 

582XX- Vaginal hysterectomy with removal of tube(s) and/or ovary(ies) with 
repair of enterocele 

Survey Sample: 36 

Distribution of Work Estimates 
All Respondents Those Who Had 

Offered Service 
More than Once 
During Past Year 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

23 (64%) 
16 
14 
18 
12.74 
45 

18 (50%) 
15.5 
14 
18 
12.74 
45 

Key Reference Services Used (ranked by number of mentions} 

58270 (9)* 

58260 (8) 
58120 (2) 

vaginal hysterectomy, with or without removal of tube(s), with or 
without removal of ovary(ies) with repair of enterocele (13.28 RVUs) 
58150 (7) 58150 (7) 58267 (5) 58280 (4) 58720 (3) 
58275 (2) 99231 (1) 99232 (1) 99213 (1) 

Assumptions About Typical Patient (ranked by number of mentions} 

Middle-aged to old (14) Prolapse (4) Menorrahia (2) 

Assumptions About Nature of Service (ranked by number of mentions) 

Difficult ·procedure (3) 

Respondent Experience with Procedure (frequency within past year} 

Median 5 
25th Percentile 2 
75th Percentile 10 
High 40 
~w 0 

RUC Recommendation: 16 RVUs based on the survey median. 

The Committee arrived at this conclusion by accepting 12.7 4 RVUs for the basic 
vaginal hysterectomy and adding to that half of the work value for 57268, repair of 
enterocele, CPT 57268 (6.47 RVUs x 50% or 3.23 RVUs). The total of 15.97 RVUs 
was so close to the survey median that the Committee concurred. 
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SUMMARY OF SURVEY RESULTS 

ATTACHMENT 2j (ii"L09) 

CPT Code and Descriptor: 

589XX- Laparoscopy, surgical; with vaginal hysterectomy with or without 
removal of tube(s), with or without removal of ovary(ies) 
(laparoscopic-assisted vaginal hysterectomy) 

Survey Sample: 24 

Distribution of Work Estimates 

·-

All Respondents Those Who Had 
Offered Service 
More than Once 
During Past Year 

Response Number /Percent 
Median 
25th Percentile 
75th Percentil.e 
Low 
High 

17 (71%) 
18 
14 
19 
12.74 
25 

14 (58%) 
18 
14 
19 
12.74 
25 

Key Reference Services Used (ranked by number of mentions} 

58260 (9)* 
58988 (5)* 
58980 (3)* 
58985 (3)* 
58140 (2) 

vaginal hysterectomy (12.74 RVUs) 
laparoscopy with removal of adnexal structures (5.89 RVUs) 
laparoscopy, diagnostic (4.25 RVUs) 
laparoscopy, with lysis of adhesion (4.61 RVUs) 
58150 (2) . 58285 (2) 58200 (1) 58982 (1) 58986 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

(Lysis) adhesions (5) 
Endometriosis (3) 

Middle-aged (30-55) (4) 
Menorrhagia (2) 

Assumptions About Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure (frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 14.61 RVUs 

5 
3 
15 
56 
0 

The AGOG RUC Committee arrived at this recommendation by first using 12.74 
RVUs for a basic vaginal hysterectomy. Then, to account for .the laparoscopy 
work, the Committee averaged the work RVUs of the three reference laparoscopy 
codes (5 RVUs) reduced that work value by 25% since there is no additional post­
op work. The adjusted RVU of 3.75 was then reduced by half using Medicare's 
rule for multiple procedures (1.87 RVUs). The recommended 14.61 RVUs 
combines 12.74 RVUs and 1.87 RVUs. 
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SUMMARY OF SURVEY RESULTS ATTACHMENT 2k (11211) 

CPT Code and Descriptor: 

589XX- Hysteroscopy, surgical; with sampling, (biopsy) of endometrium 
andjor polypectomy with or without D&C 

Survey Sample: 24 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

16 (67%) 
3 
2.56 
3 
2.25 
5 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

14 (58%) 
3 
2.6 
3.6 
2.52 
5 

Key Reference Services Used {ranked by number of mentions) 

58990 (11)* 
58992 (5)* 

hysteroscopy, diagnostic (2.52 RVUs) · 
hysteroscopy, with lysis of intrauterine adhesions or resection of 
intrauterine septum (any method) {3.39 RVUs) 

58120 (4) 58994 (3) 58996 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

Abnormal uterine bleeding (8) 
40s (4) 
Not responding to chemical therapy (2) 

Assumptions Abou·t Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure (frequency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 3.0 RVUs 

10 
5 
17.5 
100 
'1 

3.0 RVUs. AGOG's RUG Committee believes the new code falls between the key 
reference.services and the survey median of 3.00 is reasonable. 
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SUMMARY OF SURVEY RESULTS ATTACHHt:NT Ll (11212) 

• CPT Code and Descriptor: 

• 

58992 - Hysteroscopy, surgical; with lysis of intrauterine adhesions (any 
method) 

Survey Sample: 24 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

13 (54%) 
4 
3.39 
4.5 
3 
7 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

5 (21%) 
4 
3.5 
4.5 
3 
6 

Key Reference Services Used (ranked by number of mentions} 

58992 (8) * hysteroscopy with lysis of intrauterine adhesions or resection of 
intrauterine septum (any method) (3.39 RVUs) 

58990 (6) 58994 (3) 58120 (2) 58996 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

Infertility (5) 
Recurrent pregnancy loss (3) 
Amenorrhea (2) 

Assumptions About Nature of Service (ranked by number of mentions) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 3.39 RVUs 

1 
0 
2 
30 
0 

The Committee believes the work for this code is the same as the work for the key 
• reference service and therefore supports the survey {25th percentile). 
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SUMMARY OF SURVEY RESULTS ATTACHMENT 2m (11213) 

CPT Code and Descriptor: 

589XX- Hysteroscopy, surgical; with division or resection of intrauterine 
septum (any method) 

Survey Sample: 24 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

13 (54%) 
4 
3.75 
4.5 
3 
7.5 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

3 (13%) 
4 
3.75 
7.5 
3.75 
7.5 

Key Reference Services Used (ranked by number of mentions) 

58992 (8)* hysteroscopy with lysis of intrauterine adhe'sions or resection of 
intrauterine septum (any method) (3.39 RVUs) 

58990 (4) 58994 (3) 58996 (2) 58120 (1) 58988 (1) 

Assumptions About Typical Patient (ranked by number of mentions) 

Recurrent pregnancy loss (6) 
Infertility (5) 

Assumptions About Nature of Service {ranked by number of mentions) 

More difficult than previous 58992 (2) 

Respondent Experience with Procedure {frequency within past year) 

Median o 
25th Percentile 0 
75th Percentile 1 
High 25 
~w 0 

RUC Recommendation: 4.00 RVUs 

The key reference service is less work than that of the new code since it does not 
include division of septum. The survey median thus is reasonable. 
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SUMMARY OF SURVEY RESULTS ATTACHMENT 2n (#215) 

CPT Code and Descriptor: 

589XX- Hysteroscopy, surgical; with removal of impacted foreign body 

Survey Sample: 24 

Distribution of Work Estimates 

Response Number /Percent 
Median 
25th Percentile 
75th Percentile 
Low 
High 

All Respondents 

13 (54%) 
3.25 
3 
3.5 
2.6 
7 

Those Who Had 
Offered Service 
More than Once 
During Past Year 

3 (13%) 
3 
3 
3.5 
3 
3.5 

Key Reference Services Used {ranked by number of mentions) 

58990 (9)* 
58992 (5)* 

hysteroscopy, diagnostic (2.52 RVUs) 
hysteroscopy with lysis of intrauterine adhesions or resection of 
intrauterine septum (any method) (3.39 RVUs) 

58994 (2) 58120 (1) 58996 (1) 

Assumptions About Typical Patient {ranked by number of mentions) 

"Lost" or impacted IUD (10) 

Assumptions About Nature of Service (ranked by number of mentions) 

Respondent Experience with Procedure (freq~ency within past year) 

Median 
25th Percentile 
75th Percentile 
High 
Low 

RUC Recommendation: 3.25 RVUs 

0 
0 
1 
5 
0 

• The Committee believes the new code falls between the two key reference services 
and therefore the survey median is reasonable. 
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PLASTIC .l\:-:o RECOI\!STRUCTI\'E 
SURGEONS 11'-:C 

ATTACHHENT 3 

ASPRS PROCESS FOR ESTIMATING WORK RVUs FOR NEW OR REVISED CPT CODES 

These recommendations are based on the results of a survey of BB 
ASPRS members identified from the following groups: 

ASPRS Board of Directors 
ASPRS Socioeconomic Commission 

AMA Liaison Committee 
CPT Committee 
Government Relations Committee 
Guidelines Committee 
Risk Management Committee 

. Socioeconomic Committee 
- Alternate Health Care Subco1m1ittee 
- Health Policy Analysis Subcommittee 

ASMS (Amer .. Soc .. Maxillofacial Surgeons) Socioeconomic Co111t1ittee 

The AMA' s standardized survey materials and a customized cover 
letter were sent to survey participants on June 10, with a :esponse 
requested by. June 16. On June 16, sixteen responses had been 
received (18 percent response rat~). 

ASPRS staff tabulated the responses and calculated medians and 
percentile rankings. Results from the codes that were reviewed are 
attached. Comments on influent 1a 1 factors that may have affected 
the ratings will be presented verbally. 

ASPRS' Health Policy Analysis Subcommittee reviewed the results of 
the survey to determine whether the estimate from the survey should 
be modified or retained. Objective explanations were requested for 
each modification. This subcommittee has been closely involved in 
developing the new Medicare Fee Schedule as it relates to plastic 
surgery., and is very fami 1 i ar with the process·. used for de vel oping 
relative work values . 
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Tracking Number: 

CPT Code: 

CPT Descriptor: 

Type of Revision: 

Key Reference 
Services: 

Median: 

25th Percentile: 

75th Percentile: 

Low: 

High: 

Recommended 
RVU (x100): 

PLASTIC SURGERY 

SURVEY RESULTS 

Page 29 

140 

304XX• 

Rhinoplasty for nasal deformity second­
ary to congenital cleft lip andfor palate, 
including columellar lengthening; tip only 

A new code added for cleft lip rhinoplasty 

14060, 19318, 42415 

1000 

900 

1300 

600 

2000 

1000 



•• 
Tracking Number: 

CPT Code: 

CPT Descriptor: 

Type of Revision: 

Key Reference 
Services: 

Median: 

25th Percentile: 

75th Percentile: • Low: 

High: 

Recommended 
RVU (X100): 

• 

PLASTIC SURGERY 

SURVEY RESULTS 

Page 31 

313 

213XX• 

Open treatment of nasal septal fracture, 
with or without stabilization 

New code for open treatment of nasal 
septal fracture 

19318, 14060, 21453, 21493 

500 

380 

750 

150 

1150 

600 
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Tracking Number: 

CPT Code: 

CPT Descriptor: 

Type of Revision: 

Key Reference 
Services: 

Median: 

25th Percentile: 

• 75th Percentile: 

Low: 

High: 

Recommended 
RVU (X100): 

• 

PLASTIC SURGERY 

SURVEY RESULTS 

Page 33 

320 

213XX• 

Open treatment of nasomaxillary com­
plex fracture (LeFort II type): with 
wiring and/or local fixation; with 
bone grafting (includes obtaining graft) 

New code for open treatment of nasomaxillary 
fracture with bone grafting 

15946 

2000 

1250 

2250 

1ooo· 

3000 

2000 
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Tracking Number: 

CPT Code: 

CPT Descriptor: 

Type of Revision: 

Key Reference 
Services: 

Median: 

• 25th Percentile: 

75th Percentile: 

Low: 

High: 

Recommended 
RVU (X100}: 

• 

PLASTIC SURGERY 

SURVEY RESULTS 

Page 38 

335 

214XX• 

Open treatment of craniofacial separa­
tion (LeFort III type); with wiring 
andjor leeal internal fixation; 
complicated, multiple surgical approaches, 
internal fixation, with bone grafting 
(includes obtaining graft) 

New code for open treatment of craniofacial 
separation 

15946 

2200 

1800 

2500 

1798 

3500 

2400 
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Tracking Number: 

CPT Code: 

CPT Descriptor: 

Type of Revision: 

Key Reference 
Services: 

Median: 

25th Percentile: 

• 75th Percentile: 

Low: 

High: 

Recommended 
RVU {x100): 

• 

PLASTIC SURGERY 

SURVEY RESULTS 

Page 39 

341 

21453 

Closed treatment of mandibular fracture 
with manipulation with interdental 
fixation 

Revised to describe closed treatment 
of mandibular fracture with interdental 
fixation 

131.521 15937 

637 

400 

940 

315 

1200 

635 

.. -" 
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-- Ex'cerpts from: AMERICAN ACADEHY OF OTOLARYNGOLOGY 
HEAD & NECK SURGERY 

Tracking Number: 322 
CPT Code: 213XX 
CPT Descriptor: Open treatment of depressed zygomatic arch fracture 
(eg, Gilles approach) 
Type of Revision: New code for open treatment of depressed 
zygomatic arch fracture. 
Global Period: 10 days 

What is involved in this procedure? Again, the patient has incurred 
maxillofacial trauma. A typical patient will be initially examined in 
the emergency room or perhaps in the surgeon's office. The patient 
will have a cosmetic deformity due to the loss of projection of the 
zygomatic arch along with trismus. Plain radiographs will 
cooroborate the diagnosis. 

The procedure may be performed in the physician's office, . 
outpatient surgery center or hospital setting under local or general 
anesthesia as an inpatient or ambulatory patient. The area is 
infiltrated with local anesthetic and the scalp prepared· for an 
incision. Through the incision, an instrument is used to elevate the 
depressed zygomatic fracture. In this approach. there is a danger of 
damage to the frontal branch of the facial nerve. If the fracture is not 
stable upon reduction, then external or internal fixation may be 
required. 

The individual may be released the same day of surgery or 
requires a single hospital day. The patient will be examined in the 
surgeon's office in one week for suture removal and exa1nination of. 
10 to 15 minutes duration. Another examination in 4 to 6 weeks 
precedes discharge. 

Key comparisons: 

Code 21325: Open treatment of nasal fracture; uncomplicated. Work 
RVU's = 371. 
Comment: Less work than proposed code. 

Code Ref 4. 21330: Open treatment of nasal fracture; complicated 
with internal and/or external fixation .. Work .RVU's = 531. 

Comment: Similar scope of treatment. Both areas are important 
cosmetically. No fixation is. involved ·in Gilles approach. Less finesse 
required in treatment of depressed zygomatic arch fracture . 
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Date: 

To: 

From: 

Re: 

Memorandum 

June 17, 1992 

Mark Segal, Ph.D. 

Stephen Kamenetzky,~MD 

American Academy of Ophthalmology 
Report to the RVS Update Committee 
on Recommended Work Values for: 
#0011 - Repositioning IOL 
#227 -- Lacrimal Punctum 
#327 - Orbit fracture ·w;graft 

The American Academy of Ophthalmology has developed the following 
recommended work values, based on the methodology for 
establishing physician work values for new CPT codes, as outlined 
by the AMA RVS Update Committee. 

Tracking 
Number 

0011 

227 

327 

CPT 
Code 

658xx 

687xx 

214XX 

Reference list. 

CPT 
Descriptor 

Repositioning of intraocular 
lens prosthesis, requiring an 
incision (separate procedure) 

Closure of lacrimal punctum; 
by plug, each punctum 

Open treatment of fracture of 
orbit, except "blowout"; with 
bone grafting (includes obtain­
ing graft) 

Recomm. 
Work RVU 

8.15 

1.38 

15.00 

The recommended work values were developed by comparing the new 
codes to procedures on the reference lists for ophthalmology and 
plastic surgery. Ophthalmology's reference list was expanded to 
include additional visit services, at the request of the RUC. 
Reference lists developed by other specialties were not provided; 
and, no cross-specialty references were identified. 

Methodology. 

A survey of the above three codes was.conducted, using materials 
provided by the AMA RUC staff. Ophthalmologists specializing in 
the anterior segment, ophthalmic plastic surgeons, and general 
ophthalmologists participated in the survey. Participants were 

655 Beach Street I P.O. Box 7424 I San Francisco I California 94120-7424 I (415) 561-8500 
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asked to provide: (1) an estimate of the physician work RVUs for 
each code; (2) the most appropriate reference procedures from 
either the ophthalmology or plastic surgery list; (3) a 
description of the typical patients and relevant comments; and 
(4) how many times they had performed the service. 

Responses were tallied, and the median, 25th percentile and 75th 
percentile were determined for each new code. Selected reference 
procedures, and comments on the typical patients and the scope of 
each procedure were summarized. Each of the respondants who 
provided work values had performed the procedure they rated. 

The Academy's Federal Economic Policy Committee serves as the 
standing RUC review committee. The committee held a conference 
call to review and validate the results of the survey. The 
Committee members agreed that the values developed through the 
survey represented a rational, and appropriate rank-order 
placement within ophthalmology's scale for the new ·codes, in 
comparison to existing ophthalmic services of a similar nature 
and value. 

Discussion of Specific Survey Results. 

#0011: Repositioning of Intraocular Lens Prosthesis, Reguiring 
an Incision (separate procedure) 

The typical patient has an intraocular lens implant which is not 
functioning properly, has become dislocated, andjor is 
jeopardizing the cornea, ·pupil function or ocular pressure. The 
surgeon performs a microscopic evaluation of the IOL's 
relationship to structures and functions of the eye, a local or 
general anesthetic is administered, and the surgeon re-enters a 
previously operated eye with possible scarring, inflammation, or 
increased intraocular pressure. There is uncertainty regarding 
whether the lens will become further dislocated during the 
procedure, and suturing may be necessary. The patients are 
followed during the 90-day post-operative period to re-evaluate 
the relation of the IOL to the internal structures and functions 
of the eye. 

The respondents work value ratings for this procedure were 
arrayed from highest to lowest, resulting in the following: 

Median: 
25th Percentile: 
75th Percentile: 

8.15 Work RVUs 
8.33 
s.oo 

The extremely close clustering of these responses indicate that 
the median is a good representation of the value of this service 
among ophthalmologists . 

2 
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The most commonly cited reference procedures selected by 
respondants were: 

CPT Code Work RVU CPT Descriptor 

65235 7.20 Removal of ocular foreign body; 
intraocular; from anterior chamber. 

66895 8.32 Insertion of IOL prosthesis (secon­
dary implant), not associated with 
concurrent cataract removal. 

The physician work for this new code, as reflected ·in the median 
value of 8.15 work RVUs, falls between these two reference 
procedures. The Federal Economic Policy Committee reviewed the 
median value and the selection of reference codes, and during a 
conference call, agreed that the reference services were 
appropriate, and that the median value appeared to fall within 
the appropriate rank-order of related ophthalmic services. 

A previ9us study, conducted on a different sample of 
ophthalmologists, produced a median work RVU of 7.80. This value 
is within 4% of the 8.15 median work RVU produced by the most 
recent survey, indicating that the methodology appears sound, and 
the recommended work RVU is valid . 

In conclusion, based on the survey and committee validation 
process, the Academy recommends that the RUC adopt a work value 
of 8.15 for tracking #0011. 

#227: Closure of Lacrimal Punctum; By Plug, each. 

The value of this procedure will be discussed in terms of the 
physician's work only; the cost of the implant is not included in 
the recommended value. In addition, the values relate to the 
work per individual punctum. If more than one implant is 
inserted concurrently, the subsequent value is reduced by coding 
with the appropriate multiple surgery modifier. 

The typical patient has severe dry eye syndrome due to decreased 
tear production, which cannot be adequately managed with topical 
agents, resulting in irritation and defects which could 
jeopardize the cornea. Following an evaluation of -the lacrimal 
system, and the effects of the topical agents, a decision to 
insert the plugs would be made. The procedure requires a 
nasolacrimal tray and special set-up. The patient receives a 
topical anesthetic, the punctum is dilated, and the implant is 
placed using microscopy. Post-operative follow-up includes the 
evaluation of function, and the possible readjustment, 
repositioning or removal of the implant. -

3 
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The respondants work value ratings for this procedure were 
arrayed from highest to lowest, resulting in the following: 

Median: 
25th Percentile: 
75th Percentile: 

1.38 Work RVUs 
2.00 
0.70 

Many respondants commented that the reference list did not 
provide services that they could easily match to the new code, 
which could explain the spread in values. Frequent selections 
included: 

CPT Code Work RVU CPT Descriptor 

17000 0.68 Destruction by any method, :including 
laser, with or without surgical 
curettement, all· benign facial 
lesions or premalignant lesions in 
any location. 

99203 1.14 Office or other outpatient visit 
for the evaluation and management 
of a new patient, which requires the 
following: a detailed history, a 
detailed examination; and medical 
decisionmaking of low complexity. 

The median work RVU is higher than these reference procedures. 
The Federal Economic Policy Committee agreed that the median 
value of 1.38 appeared to be appropriately ranked, 'when compared 
to similar ophthalmic procedures as follows, that were not 
available on the reference list for the respondants 
consideration. These were not added to the reference list and 
respondants were encouraged to stay with the provided references 
to prevent any bias of s~lection. 

CPT Code Work RVU CPT Descriptor 

68760 1.77 Closure of lacrimal punctum 
(eg, thermocauterization, :ligation, 
or laser photocoagulation) 

68800 1.16 Dilation of lacrimal punctum, with 
or without irrigation 

CPT 68800 represents dilation of the punctum, which is considered 
an integral part of the implant procedure. Therefore, the new 
code would entail at least 19 percent more work .. in the insertion 
of the implant following dilation, as reflected··in the difference 
between the work RVU for 68800 of 1.16 and the median of 1.38 for 
the new code. In contrast, CPT 68760 represents the surgical 
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closure of the punctum, a more involved and permanent procedure, 
usually performed on the same patient, if the condition worsens. 
The work RVU for 68760 of 1.77 is 22 percent greater than the 
median of 1.38 work RVUs for the new code. The committee agreed 
that the median value of 1.38 work RVUs, situated between the 
values for CPT 68760 and 68800 represents a rationai and 
appropriate rank-order value among ophthalmic services for the 
new code. 

In conclusion, based on the survey and committee validation 
process, the Academy recommends that the RUC adopt a work value 
of 1.38 for tracking #227. 

#327: Open treatment of fracture of orbit. except ''blowout"; 
with bone grafting (includes obtaining graft). 

The typical patient has a fracture of the orbit rim or wall, from 
severe trauma, such as an automobile accident, which may be 
associated with head trauma, multiple facial lacerations and 
multiple orbital and facial fractures, and possible damage to the 
globe. T~e surgery is performed under general anesthesia, and 
may be part of a team with neurosurgery, etc. The bone graft is 
harvested from one site, then a surgical entry to the orbit is 
performed, the bone is placed so as not to affect motility or 
vision of the eye, and may require internal fixation. The 
patient is usually high risk with associated neurosurgery, blood 
transfusions, and treatment for infection required. The 
pphthalmologist provides an extensive pre-operative work-up, and 
long term follow-up care~ 

The respondants work value ratings for this procedure were 
arrayed from highest to lowest, resulting in the following: 

Median: 
25th Percentile 
75th Percentile 

15.00 Work RVUs 
18.00 
11.80 

The median is within about 16 percent of the 25th and 75th 
percentiles. This variation is probably a result of the 
available reference procedures, and may also be a reflection of 
the variability of the trauma presentation. 

Survey respondants indicated that the work value was 
appropriately situated between the following reference 
procedures: 

5 
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CPT Code Work Value 

21433 11.68 

21267 18.62 

CPT Descriptor 
I 
I 

open treatment craniofacial 
separation, complicated 

Orbital repositioning; periorbital 
osteotomes, unilateral with bone 
grafts; extracranial approach 

The physician work involved in this new code, as reflected in the 
median value of 15.00 work RVUs, falls between these two 
reference procedures. The committee reviewed the m~dian value 
and the selection of reference codes, and during a conference 
call, agreed that the reference services were appropriate, and 
that the median value appeared to fall within the appropriate 
rank-order of related ophthalmic services. The committee was 
concern'ed that the value also fall within the appropriate rank­
order for the new series of plastic surgery codes of which the 
new code is a part. The results of the plastic surgeons survey 
were not available for review at the time of the conference call. 
However, staff indicated that the 15.00 work RVU appeared to fall 
within the range of values provided by plastic surgeons on their 
untallied survey forms. · 

The committee also noted that other orbit surgical procedures 
(which did ·not appear on the reference list), such as 67420, 
orbitotomy with bone flap; and 67445, orbitotomy with removal of 
bone for decompression, both have a physician work RVU of 14.08, 
about 7 percent lower than the median value of 15.00 for the new 
code, which includes the additional work and second surgical site 
to obtain the graft. 

In conclusion, based on the survey and committee validation 
process, the Academy recommends that the RUC adopt a work value 
of 15.00 for tracking #327. 

* * * 
~hank you for this opportunity to present the findings of the 
American Academy of Ophthalmology's survey to establish physician 
work RVUs that fall within the appropriate rank order of 
ophthalmic services, for the new CPT codes represented by 
tracking numbers 0011, 227, and 327. 

Please feel free to contact me at 314-367-0071 or Academy staff: 
Mr. David Noonan, at 415-561-8500, or Ms. Stephanie Mensh, at 
202-737-6662 . 

6 
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Date: 

To: 

From: 

Re: 

MEMORANDUM 

~1 a y 2 o , 19 9 2 

Mark Segal, Ph.D. 

Steven Kamenetzky, MD 

Physician Work Values for New 
Ophthalmic Codes 

The following outlines th~ process utiliz~d in nnd the 
·outcome of the A1nerican .Academy of Ophthalmology's 
efforts to assign physician work relative value units 
to new ophthalmic CPT codes expected to be added in 
l99J: 

(1) Ref, 0010: Severing Adhesions of anterior segment, 
lnser technique (separate procedure) 

. ' 

The Academy's standing Federal Economic Policy 
Committee served as our RVS Committee. The committee 
is composed of nine ophthalmologists and provides a 
broad spectrum of practice style~, geographic areas, 
and g~nGral and subspecialty disciplines. The full 
committ~e reviewed and recommended additions and 
deletions to the,initinl list of reference servicas 
developed by the AHA.. Two members reviewed the 
subsequ~mt list 1:1nd recommended n "short" list of 
those reference procedures for u~e in ~tudying the new 
codes, as .request~d by the AMA. 

Copies of the pertinent AHA instructions, r~ferenoe 
list, and survey form were distributed to 
approximat~ly 55 ophthalmologists attending a national 
confe=ence sponsored by the ACademy. These 
ophthalmologists represented rnost states and 
ophthalmic subspecialties. 

During the m(cH:~ting, prior to retur~ing the formr. ,. a brief 
di~cussion explnining the new codQC and the purpose of the 
survey was led by the Academy's Relative Value Update 
Committee representative and CPT Editorial Advisory Pnnel 
represemtati v·e. There were lG completed forms returned, 
equalling a response rate of 29 percent. 
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The values were arrayed to dgtermine the median, 75th 
percentile nnd 25th percentile for each of the c_odee, as 
follows: 

(1) Ref, 0010: Severing Adhesions or anterior ~egment, laser 
tochnique (separate proc~H.lure) 

He..cii.nn..:. 3 7 5 
75th P!arC. J97 
.2·2.th Perc, 3 5o 

T.Y.P.i.Q!ll octient L Ueu!llly a post-operative pati~mt with 
vitreous to cbt~rnct wound. After o period or time, the 
procedure bGcomes necessary if th~ condition doeB not 
resolve itself. It is a relatively infrequent condition. 

The Federal Economic Polic~ Committee, serving !l~ the 
~oademy's RVS CommittoQ, roviewed theY~ values, and after some 
discussion, made the following rGcommcndations: 

(1) Ref. 0010: Severing Adhesions of nnterio~ segment, lnser 
technique (seporat~ procedure) 

The median value of 375 nppenred a little higl~. Th~ new 
procedure is considGred to be slightly 1esl9 than a 
similar pro~e~ure, CPT 67031, baGed on the definition or 
physician work. since 67031 is vnlued ot 361, the 
FEP/RVS Committee recommended valuing the new procGdurc 
at 355 physicinn work units. 

The Conuni tt~e was unable to cro~swulk thGt:1G .codes to previous 
codes. Both procGdures are relatively infrequently porforrned, 
ond were probably billed under an "unspecified 11 ·service code 
or inconsistently undor other codes. The new codes were 
requested becnuse there was not an existing code that provided 
an adequate description . 
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ATTACHNENT 6 

RUC Action on Orthopedic Trauma Revisions 

The RUC accepted the results of the orthopedic trauma relative value study. The results 
appear reasonable and within the range of acceptability. 

This action is qualified, however, by the following observations: 

( 1) The methods used are different and thus may not be directly comparable to other 
RUC recommendations being transmitted. 

(2) Timing did not allow a complete evaluation by the RUC of the methods. 

(3) As with other methods, results of the study may be influenced by key factors 
including the selection of baseline services, but analysis of this potential was not 
possible at this time, given the study design. 

( 4) There needs to be prompt study of this method when applied for other physician 
services, particularly non-surgical services. 

The RUC is continuing to review this proposal and will provide additional comments as 
warranted . 
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American Academy of Orthopaedic Surgeons 
222 South Prospect Avenue. Park Ridge, lllinois 60068-1058 

Phone 708/823-7186 • 800/346-AAOS • Fax 708/823-8125 

June 15, 1992 

Mark J. Segal, Ph.D. 
Director 

nEC'D J UN 1 7 1992 

Department of Health Care Financing and Organization 
American Medical Association 
515 North State Street 
Chicago, Illinois 60610 

Dear Dr. Segal: 

The American Academy of Orthopaedic Surgeons (AAOS) is pleased to present 
relative work value recommendations for 65 new and revised orthopaedic 
trauma codes, and a new Qode for elbow capsulotomy/capsulectomy. 

I. INTRODUCTION 
In reviewing the current Medicare fee schedule, the AAOS found numerous 
inconsistencies between the relative work values assigned to orthopaedic 
procedures and clinical reality. As a result, the AAOS has been working with 
Abt Associates to re-study completely the work involved in the . approximately 
1600 procedures performed by orthopaedic surgeons. This re-study (hereafter 
referred to as the Abt Re-study) has involved numerous. consensus panels of· 
orthopaedic surgeons representing the major sub-specialties of orthopaedics 
(trauma, adult reconstructive, spine, upper extremity, foot, pediatric 
orthopaedics and sports medicine). There also have been several cross-sub­
specialty review panels. Each of these consensus panels has included general 
orthopaedists as well as sub-specialists. In addition, a phone survey of over 
100 orthopaedists was conducted, the data from which form the basis for 
aligning the different sub-specialties' relative work values to each other. 
Magnitude estimation techniques were used to measure all pre- and post-
operative work, as well as intra-operative (skin-to-skin) work directly. The 
resulting scale provides relative work values that are, in some cases, quite 
different from those in the current Medicare fee schedule. As a consequence, it 
has been difficult to establish relative work values for the new and revised 
orthopaedic codes that are both internally logical, from a clinical standpoint, 
and consistent with the current fee schedule. 
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II. THE NEW AND REVISED ORTHOPAEDIC CODES . 
The orthopaedic trauma sections of the CPT code will be sub·stantially modified 
in 1993. Definitions for nearly all of the approximately 350 orthopaedic trauma 
codes have been modified, at least slightly. About 80 codes have been deleted, 
while 49 new codes have been added. In addition, a new code for elbow 
capsulotomy/capsulectomy has been established. 

The AAOS Work Valuation Panel involved in the Relative Value· Scale (RVS) 
Update Process determined that, in addition to the new codes, relative work 
values needed to be assigned to 16 of the revised trauma codes because their 
descriptors had changed enough to warrant re-valuation. In establishing 
relative work values for the 66 new and revised codes, the AAOS followed the 
AMA's suggested protocol as described below. In addition, however, the new 
relative work values were derived to be as consistent as possible with the 
valuation of the universe of trauma codes that is being undertaken as part of the 
Abt Re-study of all of orthopaedics. 

Ill. WORK VALUATION PROCESS 
The process of assigning relative work values to the 66 new and revised codes 
was thorough and deliberative .. involving the efforts of two separate panels of 
orthopaedists. Efforts were made to derive work values that reflected a 
consensus of opinion across all orthopaedic sub-specialties. As a result, the 
values assigned to the new and revised codes accurately reflect the work 
involved in each of them, and serve the AAOS' broader goal of achieving an 
equitable assessment of the work involved in all of orthopaedics. 

The AAOS selected a representative group of actively practicing 
orthopaedic surgeons to serve on the Work Valuation Panel. The 
physicians who participated are as follows: 

Alan Morris 

Stephen Albanese 
Bruce Browner 
M. Bradford Henley 
Michael Major 
Andrew Palmer 
Mel Post 
Duret Smith 
Peter Trafton 
Dwight Webster 

Sports Medicine 
(RVS Update Adv. Comm.) 
Pediatric Orthopaedics 
Orthopaedic Trauma 
Orthopaedic Trauma 
Spine & General Orthopaedics 
Hand (Abt Re-study Dir.) 
Shoulder 
Hand 
Orthopaedic Trauma 
General Orthopaedics 

St. Louis, MO 
Syracuse, NY 
Houston, TX 
Seattle, WA 
Milwaukee, WI 
Syracuse, NY 
Chicago, IL 
Cleveland, OH 
Providence, Rl 
Syracuse, NY 
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A. Step One 
The AAOS, working with Abt Associates, prepared a survey instrument based on 
the AM A's model (see Appendix 1 for instrument). This survey instrument was 
mailed to the Work Valuation Panel before its meeting. The survey instrument 
included 15 of the new and revised trauma codes and the new elbow 
capsulotomy/capsulectomy code. The 15 new and revised trauma codes were 
selected because they broadly represent the types of coding changes made in the 
entire universe of trauma codes. 

A set of 7 reference services was selected to assist in evaluating these 15 new 
and revised trauma codes, and a set of 3 reference services was chosen to 
assist in evaluating the elbow capsulotomy/capsulectomy code. The reference 
services were selected based upon the following criteria: 1) reference services 
were selected that seemed to be relatively comparable to the universe of new 
and revised codes, 2) reference services were selected with relative work 
values that seemed internally consistent, in Medicare fee schedule terms, 
relative to each other based on preliminary findings of the Abt Re-study of all 
of orthopaedic surgery, and 3) reference services were chosen to reflect varying 
levels of work required. · 

At the Work Valuation Panel meeting, medians of the total work estimates 
collected from the survey instrument were provided to the ·panelists to initiate 
discussion. To facilitate comparison, these medians were rescaled to reflect a 
common orthopaedic trauma procedure, repair of an intertrochanteric hip 
fracture (CPT 27244). 

B. Step Two 
To assess the clinical face validity of the medians derived from the pre­
meeting survey, the panel initiated a discussion of each of the 16 surveyed 
codes in terms of the work required in the different pre-, intra and post­
operative time periods. This approach involved an assessment of the work 
involved in 7 distinct time periods: pre-operative, pre-incision, skin-to_-skin, 
post-incision, immediate post-operative, same day/later post-operative, and 
post-discharge/office. (See Appendix 2 for period definitions.) Prior to 
assessing the work involved in each period, the panel discussed the definition of 
work to ensure consistent interpretation of what is and is not included in the 
period. Total work for each procedure was calculated as the sum of work in the 
seven component periods. 
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This methodology, which is consistent with the RVS update methodology, was 
used because it has been Abt Associates' experience that surgeons often have 
difficulty estimating the relative work values of procedures if they are only 
asked about total work; surgeons tend to focus primarily on skin-to-skin work 
and neglect pre and post-operative activities (e.g., the pre-incision and post­
incision periods in the operating room) for which the relation to skin-to-skin 
work varies across procedures. Therefore, relative work values are often overly 
influenced by skin-to-skin activities unless explicit consider,ation is given to 
pre- and post-operative activities. In addition, this methodology is consistent 
with the approach that Abt Associates has used in developing work values for 
all of orthopaedic surgery. 

C. Step Three 
After using a consensus process to derive total work values :tor the 16 survey 
codes based on the separate assessment of each of the different work periods, 
the Work Valuation Panel compared its findings to the medians derived from the 
pre-meeting survey. For purposes of this comparison, the work values from the 
pre-meeting survey and the work values from the separate assessment of work 
periods were placed on a common scale relative to an intertrocranteric hip 
fracture, CPT 27244; with the hip fracture set equal to 1. There was unanimous 
agreement that the values developed at the meeting better reflected the 
relative work for each of the 15 trauma procedures (plus the elbow procedure) 
than the medians derived from the pre-meeting survey. The panel, through 
further consensus-building discussion, then extrapolated total work values for 
the remaining new and revised trauma codes from the work values for these 15 
trauma codes. 

The Work Valuation Panel also spent considerable time reviewing the universe 
of trauma codes for consistency in light of the new and revised codes' relative 
work values. The panel re-examined this universe of codes, including the new 
and revised codes, both in CPT order and in descending work value order. The 
result provided clinically consistent rankings of the new and revised codes in 
the context of the broader Abt Re-study of all of orthopaedics. 

D. Step Four 
Because the RVS Update Process is parallel to and running concurrently with the 
Abt Re-study of all of orthopaedics, the re-study's Technical Consulting Panel-­
approximately 30 orthopaedic surgeons from all sub-speCialties--reviewed the 
relative work values for the new and revised codes as part of its overall review 
of work values for all of orthopaedics. 
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IV. UNRESOLVED ISSUES RELATING TO PROCESS 
While the Work Valuation Panel participated in and met the .. guidelines of the 
RVS Update Process, it was the panel's belief that the success of that process 
was inherently limited by incongruities in the relative work values contained in 
the existing Medicare fee schedule. The RVS Update Process. relies on the · 
assumption that the current fee schedule properly aligns the: universe of 
existing codes according to their relative work. Since the AAOS strongly 
believes that the Medicare fee schedule's relative valuation ;of orthopaedic 
procedures is flawed, the selection of one or more reference services for 
assigning work values to new and revised codes results in th,ose codes being 
misaligned relative to other codes in the fee schedule. This problem is 
particularly acute when new and revised codes, such as the: orthopaedic trauma 
codes, span a broad range of services. 

The work valuation process described above achieved clinically appropdate 
relative rankings of all 65 new and revised orthopaedic trauma codes. The 
resulting work values for these codes have clinical face validity in relation to 
each other and in relation to the work values for currently :existing trauma 
codes, as derived from the Abt Re-study. However, when the work values for 
the 65 new and revised trau!T)a codes are compared to the current fee schedule's 
work values for the existing trauma codes, these work values are inconsistent 
with each other due to the fee schedule's incongruities. In particular, 
discrepancies sometimes arise between codes describing very similar 
treatments. Work values that were derived relative to one' reference service 
procedure and have a good relationship with that procedure' may look improperly 
valued when compared to other services, whether or not they were related to 
the reference service. Appendix 3 includes examples of iracongruities that 
result depending upon the choice of reference services. : 

'! 

As an alternative, the Work Valuation Panel took the following additional step. 
Each new and revised code was assigned to a reference service based on the new 
and revised code's clinical similarity to the reference service. In some cases, 
entire "families" of clinically similar codes are assigned the same reference 
service. The recommendations presented below rank each new and revised code 
relative to its designated reference service using the results of the valuation 
process described above, which provided relative work values for the universe 
of orthopaedic trauma codes. These rankings provide ratios that define the 
position of each new and revised code relative to its refer,ence service. While 
these ratios can be translated into current fee schedule units, the AAOS 
believes that it is more appropriate to focus on the ratios themselves, rather 
than the absolute Medicare work value numbers. 
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Since considerable effort is currently being ~expended by HCFf. and others to 
revise and refine the existing Medicare scale of work, the values currently 
assigned to the selected reference services may change. In cases where this 
occurs, it will be important to make similar changes to related new and revised 
codes. Therefore, the relative relation (ratio) of a new and revised code to its 
reference service is more important than the absolute work value numbers 
assigned within the confines of the current fee schedule. 

IV. SIMULATIONS OF VALUES 

A. New and Revised Trauma Codes 
Table 1 presents the AAOS' recommendations for the 65 new and revised 
orthopaedic trauma codes as well as the new elbow capsulotomy/capsulectomy 
code. AMA tracking code numbers are shown as well as the likely CPT code to be 
assigned to the procedures. Descriptions of each code also are included. The 
words "New" and "RV" next to the CPT code indicate whether the code is being 
valued because it is new to CPT or whether its description was revised in a way 
that will alter its work. Reference services and their current Medicare fee 
schedule values (times 1 00) .are shown; justification for their selection will be 
provided at the June RUC meeting. The column entitled "Ratio to Ref Code" 
presents the AAOS' recommendation regarding how each new and revised code 
should be valued relative to its designated reference service. The "Implied 
Work" column provides the work value (times 1 00) that is derived by applying 
this ratio to the reference service's work value as assigned. under the current 
fee schedule. 

In some cases, two reference services produced very similar ratios and work 
values. In these cases, the table shows the CPT code for both reference 
services and their respective Medicare work values. The resulting "Implied 
Work" value is an average of the results using both reference services. An 
asterisk next to certain reference services indicates that th·e code is being 
valued relative to a revised code's original fee schedule work value because the · 
original code has been split into two (one new and one revised) codes. The next 
two paragraphs describe how this was accomplished. 

In several cases, one code in the 1992 CPT has been divided into two codes that 
distinguish between two methods for treating the same condition. These codes 
are indicated on the table with boxes around them (e.g. 24515 and 24516 on page 
1 ). In these cases, recommendations are calculated in such a way as to ensure 
that the same total work is assigned to the two codes as was assigned to the 
single original code. 
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This task is accomplished by projecting how the total volume of the single 
original code is expected to be distributed between the two new or revised 
codes, taking the work value ratio of one code to the other: and solving 
algebraically for their values given the current fee schedule. value assigned to. 
the single old code. Thus, the two new codes work values /are established so 
that their frequency-weighted average equals the work value of the original 
code as defined under the fee schedule while maintaining the relationship 
indicated by the Work Valuation Panel and the Abt Re-study of all of 
orthopaedics. · 

Codes have been grouped into clinically similar families to facilitate discussion 
at the RUG meeting. Where appropriate, all codes in a family are related to the 
same reference service; however, in sev~ral cases, .it was more clinically 
appropriate to reiy on distinct references for each code. Table 2 contains CPT 
codes and descriptors for the reference services used for all new and revised 
orthopaedic codes, including the new elbow capsulotomy/capsulectomy code. 

The impact of accepting the "Implied Work" values for the new and revised 
trauma codes is modest; aggregate work assigned to all orthopaedic trauma 
codes changes by .41 percent. This calculation is based·· on 1990 BMAD I total 
allowed frequencies that have been adjusted to account· for deleted, revised and 
new codes. This required judgements about expected volume changes or shifts . 
Volume· of service estimates were made based upon the crosswalks indicated in 
the original proposal for trauma coding changes submitted to the CPT Editorial 
Panel, .the CPT Editorial Panel's April 1992 meeting notes, and from discussions 
with the orthopaedic surgeons on the Work Valuation Panel established to 
develop these recommendations. At the June RUG meeting, a sensitivity 
analysis of these volume shift assumptions will be presented. 

B. Elbow Capsulotomy/Capsulectomy Code 
The Work Valuation Panel ranked the new elbow code as 1.05 of the benchmark 
service, the intertrochanteric hip fracture repair. In fee schedule terms this 
would value this new code at 15.99 (i 5.23 x 1.05) or 1599 on the scale that is 
multiplied by 100. In comparing this work value to the fee schedule work 
values of similar elbow and wrist services, it is evident that this valuation is 
too high. Moreover, valuation of the new code in fee schedule terms is highly 
dependant on the reference service chosen, as is the case with the orthopaedic 
trauma codes. Therefore, the panel chose the code deemed to be most clinically 
similar, the· elbow arthrotomy for synovectomy (CPT 241 02). On the basis of 
the work values derived from the Work Valuation Panel and the Abt Re-study, 
the ratio of the new elbow capsulotomy/capsulectomy code to the elbow 
arthrotomy code should be 1.30. Since the elbow arthrotomy code is currently 
valued at 797, a recommended value of i 033 in current fee schedule terms is 
implied for the new elbow code. 

( 



• - 8-

The budget implications resulting from this valuation of the new elbow 
capsulotomy/capsulectomy code should be trivial. It is infrequently performed 
(fewer than 10 times annually). Moreover, it is likely to be currently coded 
either as 24102 with a "22" modifier leading to additional payment or as 24360 
(fascial arthroplasty of the elbow) with a "52" modifier that reduces payment. 
Since our proposed value falls between these two codes, the payment 
implications should be inconsequential. 

Thank you for the opportunity to provide these relative work value 
recommendations. We look forward to the RUG's June deliberations. 

Sincerely, 

.~ II-~: 44--
Aian H. Morris, M.D. 
Member, AMAISpecialty Society RVS Update Advisory Committee 

• 
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APPENDIX 1 

Al\WSPECIALTY SOCIETY RVS UPDATING PROCESS: 
SURVEY INSTRITh'!ENT 

April 27, 1992 

C~mducted by: 
Abt Associates Inc. 
55 Wheeler Street 

Cambridge, MA 02138 

For information, contact: 
David Sheehy 

(617) 349-2457 
b 

Sponsored by the American Academy of Orthopaedic Surgeons 
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April 27, 1992 

Al\1A/SPECIALTY SOCIETY RVS UPDATING PROCESS: 
SURVEY INSTRUMENT FOR ORTHOPAEDIC SURGERY 

SPONSORED BY AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS (AAOS) 

INTRODUCTION 

The purpose of this survey is for you to rate the relative amount of physician work associated 
with one or more new or revised CPT codes. These codes are listed in the next section. 

You have been selected tp complete this survey and to consider its results as part of a committee 
organized by the AAOS which is participating in the AMA/Specialty Society RVS Updating 
Process. The committee will develop a recommendation on estimates of physician work for 
these services. This recommendation will be reviewed by the AMA/Specialty Society RVS 
Update Committee (RUC) which in turn will make a recommendation to the Health Care 
Financing Administration (HCFA). HCFA will consider this recommendation as it updates the 
new Medicare Payment Schedule (also called the Medicare Fee Schedule) for 1993. 

You will use magnitude estimation. In this method, the work of selected services is used as a 
series of reference points for you to evaluate the work of each new or revised code under 
review. These reference services are from the new Medicare Payment Schedule and are listed 
in Table 1. Physician work includes the time it takes to perfonn the service as well as the three 
dimensions of the intensity of that time -- technical skill and physical effort, mental effort and 
judgement, and stress associated with ·your concern .about iatrogenic risk. 

First, you will provide estimates of the physician work associated with new or revised CPT 
codes used by your specialty. Next, you will identify the typical patient to whom you provide 
the services identified with each code as well as any special assumptions that you made in rating 
the service. Finally, you will provide infonnation on the frequency with which you provide the 
service associated with each code. · 

If possible, please fax pages 4, 5, 6, and 8 of your completed survey to David Sheehy at Abt 
Associates, (617) 349-2675, by Thursday, Noon Eastern Time. Otherwise, please bring your 
survey to the meeting in Chicago and leave it at the front desk for David Sheehy when you 
arrive. 

If you have any questions, please contact David Sheehy at (617) 349-2457 . 
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Work Ratings for New or Revised CPT Codes 

Estimating Total Work: We first ask you to estimate the total work for each service. Total 
work encompasses the actual period spent performing the service as well as ~lated work before 
and after the service. Please refer to Table 2 for a detailed description· of each of the 
components of total work. Although you are only being asked about total work, please consider 
all of the applicable individual components of total work. In addition, consider the specific 
global service period associated with each new/revised code and each applicable reference 
service. These global periods are from the Medicare Payment Schedule. For new codes, the 
best estimate of the global period likely to be assigned by HCFA is provided. 

Reference Services: To assist you in estimating work, we have selected a number of reference 
services provided by physicians in your specialty (Table 1). These include services that are 
clinically similar to those that we will ask you to rate as well as other commonly performed 
services in your specialty that cover a broad range of physician work. These latter services were 
chosen in cooperation with the AAOS. They are services from the Medicare Payment Schedule 
that can be used as reference services for this project because they are sufficiently accurate and 
stable, at least within broad categories of services (e.g., major surgery). Inclusion in this list 
does not mean that your specialty society may not also be pursuing refmement of these values 
with HCFA. . 

Rating Services: If the service involves twice as much work as a particular reference service, 
assign it a value equal to twice the work of that service. If you think that the service involves 
half as much work as the reference service, assign it a value equal to half the work of that 
service, and so on. In estimating the physician work associated with a service, please consider 
the time it takes to perform the service as well as the three dimensions of the intensity of that 
time --technical skill and physical effort, mental effort and judgement, and stress associated with 
your concern about iatrogenic risk. 

In all cases, please respond in terms of your average patient. In general (using the code in 
question) tlus should be the typical patient that you would see. At the same time, in formulating 
your estimates, please consider the extent to which your patients for which tlus code is used 
require either more or less work than your typical patient. Please do not allow your answers 
to be unduly influenced by unusual or atypical patients. 

\ 

Please rate the work for the services listed below using the reference services and their work 
values in Table 1 as a guide. We anticipate that the most important comparisons will be to 
clinically similar services where many of the components of the services (e.g., follow-up care) 
will be the same or similar. Do not change the work values for any of the reference sen ices. 
In some instances where you are asked to rate more than one code, you may flnd it easiest to 
first establish an overall rank order for the services listed below as well as the relationship of 
the work of each service to its adjacent services. · 

2 
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Experience with New or Revised Codes: You may not have recent experience with any or all 
of the services to be rated. We do ask that you provide ratings for those services about which 
you have recent and direct professional knowledge and feel comfortable answering, whether or 
not you currently perform the service. For those services for which yo\} do not provide an 
estimate, please enter the letters "NR." 

Survey Instructions: 

1) Given the total work values for the selected services for your specialty 
are shown in Table 1, what number would you assign to the total work 
for each of the services listed below? Again, please consider the detailed 
definition of the components of total work on Table 2 as well as the 
global perj.ods in Table 1 and for each sen•ice below. Please also 
indicate, in priority order, those services from Table 1 that were 
important reference services for each sen•ice below {Use the number in 
column # 1). 

2) Next, please provide a brief description of the typical patient that you 
would expect to treat using the code and/or the nature of the services 
that you would expect to provide. Please also identify any special 
assumptions (e.g., associated procedures used) that you mad,e in rating 
the code. 

3) Finally, please indicate the number of times that you provided the service 
in the past twelve months . 

3 
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2 

3 

5 

6 
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• 
ORTHOPAEDIC SURGERY: American Academy of Orthopaedic Surgeons 

New or Revised CPT Codes 

CPT Code CPT Descriptor Type of 
Rem ion .:· :.· :· 

:·:. 
··:· 

.·: ··. 

24546 Open treatment of humeral rupracondylar or new code 
transcondylar fracture with or without 
internal or external fixation; with 
inten:ondylar ext~nsion 

25526 Open treatment of radial shaft fracture with new code 
internal and/or external fixation AND open 
treatment with or without internal or external 
fixation of dim I rsdi<>-ulnar joint (Galeazzi 
fractureldialoeation) 

27218 Open trutment of polllerior ring fracture new code 
and/or dislocation with internal fixation 
(includea ilium, ucroiliac joint and/or 
ucrum) 

27228 Open treatment of acetAbular fracture( a) new code 
involving anterior AND pol!lerior (two) 
columru, includes T-fracture and both 
column fracture with complete articular 
detAchment, OR aingle column or transverse 
fracture with auoeiated acetAbular wall 
fracture; with internal fixation 

27244 open trutment of basilar neck, 
int_e_~hanteric, pertrochanten~ or 
subtrochanteric femoral fracru~; with 
plate/screw type implant, with or without 
cerclAge 

modified 
description 

27506 Open treatment of femoral shaft fracture with modified 
or .. -ithout external fixation with insertion of description 
intramedullary implant, with or without 
cen:lage and/or locking screws 

27509 Pen:ut.aneoua skelet.al fixation of rupracondy- new code 
tar or transcondylar femonl fracture with or 
without inten:ondylar extension 

. : .· 

Work Globai-
RVUs• · ·=·. Period•~.--:. ·· 
tx ioo} :_.. , ··.:: _ _.;:_-_.' _ _-_;'=·::_. .. ' .-, 

.:::.·.: . :·· 
· .. ::. 

·.· .• .. ·: 

90 

90 

90 

·90 

90 

90 

90 

Key R~ereuee 
Senkesin- · 
Piiorlty _Orner 

Typical Patient and Nature and Extent ot­
Seoices Pro Tided ...:. IncJudin.i any Special 
AssumptiOtis YoU Made :Rating the senke · · 

:; . .; 

·;.,r, :•: 

Physician Name: --------- 4 

• 
About Bow 
P.f.liny JIJDI!S 

in the .Last · 
U MonthS 
Hue You 
Pro Tided 
Tb.i! 
Senicei 

ICZe-o, 
How Many 
TUDes Ba-re 
you 
Prorlded 
the Seniee 
iD Your 
Career! 



Number 

· ... ::··.: ..... :::: 
•,·· .. 

Type of 
Rnisicni 

8 27513 Open treatment of femonlrupracondylar or new code 

9 27536 

10 27558 

II 27752 

12 2n59 

13 27828 

Physician Name: 

. .. r ••• fracture with intercondylar 
extension with or without internal or external 
fixation 

Open treatment of tibial fracture, proximal 
(plateau); bicondylar, with or without internal 
fixation 

Open treatment of knee dislocation, with or 
without internal or external fixation; with 
augmentation/reconstroction, with or without 
primary ligamentous repair 

Closed treatment of tibial shtft fncture (with 
lor without fibular frtcture); with manipula-
:lion with or without akeletal traction 

I Open treatment of tibial &haft fracture (with 
I or without fibular fracture) by intnmedullary 
I implant, with or without interlocking screws 
landfor cerclage 

Open treatment of fncture of weight bearing 
articular surface/portion of dirtal tibia (i.e. 
pilon or tibial plafond); with internal or 
I external fiution; of both tibia and fibula 

modified 

new code 

modified 
description 

new code 

new code 

··.·. 

Work 
RVUs•·. 
(X 100)_ '·' 

.... 

... · .. 

·:.::. 

90 

190 

90 

90 

90 

90 

5 

Key Refennce 
SeMites in 
Priority o~et 

_;:· ··. 

Typical Patient and Nature and~ ol 
Senke~ Frorided.- lodudiilg :iny. Special 
A!sumptiom l'ou Made RAting the &!nice ., .. 

. ··::.'::·.: . ·;:-· .:::: 

: ... -: .. :::: ·: .. ·: 

·· .. 

IUNUL 

Many 
iD. the 
il Montm 
HayeY6u ... 
Prorideci. . 

IThis .. 
Se.riice? 

How Many 
rune~ Ha•e 
you 
Frorided 
theSenke 
in Yoar 
Career? 



... · ... 

.:. •' :.· 
·( 

:, .; 

· :· Type or 
Reruion:. 

·. :· Work·· 
RVUs• 
(X iOO) 
··::. ·.·· 

.:· . · .. .... '• 

:.·:·· .. : 
···:':: ······ .... ·:·· ··: : . :· . ; ... 

.. : : 
. ·:: ," '••. ··.:.· 

•"• .. ::.· 
:' ·:. ··:: ::·. •' 

·.:· .. :. 

14 27894 Decompreuion fuciotomy, leg; anterior new code 

lS 

and! or lateral AND posterior compartment(s); 
debridement of nonviable muscle and! or 

29855 lly-aided treatment of tibial new code 
fracture, proximal (plaleau); unicondylar with 
or without inlemal or external fixation 
(includes arthroscopy) 

90 

Key Reference 
semces in · 
Frio~ Order 

'•', 

·:·:.· .. 

Typical Patient and Nature ,and Extent of · 
e~ Pronded -IDcliutl.lig any SpeCial · 

Mumptioll5 t ou Made ruling the strnce. 

.: . ". ..". · .. , .. :;.;:': ·. :· ·);:.::::,~':.!:.=:.'··: 
.. . . : ·::·.;:; .. ~::( .. · 

:: .. '• 

.·. ·. 

"Note: Work RVUs from the Medicare Payment Schedule published in the Federal Register on November2S, 1991. They have been multiplied by 100 to urilll the rating procen. 

Abi>ut li 
Many 
Ui the 
11 MonthS· 
HilTe·You · 
Fronded. 
This 
Serrice~ 

U .l..eiUt 

Bow Many 
Times Due 
you · 
Pronded 
the Serric:e 
In Your 
C31'-eer1 

-A service paid on a global buia includes visits and other services provided in addition to the basic procedure during 1 specified number of days before and after the procedure is provided. The global period identified above refer­
to the number of preproceduraland postproeedural days of care that are included in the payment for a global surgical package as determined by the Health Care Financing Administration for Medicare payment purpose1. There .,.. 
three categories of global services (090, 010, 000). In addition, there are two types of alpha global codes that may be used: XXX=Olobsl concept does not apply to code; YYY=Global period to be 1et by Medicare carrier 
ZZZ=Code part of another service and falls within global period for the other service. Refer to Table 2 for the serrice~ included in each type of global package. 

A 'separate procedure' is one that is commonly carried out 11 an integral part of a total service and thus not generally identified separately. In those instances, however, when such a procedure is performed independently of, an• 
is not immediately related to, other service~, it may be listed u 1 'separate procedure. • 

Final usignmenta of codes end code descriptors rubject to change by the CPT Editorial Panel prior to publication of CPT /993. Information contained in this questionnaire is confidential and proprietary and should only be use. 
purruant to participation in the AMNSpecialty Society RVS Update Process. CPT fiv&-<Jigit codes, tw<Hligit numeric modifiers, and deacriptiona only are" 1991 American Medical Association. No payment schedules, fee 1chedule• 
relative value units, scales, conversion factors or components thereof are included in CPT. The AMA is not recommending that any specific relative values, fees, payment schedules, or related listings be attached to CPT. Any relativ• 
value scales or related listings assigned to the CPT codes are not those of the AMA, and the AMA is not recommending use of these relative values. · 

Physician Name: --------- 6 



• 
I Nmnhct I I' ' CPT COde : I 

':. : · .. _·.· · .. :_ 

1 29425 

2 26055 

3 23650 

4 23515 

5 27510 

6 27720 

7 27447 

ORTHOP.IC SURGERY 
American Academy of Orthopaedic Surgeons 

Reference Services for Fracture Procedures 

1'':.··.;{ ,·:~n.~r"oR·_ .. · .· 
·. .. 

Application of short leg cut (below knee to t~); walking or 
ambulatory type 

Tendon sheath incision for trigger finger 

Closed treatment of ahoulder disloeation, with manipulation; without 
anesthesia 

Open treatment of clavicular fracture, with or without intemal or 
external skeletal fixation 

Closed treatment of femoral fracture, distal end, medial OR late~:~~ I 
condyle; with manipulation 

Repair of nonunion or malunion, tibia; without g~:~~ft (e.g., 
compreasion technique) 

Arthroplasty, knee, condyle and plateau; medial AND late~:~~l 
compartments with or without patella resurfacing ("total knee 
replacement") 

• 
I 

·.work RVUs :Global . .. 

(x 100) · Period:. 

106 90 

269 90 

342 90 

739 90 

863 90 

1,154 90 

2,075 90 

*Note: These work RVUs are taken from the Medicare Payment Schedule publiBhed in the Federal Register on November 25, 1991. They have been multiplied by 100 to assist the rating pnx:ess. 

-A service paid on a global basis includes visits and other services provided in addition to the basic pnx:edure during a npecified number of days before and after the procedure is provided. The glob. 
period id~ntified above refers to the number of prepnx:edural and postprocedural days of care that are included in the payment for a global surgical package as determined by the Health Care Financir 
Administration for Medicare payment purposes. There are three categories of global services (090, 010, 000). In addition, there are two types of alpha global codes that may be used: XXX =Global conce· 
does not apply to code; YYY=Global period to·be set by the Medicare carrier; ZZZ=Code is part of another service and falls within global period for other service. Refer to Table 2 for the senin 
included in each type of global package. . 

·A "sepa.tate procedure~ is one that is commonly carried out as an integral part of a total service and thus not generally identified separately. In those instances, however, when such a pnx:edure is perfonn 
independently of, and i'l not immediately related to, other services, it may be l.i.sted as a ~separate procedure.~ 

F' ··I s!'irnment.! or codes and code de!<:ripton are robjeet to change by the CPT EditoriAl Panel prior to publication of CPT 1993. The information eonttined in this que•tionn.t.ire is eonlideDtial and proprietary and •hould ooly be used punu.mt to puticip•L 
in the AMA/Speeialty Society R.VS Update Process. CPT five-dig;! codes, tw<><ligit numeric modifien, 1111d de!<:riptioos only are 0 1991 American Medical Association. No paymeDt •ebedules, fee !cbedules, relative value unit!, scales, eoovenioo fact. 

or eornpoomt.! thereof ore included in CIT. The AMA is not reeommmding that any •pecifie relative value•, f=, paymmt !<:hedules, or related li.rtirlg• be all!cbed to CPT. Any relative value !cales or related Wtings assigned to the CPT codes are · 

thme or the AMA. and the AMA p Dot recc>nmeDding use or the•e relative Value!. 
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• Surv,onn B 
Elbow Procedures 

ORTHOPAEDIC SURGERY: American Academy or Orthopaedic Surgeons 
New or Revised CPT Codes 

CPT Code CPT Deseiiptor Type of Rensiod · 

·. ·-

240XX Arthrotomy of !he elbow, wi!h caprolar new code 
excision for capsular ~lease 

-.: 

Key ltetererJee 
Rvus•·:, .. : Penod•*. sernc:e in · 
(X 100):' :·~· : ·: PrioritY Onler 

.. :-.=·· 
.:-':: .. ···.·• 

:···.·.: .-
... ·:_.:"· 

.. _.:·:-:\'· 
-·: ... 

.·· :-·.· 
:_: 

:::.: :=·.: -": 

90 

Typic~ Patient ~d Nih:.re ~dbtent or 
Seriice Fronded.:.. Including iUii Spedai 
AsSnmptfotis You Made Ratb:il,lli~ 5enice 

·: 

"Note: Wor~ RVUa from !he Medicare Payment Schedule published in !he Federal Register on November lS, 1991. They have been multiplied by 100 to usirt !he rating process. 

• 
About Bow 
Many TUDes 
In the Last 
12Mont.M 
Ban You 
Fronded 
ru. 
Serrlce! 

If Zero, 
Bow 1\frurt 
T'UDes Bate 
:roa 
Prorlded 
theSerrio:e 
Ui. Yoar ,, 
Caner! 

-A service paid on a global baaia includes visit! and o!her services provided in addition to !he basic procedu~ during a specified number of days before and after !he procedu~ is provided. The global puiod identified above ~ftr 
to !he number of preprocedura1 and poatprocedura1 day a of ca~ !hat are included in !he payment for a globalrorgical package as detennined by !he Heal!h Ca~ Financing Administration for Medicare payment purposes. There sr 
!h~e categories of global services {090, 010, 000). In addition, !here are two types of alpha global codes !hat may be used: XXX=Oiobd concept doe• not apply to code; YYY=Giobal period to be set by Mediure etrrier 
ZZZ=Code part of ano!her service and falls wi!hin global period for the o!her service. Refer to Table l for the senkes inclod~ in each type of global package. 

A 'separate procedure' is one !hat is commonly carried out 11 an integral part of a !old service and !hus not genel"8lly identified sepal"8!ely. In !hose inruncea, however, when such a procedure is performed independently of, an 
is not immediately related to, o!her services, it may be lirrted 11 a 'separate procedure.' 

Final usignment.s of codes and co-ie descriptors subjKt to change by the CPT E,(litorial Panel prior to publiClltion of CPT 1991. Information cont.ained in !hla questionnaire is confidential and propriet.ary and ahould only be u!e 
pursuant to participation in !he AMA/Specialty Society RVS Update Procen. CPT five-digit codes, two-digit numeric modifiers, and description~ only ere D 1991 American Medical Association. No payment achedulet, fee a.chedulr• 
relative value unit.a, scale!, conversion factors or componenu !he~f are included in CPT. The A.MA is not rKommending !hat any specific relative values, fees, payment schedules, or related lirrtings be attached to CPT. Any relath 
value scales or related lirrtings anigned to !he CPT codes are not !hose of !he AMA, and the AMA is not recommending use of !heae. relative values. 

Physician Name: --------- 8 
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25085 

2 24102 

3 24495 

ORTHOPAEDIC SURGERY 
American Academy of Orthopaedic Surgeons 

Reference Services for Elbow Procedures 

Capsulotomy, wrist (e.g., for contracture) 

Arthrotomy, elbow; for synovectomy 

Decompreuion fuciotomy, forearm, with brachial artery exploration 

II 

• 
WorkRVUs :Global 

<x: ioo> 
.. .. 

Period .. 
: 

541 90 

797 90 

799 90 

*Note: These work RVUs are taken from the Medicare Payment Schedule published in the Federal Register on November 25, 1991. They have been multiplied by 100 to assist the rating process. 

-A service paid on a global basis includes visits and oth~r services provided in addition to the basic procedure during a specified number of days before and after the procedure is provided. The glob,; 
ptriod identified above refera to the number of preprocedural and p<Jstprocedural days of care that are included in the payment for a global surgical package as determined by the Health Care Financin• 
Administration for Medicare payment purposes. There are three categories of global services (090, 010, 000). In addition, there are two types of alpha global codes that may be used: XXX =Global concer 
does not apply to code; YYY =-Global period to be set by the Medicare carrier; ZZZ=Code is part of another service and falls within global period for other service. Refer to Table 2 for the service­
inclurled in each type of global package. 

A "separate procedure" is one that is commonly carried out as an integral part of a total service and thus not generally identified separately. In those instances, however, when such a procedure is performe• 

independently of, and is not immediately related to, other services, it may be listed as a "separate procedure. • 

FinAl I!Jignmeot.o of codes and code deseripton are subject to change by the CPT EditoriAl Panel prior to publication of CPT /993. The information contained in this questioonAire is confidentiAl and proprietary and should only be med pursu.antto pUtkipati<­
in the Al>WSpec:ialty Society RVS Update Proceso. CPT frve-digit codes, two-digit numeric modifiers, and descriptions only are 0 1991 American Medical Association. No payment schedul~. fee 1chedules, relative value.uniU, scale1, eonvenion fact<" 
or eomponeot.o thereof are included in CPT. The Al-IA is not recommending tlu1 any specific relative values, fees, payment schedules, or related listings be att.oebed to CPT. Any relative value seal~ or related futinls usicned to the CPT eodel are o· 

th~e of the AMA, and the AMA is not recommending we of these relative values. 
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• Components or Physicians' Tot.:r~ for Major Surgical Procedures • 

In evaluating the work or a service, it is helpful to identiry and think about each or the components or a particular service. Focus only on the work that 
you perfonn during each or the identified components. The descriptions below are general in nature. Specific components will vary by specific service. 
Within the broad outlines presented, please think about the specific services that you provide. 

Physician work includes the time it takeS to perform the service as well as the three dimensions of the intensity of that time - technical skill and physical effort, 
mental effort and judgment, and stress associated with your concern about iatrogenic risk. 

Work During the Service Is . 

Work while you perform the service- "skin-to­
skin" work- or the surgery itself, beginning 
with the incision and ending with its closure, or 
the equivalent primary activity for procedures 
not requiring an incision. This period includes 
all intra-operative services that are normally 
included as a necessary pait of the procedure. 

Before the Service, May Include 

Services provided within 24 hours or the 
operation (generally beginning with the 
patient's admission to the hospital): 

Pre-operative work, including performing the 
physical exam and history; procedural work-up; 
compiling data and finalizing specific operative 
decisions; communicating with other profession­
als, patient and family; obtaining consent and 
application of traction/splints and preliminary 
treatment (excluding consultation or evaluation at 
which the decision to provide the procedure was 
made). 

Pre-incisional work in the operating room: 
including induction of anesthesia; consultations; 
scrubbing and waiting before surgery; preparing 
patient and needed equipment for surgery; and 
positioning the patient. This period begins with 
the patient's entry into the OR and ends when 
surgery- begins~ - - · - - - - · · · - ·-

10 

After the Service, May Include 

Post-incisional work in the operating room, 
including patient stabilization and awakening; 
application of post-op monitoring devices; 
repositioning patient; and transfer to the 
recovery room or specialized unit. 

Immediate Post-Ooerative Period - patient 
stabilization in the recovery room or special 
unit - including communicating with the 
patient and other professionals (including 
written and teiephone reports and orders); 
application of devices; assessment of 
neurovascular status; and interpretation of 
radiographs. 

Other follow-up care before the patient is 
discharged, if applicable, including 
patient visits (includes care for inpatients and 
outpatients); reviewing status with patient and 
family; adjusting devices, drains, and 
dressings; documenting chari; and discharge 
planning. 

Post-operative visits within 90 days of the 
operation, including assessing patient; 
managing complications; supervising rehabilita­
tion; documenting chart, and communication 
with family. 



• 

• 

• 

APPENDIX 2 

1.2 Definition of Work Periods 

To evaluate work and time, surgical procedures are divided into seven different periods. 
Together, these seven periods encompass the entire surgical global bundle interval, as defined 
in the Medicare Fee Schedule, beginning on the day before surgery and con~uing through the 
90th post-operative day. For non-global (starred) procedures, the included post-operative period 
ranges from 0 to 30 days, depending on the procedure. 

You should focus separately on each of the following periods as you provide your estimates of 
work and time for each service you are asked to evaluate. Consider all the activities that you, 
as the primary surgeon, may perform during each period, remembering that many are frequently 
accomplished simultaneously. Do not include activities performed by others in your estimates 
of work requirements. . 

The descriptions of each period include activities that are only relevant for certain procedures. 
Activities are listed only to assist you in thinking about the work you perf onn in each of the 
periods and are in no way intended to reflect suggested guidelines. 

Pre-Operative Period 

Includes activities beginning the day before surgery (generally with the patient's admission to 
the hospital) and continuing until the patient enters the operating room. This period may include 
the following activities: 

• 
• 
• 
• 
• 
• 
• 

.· 
Compile data and finalize specific operative decisions 
Perform physical examination and history 
Hold pre-operative discussions with patient and family, obtain informed consent 
Review pre-operative planning & consultations with other medical staff 
Inventory, order, and assemble special equipment 
Apply traction, splints 
Provide preliminary treatment (e.g., closed reduction) 

The pre-operative period excludes any initial evaluative consultation, which may be billed 
separately. Assume that this evaluation has been completed before the global period begins . 

3 
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Pre-Incisional Operating Room Period 

This period begins with the patient's entry into the operating room and continues until surgery 
(skin-to-skin period) begins. It may include the following activities: 

Induction of Anesthesia: 

• Assist anesthesiologist or administer anesthesia 
• Inventory surgical environment: 

• Verify presence and condition of appropriate equipment, transfusion 
• Check toumiquet(s) 
• Check photographic equipment/microscope/video arthroscopy scope 
• Verify presence of staff to operate C-ann 

• Set up- fracture table 
• Check patient for skin pressure points 
• Review x-rays and lab values 

Patient Positioning: 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Remove splints & dressings 
Shave patient 
Insert Foley catheter 
Position patient while protecting vulnerable structures 
Adjust specialized operating table and/or frame 
Perform closed manipulation/reduction 
Apply barrier drapes and specialized monitoring devices (ICP, etc.) 
Insert or remove pins/traction devices (if not included in other procedure) 
Apply DVT devices 
Position C-ann 
Direct and interpret x-ray views 
Apply tourniquet cuff and check pressures 

Prepare and Drape the Patient 

Other Pre-incisional Activities: 

• 
• 
• 
• 
• 
• 
• 

Scrub 
Don specialized equipment, e.g. AIDS suits, lighting 
Exsanguinize extremities 
Mark incisions 
Set-up equipment (incl. suction) 
Position table and lighting 
Examine patient under anesthesia 

4 
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Skin-to-SI..'in Period 

This period involves the surgery itself, beginning with the incision and ending with its closure. 
The primary surgeon may perfonn some or all of the following activities: 

Make incision 
Perform procedure(s) 
Perform/interpret intraoperative studies, e.g. x-rays, angiography, ultrasound, labs 
Install lOcal or regional anesthesia 
Insert drains/ catheters 
Prepare grafts and/or implants & harvest graft materials 
Close incision 

Post-Incision Operating Room Period 

This period begins upon completion of surgery, i.e. when the incision is closed, and continues 
until the patient leaves the operating room. It may contain the following activities. 

• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 

Apply dressings, splints, casts 
Remove toumiquet(s) 
Apply or remove traction or other protective device (e.g., abduction pillow) 
Apply blood saving device 
Assist anesthesiologist in awakening patient and/or inserting catheter for post­
operative pain control 
Protect vulnerable structures during awakening 
Reposition patient (e.g., from frame) 
Transfer patient to bed or stretcher, protecting vulnerable structures 
Position patient on bed 
Assess neurovascular status 
Apply post-operative monitoring or motion device 
Transfer to recovery room or specialized unit 

Immediate Post-Operotive Period 

This period includes the time during which the patient is stabilized in the recovery room or 
special unit. It may include the following activities: 

• 
• 
• 
• 
• 
• 
• 

Transport from OR 
Write orders, prescriptions, and consultation requests 
Talk to family and primary physician 
Interpret recovery room radiographs 
Assess neurovascular status in recovery room 
Apply DVT devices 
Hook up drains, monitoring devices, and check operation of mo:~:toring 
equipment 

5 
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• Interpret results of lab tests (e.g., hematocrit, P02) 
• Dictate operative notes 

After this period, the outpatient is discharged and the inpatient is transferred to a room. 11ze 
next pen'od only applies to inpatients: the following one applies only to ourpan·enrs. 

! 

Later Post-Operative Hosvitaliwtion Period (Jnpatient) 

This period reflects all activities that occur while the patient is in a non-specialized room, until 
(s)he is discharged. It comprises all activities associated with visits to the patient which may 
include the following: 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Assess patien't 
Review status with patient, family,. other health care personnel 
Manage post-operative complications not requiring return to OR" 
Review labs and x-rays 
Remove drains 
Change dressings 
Adjust traction 
Document chart 
Initiate discharge planning and patient education 
Supervise rehabilitation 
Prepare fonnal discharge summary 

Same Day Care Surrounding Outpatient Discharge (Outpatient) 

This period involves services provided to outpatients on the day of surgery and immediately 
following their discharge from the surgical facility. It may involve the following activities: 

• 
• 
• 
• 
• 
• 
• 
• 

Assess patient 
Review status with patient, family, other health care personnel 
Manage post-operative complications not requiring return to OR"' 
Review labs and x-rays 
Document chart 
Initiate discharge planning and p~tient education 
Supervise rehabilitation 
Call patient at home 

"Treatment of complications requiring a return to the OR is not included in the surgical 
global bundle and may be billed separately . 
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The following period applies ro all patients. 

• Post-Discharge Period 

• 

• 

This period begins with an inpatient's discharge from the hospital and on the day following 
surgery for an outpatient. It continues for 90 days post-operatively for glo~al services, and for 
shorter intervals for non-global procedures, and involves all visits with the patient. Activities 
by the primary surgeon may include the following: 

• 
• 
• 
• 
• 
• 
• 
• 
• 

Perform and dictate report on interim history and problem-focused physical 
Counsel patient 
Direct rehabilitation , 
Provide appropriate dressing, initial cast/cast change, and wound care 
Obtain and ~terpret radiographs 
Apply and/or adjust traction devices, dynamic splints, and/or orthotics 
Complete insurance forms 
Arrange consultations 
Handle complications (other than those requiring readmission) 

A time line, not drawn to scale, shows these seven surgical procedure periods: 

Day -1 
Discharge 

or Day + 1 Day +90 

Later Post-
Immediate Hospitalization Discharge 

Pre-Op Pre-Incision Skin-to-Skin Post-Incision Post-Op or Same Day 

Operating Room Recovery 
Room 

7 



• 
Number 

2 

3 

4 

5 

6 

7 

8 

, . 

ORTHOPAEDIC SURGERY: American Academy o£ Orthopaedic Surgeons 
New or Revised CPT Codes 

CPT CPT __ D;scriP~?~::: : .... ,: 
Code ., . ·:· . . . . : 

~p::·'·'· 
... ...... 

Skm-t~$kin .. POst· Incision lminediat~ Pl)st~ .. 

Op .:· .. :. 

24546 

25526 

27218 

27228 

27244 

27506 

27509 

27513 

.. .. .. :-:.· ..... 
: 

Open treatment of humeral supracondylar or 
transcondylar fracture with or without internal or 
external fixation; with intercondylar extension 

Open treatment of radial shaft fracture with internal 
and/or external fixation AND open treatment with-
or without internal or external fixation of distal 
radio-ulnar joint (Galeazzi fracture/dislocation) 

Open treatment of posterior ring fracture and/or . 
dislocation with internal fixation (includes ilium, 
sacroiliac joint and/or sacrum) 

Open treatment of acetabular fracture(s) involving 
anterior AND posterior (two) columns, includes T-
fracture and both column fracture with complete 
articular detachment, OR single column or 
transverse fracture with associated acetabular waU 
fracture; with internal fu:ation 

Open treatment of basilar neck, intertrochanteric, 
pertrochanteric or subtrochanteric femoral fracture; 
with plate/screw type implant, with or without 
cerclage 

Open treatment of femoral shaft fracture with or 
without external fu:ation with insertion of 
intramedullary implant, with or without cerclage 
and/or locking screws 

Percutaneous skeletal fixation of supracondy-lar or 
transcondylor femoral fracture with or without 
intercondylar extension 

Open treatment of femoral supracondylar or 
transcondylar fracture with intercondylar extension 
with or without internal or external fixation 

. 

9 27536 Open treatment of tibial fracture, proximal 
(plateau); bicondylar, with or without interns! 
fixation 

Other.Sanui.D~· 
or.I..ater Inpatient 
11 osjJita.lization · 

... 

• 
Post-Op Ofr~« 

-



Number CPT CPT ])escriptor ·.· . •' :·· 
.• : Code 

'·.\ .. 

10 2755810pen treatment of knee dislocation, with or without 
internal or external fixation; with 
augmentation/reconstruction, with or without 
I primary ligamentous repair 

II 27752 Closed treAtment of tibial shAft fracture (with or 
without fibular fracture); with manipula-tion with 
or without skeletal traction 

12 27759 Open treatment of tibial shaft fracture (with or 
without fibular fracture) by intramedullary implant, 
with cir without interlocking screws and/or cerclage 

13 27828 Open treatment of fracture of weight bearing 
articular surface/portion of distal tibia (i.e. pilon or 
tibial plafond); with internal or external futation; of 

lboth tibia and fibula 

14 27894 Decompression fasciotomy, leg; anterior and/or 
I lateral AND posterior compartment(s); with 

-L '-'· nt of nonviable muscle and/or nerve 

IS 29855 Arthroacopically-aided treatment of tibial fncture, 
IProXJDUII (pl~teau); unicondylar with or without 
I internal or external futation (includes arthroscopy) 

,·. 

Pre-Inci.~on 

.·_: ·. 

'=rSkin=.==_==to-Skin.===.==;=P==o==st==-lncisi=.=.==o=n=. =. =rlm=m=edia= .• ==t=e=P==ost=-==. :r=O=th=er==, ==Sam=. ==e==D=n==y=. =;=t:===t frJCe 

. . Op . . .. . . ... or. Later hi,iatient 
· · IioSpi~tiorl 



• 
Number 

'. 

• Elbow Procedure 

ORmOPAEDIC SURGERY: American Academy of Orthopaedic Surgeoru 
New or Rerised CPT Codes 

CPT Code CPT Descriptor l'n-Op · .:: .':,·:·· ..... ~~ridsi~n Ski.a-t; Post-Indsioa Immediate ... 

240XX Arthrotomy of the elbow, with capsular 
excision for capsular release 

··: 

. ==::· 

.··: .. :··::··. Skin. Post-Op · · ·. 
: ·. 

.·': , . 

• 
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APPENDIX 3 

The "Implied Work" value for the elbow capsulotomy/capsulectomy code, and 
other codes, will vary dramatically depending upon what reference service is 
chosen. This is illustrated below; even when a clinically homogenous reference 
service is chosen discrepant work values may result. The column labelled "MFS 
Work" shows the current Medicare fee schedule work value, the column labelled 
"Ratio" shows the ratio of work values derived from the Work Valuation Panel 
and the Abt Re-study. 

Example 1: 

Elbow Capsulotomy/Capsulectomy· 

Reference MFS Implied 
CPT Description Work Ratio Work 

24354 Fasciotomy of the elbow with stripping 6 52 2.50 163.0 

24330 Revision of arm muscles (Steindler) 967 0.73 710 

• The AAOS proposed work value for the elbow capsulotomy/capsulectomy is 1033. 

Example 2: 

Closed treatment of femoral shaft fracture, no manipulation (27500) 

Reference MFS Implied 
CPT Description Work Ratio Work 

27244 Intertrochanteric hip fracture 1523 0.50 762 

27508 Closed Treat of distal fem fx, med/lat cond 549 .1.00 549 
' 

The AAOS proposed work value for the femoral shaft fracture is 590 . 

• 
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AAOS New and Revised Codes Table 1 

AMA Surv. 
# # 

Cpt 

New 21615 
~ . .:\·,.;.:<~~·\~ ., } ·. "~ " _. ~ --~~ ~'J, .,·/ 

353 New 23615 

368 RV 24505 

,371 RV 24515 

372 New 24515 

380 RV 245-45 

iL 381 New 245A5 

405 New 25520 

406 New 25525 

407 2 New 25525 

410 New 25574 

411 RV 25575 

301 

420 New 26608 

422 RV 26550 

443 New 27191 

445 New 27193 

4S3 New 27215 

454 New 27216 

455 New 27217 

456 3 New 27218 

459 New 27226 

450 New 27227 

A 51 4 New 27228 

" ,'_~:-~; ".:.:·~ ;;·/ <'"' • 

469 5 RV 27244 

470 New 27245 

471 RV 27254 

473 RV 27256 

479 New 27496 

Description 

Op.n tnahnant aftib fracture wrth intemal tk~alaJ hation, each 

·< ,, 

Op..., tnatmant of pro Rim-!, humeral (sur;icaJ or anatomical neck) fucture, 'With or without r~air oflubarosly(-iaa) wrth proDrnd humeral ptcsth~tic r~t.c•ment 

Clos.d tnatmant of humeral &haft. fracture: with man~ulttion, with or wahovt akal.tal traction 

Op.n tnatment of humeral shaft fracture with plata/scnww. with or wfthout cerclage 

Op.n tnalrn••'t ofhumaralahaft frac:ture: ...mh insartjon oflntramadultary Implant. with or will'lout ctlclage and/or locki'H~ scri'Wt 

Op.n treatment of humaraf"•uprecondytar or tlanscondyiat fracture, '*"h or without internal or extamal fixation: wiDtout lnteu:ondytar t:4tnaion 

Op.., tnatment of humerat.uonc:ondylar or tJ&.ntc:ondylar ftac1ur• ..nth or without inlemal or txhrnal b.allon: with intercondylar utensu:)t'l 

Open tretlment of radtaltha~ tuc:ture with internal and lor utamalakel..tal batlon AND ciOt.-cl treatment of ditloc..ation of distal radio-u\nar jo1nt (G&Jeu:zl trac:tura/ditlo~•tlon) 

Oo_, tteetment of radial shaft tx w/ tntamal &lor trlemaJ hatfon AND coo en ltaatmant w/ or wlo Internal or tlttmal lht. of distal radia-ulnar rt (Gale ani fl/disloe) 

Op.n trtalmtnl of radial ANO ulnar I haft ftaduree: -Mth internal or axhmaf batlon of radlu• Ol\ ulna 

Open treatment ofradial AND ulnar thaft ftaetuns: with internaJ or edema I b.alion of radlus AND ulna 

Percut.aneoua a\-elt4al hatton of m..taeatpel•actura. aach bona 

Percutaneous ••elt'fal fht.&ti()f'"j of C.&I'J'ometacarpaJ ftectur• di,;loc.Uon. thumb {Sennett fractun). w;th man;,utalion. 

Close-d treatment ofpe!Yic rin; 6-aetura, ditlocalion. diut.sis or tubtuEA!ion: without maniQulati011 

Cloted tre•lment ofpafvie rinq tac1ure, dlaloc.ation, dtast.atil or 1ubluxaUon: wfth mani~ulation requirtnq rnoulhan loc:aJ anuthui.t 

Ocun treatment of il~c spine(t), tubetosly avuls1on. or iliac .-in9 fraeture{a) (I.e. pelvic fractvra(s) ....,lch do not disrupl th• pelvic rinQ), wrth inlemal tb.ation 

Treatment of petterior pelvic rin9 fracture andtor dislocation 'Nit"' percut.antoue skel.tallb.at!en, (includtt nium, UC"foiiec foint and/or ucrum) 

Open tr•alment of anterior rin9 frac:tvre and/or dislocation ~h inl•mal flution, (includ•t pubic symphysis and/or rami} 

Oo., tteatmanl of posterior rirlq fraeture V'd(or dislocation """'-h intemal b.aHot1 ('mcfudas mum, ucrotraae joint andlor u.eruml 

Op.., tn.tment of posterior OR anterior acetabul.al well fracture, with internal ftx.atlon 

Open tt•almtf\1 of.clltabular fradurt(tJ lnvoMn9 anlerior OA po11efiof (one) cofumn, or a fracture running trantv.rsety acron the acet•bulum. wrth lntem.allhr.alion 

Op..., treat. of ac.Ub P.(t) invclv;'n; ant AND post (2) coltmnt. inc T- fr & both collmn fx w/comoftfe atfic. detach .. OR 1 c~l. Of transv. fx wlauoei.at.d ac•tb wei txJ: wlint h 

Open treatment ofbasitar neck,lntartroch..,lerie, pertrodlanterie. or subtJod1a.nletic femoral fracture: with p~le/scrawtypalmplant. with or 'fllt'd.hout c•rclaQe 

Opan treatment of basilar "•ek, "'t•rtroch. pertlodl or subtroch f•moraJ tx: w/ an lnb'amaduftary imolant w/ or w/o lntertocki'lg tcr.....,., and/or cerct.ga 

Op.n treatment of hi~ dislocation. tt•umalic. with ecetabular wall and/or femoral htad fracture, with or wMout Int. mal or edtmaJ h.ation: 

Treatment of soontl.n•CILI• hiP' dislocation (davelc.,mental,lneludin9 con9•nbl. or palhologieal). by abduction I print or tudton: any melhcd 

O•comcuenion e..se;otomy, thigh and/ot lo'tee: on a comoartment (flexor or e.d.ensor or tdductor) 

• 
Reference Reference Ratio 

Service Service to lmpl~d 

CPT MFS Work Ref Code Work 
("100) 

21625 719 1.00 719 

23470 1696 1.23 2094 

24515" 1151 0.40 A60 

24515° 1151 1.00 1151 

24515° 1151 1.00 1151 

24545° 1261 0.79 1017 

24545. 1261 1.21 1545 

24520 €97 0.91 634 

24635 1309 0.94 12:!2 

24635 1309 1.41 1649 

25575" 961 0.65 636 

25575. 961 1.02 999 

26607 540 . 540 

26665 753 

27222 115-4 0.46 531 

27222 1154 0.53 6013 

27222 liSA 0.65 985 

27222 1154 1.97 22n 

27222 liSA 1.56 1622 

27222 1154 2.26 2611 

27222 115-4 1.71 1973 

27222 1154 3.29 3795 

27222 1154 5.26 6071 

27244° 1523 0.94 

27244° 16M 

27253 1622 

27500,1 

15-.l..n-tZ 
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AAOS New and Revised Codes Table 1 

AMA Surv. Cpt Description 
# # 

~eo New 27~97 

461 New 27496 Oecomor••••cn btciotomr. tt1i9h and/or me e. muniple compar1mentt 

~62 New 27499 

551 New 27692 Deeompr•stior\ blsciotomy t~: Interior and/or tat•raJ cornpa.rtments only: with debridement of nonviable mutcl• and/or nerve 

552 New 27693 Oecompreui001 tuciotomy.l•o: posterior compartm.nl(•) cnly: with dabrid•ment of nonviable muscle and/or nerve 

553 1 ~ New 2769~ Oecompr•ssicn taseiotom)'t 1•o: anterior •ndlor lateral. AND postarlor compartmanl(s); with d1brldem.nt of noviabte mutcl• ind/or ,.,..,. 

463 RV 27500 

464 New 27501 Clot ltd tteatment of supraoOndybr or trentcondylat f.,noral fracture wd.h or without intercondylar utension: without manipulation 

466 New 27503 Closed tuatment of tupraeand r or banseondyfar fa moral fracture with or WT!hout intercond ar utMsion. wfl:h manioulahon, wrth or W'lthollt sk~ or skal.tal traction 

469 6 RV 27506 

490 New 27'507 Opan lleatment of femoral st-tafl fracture with plate/acreW'I, wrth or without cwrcla9• 

492 7 New 27509 Percutaneous tktl.tallb.aUan of aupracondylar or transcondylar femorel fncture with or without inlercondyt.r uhnsion 

494 New 27511 Op.n tualment cf femoral wpncandylar or transcondylar fracture without intercondylar axhnsion: with or wrlhovt intemaJ or a.x:t.mal f\u!ion 

496 6 New 2751:3 Op.n treatment of femoral ~.:.~praccndytar or tnnscondyfar fracture 'tlltith intarccndylat extension with or wrthout internal or edema! b.ation 

505 New 27535 Op.-, treatment of tibial ftae1ura, prcdmal fplalaaul; unieondytat 'Mth cr wflhout inlemal or e.d.arf\al fiution 

506 9 RV 27536 Op.., treatment cf tibial ftaciura, pro'Jdrnal (plateau): bicondytar with or wrlhout intamal fix.allon 

512 10 New 27558 Op., treatment of lo'1•• disloc..Uon. 'l'l'ith or wilhovt inl•rnaJ or •damal f\x.alion: wrlh au;ment.&tionlraccntbuction, wtth or Without pt~muy h9amantous r.,:~ait 

.. 517 RV 27750 Closed treatment oftiblal shal fracture: ("Nith or wfthovt f\bular fracture); wdhout manipulatl0f1 

51 e 11 RV 2n52 Closed traatmwnt of1iblaJ shalt fracture: (with or without i'bula.t fracture): 'Nrlh mani1)ulation. with or wrthout akai.UI traction 

__ ·..:5:.:2:.0:;_ __ ;...R..:V _ _:2:.7..:7..:5:.6:;__P..:•..:•..:•..:u_l•_n_•..:o_u..:•..:•_k•..:I..:.W..::....:h.:...:ation of tibial shalt fracture (with or without 'ftbulll.l flactun) (...; pin• or screwt) 

· 521 RV 2nsa Op., tr•atmant of tibial shatt fracture. (with or without fibular fracture) with plate/scr•w•. with or wtthovt c•rclage 

Relerence 
Service 

CPT 

27600,1 

27600.1 

27600,1 

27600.1 

27600,1 

27600.1 

27502 

27502 

27506 

27506. 

27506. 

27506 

\ 27506 

\ 27506 

27532 

27532 

27557 

27532 

27532 

27532 

27532 

Reference 
Service 

MFSWork 
t•1oo1 
530/526 

530/526 

530/526 

530/526 

530/526 

530/526 

1003 

1003 

549 

163 

163 

716 

716 

1665 

716 

716 

716 

716 

• 
Ratio 

to 
Rei Code 

1.75 

200 

2.75 

1.75 

1.75 

2.75 

0.59 

0.59 

1.70 

1.03 

0.83 

1.30 

3.22 

1.29 

1.86 

1.50 

0.57 

0.71 

0 85 

1.29 

522 12 New 2i75g Op.., treatment oftib'-.1 she!\ tractute (.....ith or wdhovt fibular fracture) by lnham•dullary frnl'lanl inctudes intatloc~nq sere.,.,., and/or c•rcla9• 27532 715 1.29 

539 New 27624 Closa<f beatmant cf fr1ctura of,.,eight bearinQ articulat portion of disl.d tibia, (1.e. p•lon or tibial plafond} wdh or -...ithcut •n•sthasia.: wrthout man•oulation 27616 2!!6 1.00 

5~0 New 27625 Closa<f tJaa.lmanl of fracture of weight b•aring articular portion of dicta I b"bi.a. (i• pi'Jcn or tibial plafcnd). w/ or w/o anesthesia: w( skai..W lrtclion &/OR requirng ma.nio 27616 536 1.05 

541 New 27626 Op.n treatment of fraclvre of wai9ht bearinQ articulaJ surt.ce/Dortion ofdltl.al tibi.a (i 1. pi1on or hblal pia fend), wrth intamaJ or edemal f!ution of ftbula onfy 27622.3 664/11~9 . 0.84 

542 New 27627 Ol'.n traalment of tractvre of we~ht beating ar1ic:ular surfaeafr:Jortion of distal lib'-: (i.a. pilon or bbfaJ plafend); with int•mal or aldernaJ ftut1ot1 oflibi.a cnly 27622.:3 864/11-19 I 34 

5~3 13 New 27626 Oo..n ttaalment of fractur• of we'ght bearinq articular surf:aca/portlon ofd~LII trbi.a (i a. pRon or t•biaJ pia fend); wrth intamal or adarnal flr.ation of both bbia and ftbula 27822.3 864/1149 157 

New 27829 Op., trealm•nt of distal tibioftbulal Joint (•yndetrnotis) diuuDUon .,;thor without intarnaJ or ademaJ fbaUon 27822.3 684/1149 0.50 

57-1 New 28531 Oper'l trealmant of ••••mod &aeture with or ~out lnt•rnaJ fiuUan 26530 106 200 

579 New 28576 Percvtanaout skeleU.f flution oHalotanaf feint disloc.atlon: ,..ith manioulalfon 28575 307 1.29 

585 New 2!!636 Percutaneous skel.taJ flulion of matatarsoohela.n9•a.l joint dialoeatlon. wrth mani1)ulatiot1 26645 417 0 68 

Impled 
Work 

923 

1055 

1451 

923 

923 

1~51 

590 

590 

933 

1579 

1354 

714 

1318 

1768 

924 

1334 

411 

513 

515 

924 

286 

570 

853 

1355 

1593 

512 

212 

395 

282 
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AAOS New and Revised Codes Table 1 Reference Reference RatiO 

Servi:e Servi:e to Implied 
AMA Surv. Cpt Description CPT MFS WOfk Ref Code Work 

# # (•1oo) 

590 New 28666 26675 283 0.48 135 

593 New 29850 Attt'UOIC~icany aided trewtment of intercondylar spine(s) -.nd/or tuberosity fraetur•(•J of the knee, wf or w/o mani~ulatlon: w/o W,temal or external babon fncludn. a.rthroac) 27540 1304 0.64 839 

594 New 29851 Atthrotccok:any aid ad baatmant oflntarcendylar apina(s) and/or tuberosity fractura(s) of the knee, 'Nith inlemal or adamalluti'on (indudes arthrosc~y) 27540 1304 1.00 1304 

595 15 New 29855 .Mhrc,.eooically aided treatment of tibial fracture, prodmal (plateau): unieondylar with or without intemaJ or ed.emat fixation ftncluda• arthroteopy) 27532 718 1.29 924 

596 New 29855 MhrosccoicaHy aided treatment ofbDial fracture. proximal (plateau): bicondyiar, w-ith or without intamaJ or a~:hmal bation (includat arthtoscooyJ 27532 718 2.20 1580 

\ 

p,.., .. ,.d by: Aht ~uocial•• lne. 



Orthopa.Surgery Codes - Rererence Services 

Cpt Global Description 

Trauma Code~ 

RV 

RV 

RV 

RV 

RV 

RV 

23470 

24515 

24545 

24620 

24635 

25575 

25605 

213607 

26665 

27222 

27244 

27253 

27257 

27502 

27506 

27508 

27532 

27540 

27557 

27600 

27601 

27816 

27822 

27823 

28530 

28575 

28645 

Elbow Code 

24102 

090 Arthroplasty with proxmal humeral implant (eg, Neer type operation) 

090 Open treatment of humeral shalt fracture with plate/screws, with or without cerclage 

090 Open trerotmenl of humeral supracondylar or transcondylar fracture, with or without internal or external fixation; without intercondylar utenslon 

090 Closed treatment cA Monteggia type of fracture dislocation at elbow (fracture proxmal end of ulna with dislocation of radial head); with manipulation 

090 Open treatment of Monteggia type of fracture dislocation at elbow (lrach.n proxmal end cA ulna with dislocation of radial head); with ex without Internal« external skeletal fixation 

090 Open treatment of rrodial AND ulnar shalt fractures; with internal or external fixation of radius AND ulna 

090 Closed treatment cA distal radial fracture (eg, Co lies or Smith type) Cl epiphyseal separation, with Of without fracture~ ulna- styloid; with mronipulation 

090 Closed treatment cA metacarpal fracture, single; with manipulation, with internal or external fixation, each bone 

090 Open treatment of carpometacrorpalfract;,e dislocation, thumb (SenMttfracture), with or without internal or ex!ernalskelelalfixation 

090 Closed treatment cA acetabulum (hip socket) fracture(s); with manipulation with or without skeletrol traction 

090 Open treatment of basilar neck, intertrochanteric, perlrochanleric, or subtrochantar!c femoral frrocture; with plate/screw type implant, with or without cerclage 

090 Open treatment of hip dislocation, traumatic, without intetnal faxation 

010 Treatment of spontroneous hip dislocation (developmental, including congenital, or pathologica~, by abduction splint or traction; with manipulation requ~ing \nesthesia 

090 Closed treatment cA femorrolshaft fracture; with mronipulation, with or without skin or skeletal traction 

090 Open treatment of femorrol shalt frrocture with or without extetnrol faxation, with insertion of intrameduiiB!y implant, with or without cerclroge and/Of locking screws 

090 Closed treatment of femorrolfracture, distal end, medi11l OR lateral condyle; without manipulation 

090 Closed hrotment cA libirolfracture, proxmal (plateau); with or without manipulation, with skeletal traction 

090 Open trutment of inletcondytar spine(s) and/or tuberosity frroctures(s) of the knee, with Of without internal« external fL'<ation 

090 Open treatment of knee dislocation, with or without internal or extetnal fL'<ation; with primary ligamentous repair 

090 Decompression fasciotomy, leg; ronlerior end/Of laterrol compartments only 

090 Decompression frosciotomy, leg; posterior compartment(s) only 

090 Closed ~~atment cA trimalleohw ronkle fracture; without manipulation 

090 Open trerotmenl of trmalleolar .ronkle fracture, with Of without internal ex external fL'<ation, medial and/Of lateral malleolus; without fL'<ation of posterior lip 

090 Open treatment of trmalleolar ronklefraclure, with Of without internal« external fixation, medial and/Of lateral malleolus; with fixation cA posterior lip 

090 Closed treatment cA closed sesamoid fracture 

090 Closed treatment cA talotersal joint dislocation; requiring anesthesia 

090 Open treatment of melatarsophalrongeal joint dislocation, with or without internal or external fixation 

090 Arthrotomy, elbow; for synovectomy 

Prepared by: Abt Associates Inc. 

• 

15-Jun-02 
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Grnnt V. Rodkey, M.D. 

.. . . 

Chnirmnn, N1l\. Relative Value Update COJnmil:t~e 
hmerican Medical hssociatiori 
515 N. stnte street 
Chicago, IL 60G10 

Dear Dr. Hodlc.ey: 

NIC:I lfJI A!>T. I :(II i(JI(ll.ll:n;, He nre plea~ed to present the n~sul ts of The Socioty 
of 'l'ho:n.1cic Surgeons; l\merican 1\ssocintion for 'l.'hornc:ic 
Surgery 1 l\ln8l:" icnn CollegP- of Cardiology survey of rGlll ti vo 
worJc value recommendn tions for -10 cardinc and thorncic 
procedures. A total of 39 physicians was surveyed: 2~ by 
th~:~ Society of Thoracic Surgeons/ 1\merico.ll 7\.ssocio. tion for 
Thoracic surg~ry and 15 by the J\mericnn College of 
Cardiology, 'l'h.ese. repr~senb~d u balanced proportion of 
academic and: clinical practice-bnaecl physiciaus, evenly 
distributed in the major geographic nr(;laG of the country. 

Loltloll 
'11101-.lt\ ~ 1\. H.J((.:l!!;C!I..; 

Hi~hui,•u 

\\',I :1-1\AI.ll )lA INEI~ 

•

, (~llll!illmt. .11 l .. uyr 
: u:nNt\lttll u,\JU;r 
JhMU:~ I. COX 

• 

II. S'llll~l\1 J'l.<l I u~! 
111-l(IJ I 1\ ). ~~.'\I:J>NJ;n 
i;(IUL:IrJ J. \.IN~IIHII\'; 
J·r.T!;JI <:. f•AJnOLI:Jt() 

l••,•iu,·~~ /d•lll·'.~" 
\\' /II.TFI( 1.:. 1'111\CI" .1. Twenty-two responses were received overall. sJnco 

not nll physicians p~rformcd all of the procedures 
surveyed, the number of rc?.sponr;es for each proposed code 
varied, nnd thug,. indi v idunl response ru b~s were 
tabulated. 

Daolcgrouna. 

The STS I NI.TS has now surveyed i tG members a tott'll of 
tlu:ee times with regard to relative work. values for 
curdiothorocic procedures. The first survey wn£1 clone by 
1\bt Associates in l'lny 1990 with final report released in 
Sept. 19 9 0. 'J.'he Abt study, which wo.s done. by 1:\11 

independent body under sorupulously controlled 
conditions, devt!loped a oorriplete., resource-bused relntiv~ 
value seal~ for cardiothorac:! c o.nd vosc:ulor. surgery. TJH~ 
Abt stut'ly differed substantially :from "l:hB Jlsuio study in 
its rel~tive vnlue deterrni11ations, finding that tnnny 
cardinc ancl thoracic procedure.s were. undervalued. 

In enrly 1992 a Delphi study of rglative work valuBG 
for c"rdlothornoic procedun~s i·H\S conduotcd within the 
specialty, o.nd on Harch 20·1 .1992, a n~port bnsecl on thir. 
study w~s submitted to HCFA. Now, in June 1992, we are 
!.mb~ni t t.ing the resul tg of a tb ird 8\.ll."ve~r of cnrdio-
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to the CPT code Jascribing the graftin~ procedure. Jn 1993, the 
descriptor for CPT 33530 will also encompass cardiac valve redo 
procedures, thus making the code more of a gei)eric open-heart 
surgery redo code. 

Wc:a believe that the relative value assigned to identify the 
work of this new mix of services must be based on the increased 
work involved in the redo' of a heart valve. This procedure includes 
many of the same high-risk, high-intensity elements of a redo 
coronary graft, such as a reopening of the sternum and lysis of 
adhesions in the chest wall. However, replacing a valve requlres 
dissection of the heart muscle, and therefore,· in a redo vulve, 
additional scar tissue must be manuged in an effort to expose the 
initial valve. This aspect of the va)ve redo surgery is unique nnd 
requires greater work effort than the redo for grafts. 
cardiovascular surgoons l1ave long supported this generic cardiac 
redo concept. Our expectation is that the RVU ansigned to CPT 33530 
will represent an average of these services. 

The STS/AATS/ACC survey results yielded a work value of 1000. 
The current MFS value is set at 618, only one-third of our 
estilnated valu~. our technical advisory committee adjusted the 

.estimate down to a value of 1200, recognizing·the overall mix or 
redo services. We appreciate the opportunity to provide a more 
accurate estimate for this service, as the additi6n of the redo for 
valves significantly incr~asas the ov~rall value of this service . 

Coronary ar~ery bypaso grafting procedures 

STS/AATS and ACC hLlve spent five years attempting to get codes 
established in the CPT that accurately reflect the use of saphenous 
veins and arterial grafts in coronary artery bypass operations. In 
1992, \'larking closely with the AMA CPT Editorial Panel, a revised 
sat of coronary artery bypass grafting (CABG) codes were adopted.· 

The CPT codes for reporting CABG procedures now reflect the 
true picture of how these ope.rations are done, that is, with 
saphenous veins only; with arterial grafts (e.g. internal mammary, 
gastroepiploic or epigastric arteries) only; or with combinations 
of venous and arterial grafts. We estimate that approximately 80% 
of the coronary artery bypass operations done today are combination 
saphenous vein and arterial grafting procedures, 

· The combination grafts are reported with two CPT codes, one 
for the venous grafting and one for the arterial ~rafting, but, 
since they are viewed as a single procedure, they received only one 
RVU estimate in the survey. Table 1 contains the language approved 
by the CPT Editorial Panel for CABG procedures and instructions on 
reporting these codes. Table 2 is a sample page demonstrating how 
the combined CABG procedures were described in the AMA/RUC survey. 

Cardiac surgeons universally agree that a higher degree of 
time, intensity, skill, and effort is involved in doing the 
combined procedures and the arterial grafting procedures than in 
doing the venous gr<lfting, Arterial grafts, which hove proven 
longer patency, ore more fragile, more difficult to harvest, and 
more difficult to suture because. of their delicacy. ThiEt is 
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reflected in the high~r work values assigned to these two types of 
procedures in the AMA/RUC survey. 
· comparative data for one procedure, CPT 33510 :~oronary artery 
bypass, autogenous graft (e.g., snphcnous vein or internal mammary 
artery); single graft, yields the following: 

Medicare final rule recommendation for CPT 33510 = 23.67 
Abt RVU for CPT 33510 ~ 32.93 
Delphi study-based RVU recommended to HCFA for 

CPT 33510 e 28.00 
AMA/RUC survey for CPT 33510 = 29.10 

In the Delphi and AMA/RUC surveys, CPT 33510 was based on the 
upcoming 1993 descriptor, vlhich does not include the internal 
mammary nrtery graft. The Abt study is based on the older 
descriptor, which does include the internal mammary artery. This 
explains the higher value from the Abt recommendations. 

Although the NFS RVU technically includes the IMA in the 
descriptor, we believe that most surgeons, in an attempt to 
correctly report combination venous and arterial grafts, have been 
adding modifier -22 to 33510 (and all analogous CABG codes). Thus, 
33510, reported from the MFS without a modifier is tantamount to a 
single venous graft. Therefore, we think that the MFS, Delphi, and 
AMA/RUC recommendations are, in effect, addressing the same 
procedur~, a single venous graft. 

survey instrument and reference procedures 

survey respondents used the magnitude estimation methodology 
for assigning worJc valueg. Under this method, seven selected CPT 
codes were used as r~ference points to help guide survey value 
estimation. The seven codes chosen as references had assigned work 
values that were agreed upon by HCFl\., S'l'S/AATS, and Ace. The 
reference procedures are listed in Table 3 . 

. The great majority of respondents referenced the new and 
rev~sed procedures under consideration to CPT Codes 32100 35301 
and 35081, including combinations and multipliers. ' ' 

Patient descriptions 

CADG Codes (Tracking Nos. 144-159) 

. Pa~ients undergoing coronary artery bypass grafting are 
~ncfeas~ngly elderly ~en a~d women with unstable or postjnfarction 
ang na. (Patients w~th mlld to moderate angina are currentl 
treaied w~ th coronary angioplasty.} These are often complicated b~ 
ir7v ous myocardial infarction, diabetes, hypertel)Sion renal 
allure, chronic obstructive puhnonary disease, prQvious 'cl\BG or 

other open-heart surgery, and·periphcral vascular disease. These 
peop e range from ill to very ill, and the procedures are 
frequently done on en emergency basis. 
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Raop&ration for CABG and heart valves (Traoking No. 0024} 

Patisntr; undergoing redo ope·ration~ for .doroue.ry artery 
dise3Ge are d~scribed ubove, but note thnt ·they nre usually old(?.r 
and more ill tha11 individuals undergoing initinl'bypnss grnfting. 
Patients undergoing redo valve operntion5 rnnge in agB from young 
to elderly and suffer from mitral, aortic, or tricuspid di~ea~e 
caused by infection, ventricular dysfunction, aneurysm, aging ond 
inflammation. They are often older and usually much more ill them 
incli viduals getting an initial valve replo.cement. 'l'hey often hav(;J 
complications such as ooronnry artery disease or other cardinc 
pn.thology, bleeding, hypertension, aneurysmal disease, 
coagulopathies, and active in!eotion. 

Repair or coronary arteriovenous fiBtul~ (Trackirtg Noa. 0004-0005) 
. ' 

Patients with coronary nrteriovenous r i otulo range in nge from 
the very young 'With n congenital heart defect such as n left-ri<;~ht 
shunt to middle-aged to elderly patients with progressive card1nc 
failure. They may be ~symptomatic or quite ill. Symptoms includ~ 
heart murmur, fatigue, ucute onset o~ congQs\:.ive heart failure, 

'The condition i \:self is ultimately life-t.hreutening and must be 
corrected us Goon as it is discovered. 

Ome~tal flap (Tracking No. oooG) 

Patients needing this procedure o.ro seriously ill micldle-<'lged 
to elderly und often -vrill have had chest wnll tumors or invasion of 
the chest wall with lung cuncer. The majority have had infl?lctions 
of the cher.t vJall, resulting in sternnl ciehisce11ce, or 
mediastinitis following surgery or trauma. The procedure reguirea 
a separatB celiotomy aJld closure and tokedown and manipula~ion of 
the flap to accomplish the repcdr, 

Aortic nuopens ion {aortopexy) (Tracking No. 1.6 o) 

I 

This would be used in u pf\tient needing decompression of 
1.:rn.cheu, such ns occur a in children w:i. th trncheomolncia. 

Frequency ot prooeourea 

'l'he coronary byposs grnfting operations · nnd cardiac redo 
procedures are high volume operations. Approximately 400,000 
coronary artery bypass graft procedures are performed in the United 
States eacll year. Of these, nbout 3 Ot r.r~ r.ado pi:oocclttrE'~ · 

, Some of the procedures !equiring new · .-codes nre done 
lnfrequently, and the physicinns responding to this portion of the 
survey indicated thut they did no more than 2 of: those procedures 
in a year's time . 
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Some of the procedures requiring new codes are don~ 
infrequently, and the physicians responding to this portion of the 
survey indicated that they did no more than 2 of those procedures 
in a year's time. 

statistical analysis 

The data v,~ere analyzed with means, medians, and standard 
deviations, of the responses derived for each of the. 40 codes. 
Mean RVUs are reported in Table 4, along with recommended work 
values. The compiled results were finally reviewed by a technical 
advisory committee of experienced surgeons for face validity {See 
Table 4 for committee adjustment numbers). 

Note that the incremental work for venous grafting alone is 
based on an algorithm resulting in an additional two RVUs for each 
additional venous graft. For arterial grafting alone, the increment 
in work values is three additional RVUs for each additional 
arterial graft. For combination grafting, the addition of 5lll.Qh 
venous graft to the basic arterial graft code represents an 
increase of two RVUs per venous graft. 

~.~~~r;ly, ~ 1i· , 
c:::7C /L1.1-
Sidney Le tsky, M.D. ~ 
Chai':'man, STS/AATS Commflee n Nomenclature & Coding 
Surg~cal Representative, ACC Coding and Nomenclature Committee 
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Table 2. ( 
1 

IhLi.nll o b: in • co de Lfl.DLUJL~ .t\. ... t QJ ..e..p o r t c o.r.Qill\.t.Y..-t!.I: Uu:~ .lu:.l2Alt6. 
.P.tt'~ .. Q.~!U-\I.UnL.Y.tJlQ.UA..~~..-t.W! s e cwitULJili®l!Lli.Q.I.Ju~ •. .un.e.s.I_J;.Q 
nJ2.Q.t.L.lll..lW1.nrl.P.t:ma ~..-C.C.U:.tmru:-...Y-Atl~~t.Au:::.u.....urtim: 
a..r...le.rial .11.ra.f ts ancl VRnfln,:t "r"'f t.~:: r\,;,..;.,.,c. t-h .. .,.,,., ,.. ...... ,.. ... ,..... ~: .... 
- "' • - M w..r...c•• ,_, •• ., •• ,, • W+ -.J.'UNW+ v•••e- '=W···~u Pl. ~t;b..LD.~~ 
ttnf ts, 

3.35'hX Coronnt·y artery bypaH, vein only; ~ingle coronary Y.e.Jl.tl...V..q srart 

335X'I-. two coronary .Y.tlJQ..I.Ui grarL~ 

3 3 5'1:\ t h n et co ron M" y ~.D.Q.IhCi. ~ nlf t s 

335~~ four coronary :'Lt.ll.D.ll [ gr11f t.s 

335M five coronary YJID.Q..I.!.Ji grdt11 

33ij Y,X 3 i>t o.r more coronary .Y..e.llil.LI.Q grnfts 

(For s~p~rbte pr~curement of grnft, odd modifier -62 1 au~vices ~eradurod 
by two suq~eons 1 or -us~ 09962.) 

QDtWINEP ART~RlAL~~IlliQ_IQR CORONARY bYtA$~ 

.:the f o H tUt.i n ~ c.Q d .Q.L»X .e ..... .IJ.UJL to r e p o.1:.Lt.o. r.t' JUl.t:X-ll de. r .l' .• Q.YlHHl..a 

.tU: Q..C.A.Ct~ tiVLJUll n~.QJ), &_g_OLf.J..Len.LIU!~r.i».L ;...t:.lll.iJL...d ur in; ... tha ... li.B..OU!. 
procedure. Tbes~..c.o.Jl.e..a..~~ 

l:,Q_r_gJ!Pt:.t coolh.int...tLWJU.W-veno~ sulls....J.U;; ne._ces.u.r.y to r~n-~ 
WJU I 1 ) t UCLlUl..ttCO.D.~.Ub~WI..I.R-~X.A.t.tJ..rulJ'J. 
.Llli~~ll51.)\)_;_nru.t .• _.'-)._~1\Lil P.PJ.:.9.P..d..fl.te_Ptl~.r.ll.La uLL.CJl.tl.C) 
035'{~ -3356.'/....L. . 

o 3351.~ Coronory arte17 l.lyposs, \.Ising ve'nous grofte(s) nnu l\rtcrhl 
gra!t(s); singlG vein gr&!t (list seporstoly in addition to 
code for arterial graft) 

0 335'1-X two venous grnftB (liRt aepnrat~ly in n~dition to code for 
nrterial graft) 

.._I • .., •' • '}·f'' t,,. 

·.I 
' . 



• 

I • 

• 

0 335~ three vcnouc trnftD (llJ~ sep~rAt~ly in nddi tion tb· cod~ 
!or nrteribl £raft) 

o 335~X fou~ vcnOUi ir~f.ts (list 11eparntely in ~ddition to code for 
nrtRrial gre.f t) 

. 
five venous ~rAft• ( li• t separately in ndcl i ti:on ttJ code ror 
nrtorhl·grn!t) ' . o 335>'-.K 

D 335XJI.. six or more venous grnfts (li~t separately in ~ddition to 
c~de for artarinl graft) 

AR~BiAL uRAFTlNG FOR CbROliARY ARI~RY EY!ARS 

.I.l:uL.fJl.l.l mdJUL.C ~UU:.e.s3 ,_t. <2J: e 12.0 r t QQIOD n O'Jtl.Ar.U n.au 
n:aJc:tJ.dureb usin~ nrte.ria)._.&~Dd comllinncl n.r..tcrial-vllnou& 
tJ:AfJ:Ii 1 lill3~B WliJd_e the U!lfl Qf t:be iDllm~l\X'.L. 
ustr:.a.epiQloiurlery. en..iznstric erterv. radh.l nrtarY. e.n.d e.rtedttl' 
ccndui t.B .Jlrocured ttnm...D.thu sittUU 

Io UDO r.i...J:Qmb incd IU..le ri nl-_yeno.uJ.J.tll! t B i t_u_no c eUJU:)' to rc.nru:.L t'tLQ 
.Q.~es t l ~ the nnnr.c..tU:..i.AU..Jlttet:ia1 craft code ! 335XX.-33..10.X.): ntHL . .2.1 
~e @.PrQJiriiJ te comb ined,o.rtcrie.l-yenoue &raft code. C335~3.S'iX L 

o 335~)\ Co·rono.ry a..rtary bypi\U, u~: ing e.rt~rial grnf t (II) l singlo 
e.rtcdal graft 

0 3351..~ two coronnry nrtarhl gnf ts . 

0 3351J.. three coron~ry nrterinl grafts . . 
0 335'i..'$. four or more ooronnry arterinl graft& 
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&M ~~1} ud lh.t [>ttUllt '• Wloc tur.l.ly'a 
IIU4a, UM1IY1 !h.&- ,~ .. IIIJ~ ~~ll.m<~..,. ol · 
~ 14 i.l.lh a.mdo-, 7\J't.ldw lniHll1 
t;>tl>4 40 ~ r..u-~(cu ... ~ lht tl!.i.:llt 
v.l.l Ol' Cual1'1 

t..u.LLI . ...,lw ~~ ~ 4.Q'1 fix~ m.lualioa 
ud l!l-llloi.JI~6r& t~ .-b.ldr ~ul~oo.o U....u 
duM kt)' ~:'·~~AI In All\6lf; a 
..,!:f.nUA.&Mwlfl!w!u.b.:u.! ~Ill! d.c~ 
w.~ ~r ~ ~!!fl..W1 . CWAUlL!t u4/w 
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Table 4. Society of Thoracic Burgeona/Ameria~n Association 
!or Thoro.aio Surgaryj1Unarican College or Cardiology 

Summary o! Burvcy Results - Mean RVUR 

Section A: 

TRAC~ING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVUJ 

Committee 
1\djuotmentz 

TRACKING NUMBER! 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVUl 

committee 
Adjustments 

TRACKING NUMBER: 
CPT CODE: 
nnm mrrrrnnrni · 

RESPONSES: 

MEJ\N n.vu: 

STS/AATS/ACC combined analysis 
SAMPLE SIZE: 3~ 

·0024 
33530 
Reoperation, coronary artery bypass or valve 
procedure, more thnn one month after original 
operation (listed separately in nddi tion to 
code for primary procedure) (Use 33530 only 
for codes 33400-33478; 33510-33516 (Basic 
procedures include endarterectomy or 
angioplasty) . 

19 

1066 

.12 0 0 

150a 
335XX 

·Coronary artery bypass, using venous graft(e) 
nnd arterial graft(s); single vein grvft 
(list separately in addition to code for 
arterial graft: AND Coronary artery byposs, 
using arterial graft(s) and single 
arterial graft. 

13 

3098 

3100 

l50b 
335XX 
rnrnnnry nf~~rr ~ypass, usin? venous graft(s) 
(l1st separafe y .1n aaa1~1on ~o uuu~ LvL 1 

arterial graft: AND coronary artery bypass, 
using arterial groft(G); two coronary 
arterial grafts . 

13 

3439 



• 

• 

• 

committee 
.AOjuotment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIP'.l'OR: 

RESPONSES: 

MEAN RVU: 

CoDUilittee 
Ac:lju~tmentt 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU1 

Commit tea 
AOjustmentz 

TRACKING NUMBER! 
Cl?T CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

3500 

l50c 
335XX 

14 

Coronary artery bypass, using venous graft(s) 
and arterial graft(s); single vein graft 
(list separately in addition to code for 
arterial graft: AND Coronary artery bypass, 
using arterial graft(s); three coronary 
arterial grafts. 

13 

3704 

3900 

150d 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft(s); single vein graft 
(list separately in addition to code for 
arterial graft: AND coronary artery bypass, 
using arterial graft(s); four or more 
coronary arterial grafts. 

13 

3967 

.(000 

151a 
335XX 
Coronary artery bypass, using venous gra!t(s) 
and arterial graft(s); two venous grafts 
(list separately in addition to code for 
arterial graft: AND Coronary artery bypass, 
using arterial graft(s); single arterial 
graft. 

13 
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MEAN RVUt 

committee 
Adjustments 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU: 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU: 

ColiUllittea 
AOjustmantz 

TRACKING NUMBER: 
CPT CODE: . 
CPT DESCRIPTOR: 

3305 

3300 

151b 
J35XX 

15 

coronary art~ry bypass, using venous graft(s) 
and arterial graft(s); two venous grafts 
(list separately in addition to code for 
arterial graft: AND coronary artery bypass, 
using arterial graft(s); two arterinl grafts. 

13 

3.545 

3600 

151c 
335XX 
Coronary artery bypass, using venous graft(s) 
and' arterial graft(s); two 1 venous grafts 
(list separately in addition to code for 
arterial graft: AND Coronary artery bypass, 
using arterial graft (s}; three arterial 
grafts. 

12 

385<& 

3900 

l51d 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft(s); two venous grafts 
(list separately in addition to code for 
arterial gr~ft: AND Coronary artery bypass, 
using arterial graft(s); four or more 
arterial grafts. 
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RESPONSES: 

MEAN RVU: 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVUl 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEJLN RVU: 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

12 

.(OBP 

4100 

152a 
335XX 

16 

coronary artery bypass, using venous graft(s) 
and arterial graft { s) ; three venous grnfts 
(list separately in addition to code for 
arterial graft: AND Coronary artery bypass, 
using arterial graft(s); single arterial 
graft. 

13 

3428 

3500 

152b 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft ( s) ; three venous grafts 
(list separately in addition to code for 
arterial graft: AND Coronary artery bypass, 
using arterial graft(s); two arterial 
grafts. 

13 

3$59 

3900 

152c 
335XX 
Coronary tirtery bypass, using venous graft(s) 
and arterial graft(s); .three venous grafts 
(list sepnrately in addition to code for 
arterial graft: AND Coronury artery bypass, 
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RESPONSES: 

ME1\.N RVUz 

Committoo 
.A~justment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU: 

Committee 
1\djustmentr 

TRACKING NUMBER: · 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEhN RVUt 

Committee 
Alijustmont: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

.I 

using arterial graft(s); 
grafts. 

12 

4036 

4100 

152d 
335XX 

17 

three arterial 

Coronary artery bypass, using venous grnft(s) 
and arterial graft ( s) ; thre~ venous grafts 
(list separately in addition to code for 
arterial graft: AND Coronary artery bypass, 
using arterial graft(s); four or more 
coronary grafts. 

12 

.C3l2 

4400 

153a 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft(s); four venous grafts 
(list separately in addition to code for 
arterial graft) AND Coronary artery bypass, 
using arterial graft(s); single arterial 
graft. 

13 

3.593 

3700 

153b 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft(s); four venous grafts 
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RESPONSES: 

MEAN RVUr 

committee 
A~justmant: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN .RvtJ: 

committee 
Adjustmentz 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

ME1\.N R.VU: 

Committee 
A6justments 

TRAClaNG NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

1B 

(list separately in addition to code for 
arterial graft) AND Coronary artery bypass, 
using arterinl graft(s); two ~rterial grafts. 
12 

3879 

4.000 

l53c 
335:XX 
coronary artery bypass, using venous graft{s) 
and arterial graft(s); four venous grafts 
(list separately in addition to code for 
arterial graft) AND Coronary artery bypass, 
using arterial· graft(s); three arterial 
grafts. 

12 

o4l.B8 

"3.0 0 

153d 
335XX 

,.-~ 

coronary artery bypass, using venous graft(s) 
and arterial graft(s); four venous grafts 
(list separately in addition to code for 
arterial graft) AND Coronary artery bypass, 
using arterial graft (s}; four or more 
arterial grafts .. 

12 

(439 

4500 

154a 
335XX 
Coronary artery bypass, using venous graft(G) 
and arterial graft(s); five venous grafts 
(list separately in addition to code for 
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RESPONSES: 

MEAN RVUt 

committao 
:AOjustmontt 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES; 

MEAN nvu, 

commit teo 
AdjustmGntt 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU: 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 

19 

arterial graft) AND coronary artery bypass, 
using arterial graft(s); s~ngle arterial 
graft. 

13 

3754 

3900 

154b 
335XX 
coronary artery bypass, using venous graft(s) 
and arterial graft(s); five venous grafts 
(list separately in addition to code for 
arterial graft) AND Coronary artery bypass, 
using arterial graft(s); two arterial 
grafts. 

12 

4049 

4200 

154c 
335XX 
Coronary artery bypass, using venous ~raft(s) 
and arterial graft(s); five venous grafts 
(list separately in addition to code for 
arterial graf.t) AND Coronary artery bypass, 
using arter1al graft (s); three arterial 
grafts. 

12 

4320 

4500 

154d 
335XX 



• 

• 

• 

CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU: 

Committee 
.h~justment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR~ 

RESPONSES: 

MEAN RVU: 

Committee 
Adjuatmont: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVU: 

committee. 
.h~juatmont: 

'. 20 

Coronary artery bypass, using venous graft(s) 
and arterial graft(s); five venous grafts 
(list separately in addition to code for 
arterial graft) AND Coronary artery bypas~, 
using arterial graft(s); four or more 
arterial grafts. 

12 

.(57l 

4700 

l55a 
335XX 
Coronary artery bypass, using venous graft{s) 
and arterial graft (G) ; six or more venous 
grafts (list separately in addition to code 
for arterial graft) hND Coronary artery 
bypass, using arterial graft(s); single 
arterial graft. 

3669 

4100 

155b 
3J5XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft{s); six or more venous 
grafts (list separately in addition to code 
for arterial graft) AND Coronary artery 
bypass, using arterial graft(s); two 
arterial grafts. 

12 

4279 

"400 
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TRACKING NUMBER: 
CPT CODE: 
CP'l' D·ESCRIPTOR: 

RESPONSES: 

ME!l\N RVUt 

committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTORi 

RESPONSES: 

MEAN RVU: 

committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

HEAN .RVU: 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 

21 

1550 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft ( s) ; six or more venous 
grafts (list separately in addition to code 
for arterial graft) AND Coronary artery 
bypass, using arterial graft(s); three 
arterial grafts. 

12 

(526 

4700 

155d 
335XX 
Coronary artery bypass, using venous graft(s) 
and arterial graft(s); six or more venous 
grafts (list separately in addition to code 
for arterial graft} AND Coronary artery 
bypass, using arterial graft(s); four or more 
arterial grafts. 

12 

4900 

156 
335XX 
coronary artery bypass, using arterial 
graft(s); single arterial graft 

21 

3262 

3100 

157 
335XX 
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CPT DESCRIPTOR: 
RESPONSES: 

ME:hN RVUl 

Committee 
Adjustment: 

TRACKING l~UMBER: 

CPT CODE: 
CPT DESCRIPTOR! 
RESPONSES: 

MEhN RVUl 

Committee 
Adjuatment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 
RESPONSES: 

MEAN nvu, 

Committee 
Adjustment: 

TRACKING NUMBER: 
CPT CODE: 
CPT DESCRIPTOR: 

RESPONSES: 

MEAN RVUz 

committee 
AC1justmont: 

21 

3507 

3400 

158 
335XX 

21 

392B 

3700 

159 
335XX 

21 

4000 

160 
335XX 

22 

two coronary arterial grafts 

three coronary arterial grafts 

four or more coronary arterial grafts 

Aortic suspension for tracheal decompression 
e.g., for tracheomalacia (separate procedure) 

18 

1766 

1600 
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ATTACHHENT 8 

SOCIETY OF CARDIOVASCULAR & lNTERVENTIONAL RADIOLOGY 

10201 Lee lli!-\hway, Suite 160, Filirfax, Virginiil22030 (703) 691-1ROS IFAXI (703) 691-tRSS 

D~..o 
/' 

Mark J. Segal, Ph. D., Director 

Department of Health Care Financing and Organization 

American Medical Association 
51 5 North State Street 
Chicago, Illinois 60610 

Dear Dr. Segal, 

. ~ . 0~ 
c'W.t .·. ul/, ly(: 

1';;,,_ 1( 1'. 
'l17~~ • It 

'.tc 

June 17, 1992 

<fa 
~~ 

. ~!;/) 
v,r· 

We would ·again like to thank you for soliciting the input of the Society of Cardiovascular 

and lnterventional Radiology (SCVIR) in the valuation of several new CPT codes.' Because our 
physicial!s typically have the most expertise in procedures involving image-guided intervention, 
we believe that we are uniquely. qualified to rate these procedures. We look forward to 
presenting our results at the Rvs·· Update Committee (RUC) meeting on June 25 - 27, and to 

continuing to contribute to the ongoing process of improving the Fee Schedule. 

This letter summarizes the results of the RUG Advisory Committee (the Committee) survey 

to value 54 new CPT codes, which was carried out under the guidance and supervision of Lewin­

ICF. The methods used to estimate values and the resulting recommended values are described 
in this introduction. To simplify, this process, we have grouped the 54 codes which were valued 

into 14 groups of similar types of services, as shown in the table below. 

The balance of this letter describes the procedures that we valued, and the analogous 

codes used to arrive at work RVUs. We first describe the codes from three groups which, we 
believe, should not be changed from their current valuation. All of these procedures were valued 

through the standard magnitude estimation technique, and the small changes In nomenclature 
adopted by the CPT editorial panel should not affect these values. We then describe the 

remaining eleven groups of procedures which have new or significantly changed CPT 
descriptions, thus meriting valuation. 
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Methods Used to Estimate Work RVUs 

The methods used to determine the values reported above were obtained from your letter 

of June 5th. We used the survey provided by the AMA, and included a cover letter from the 

committee chair explaining the valuation process. To ensure that an adequate sample was 
obtained, the committee chair identified a number of physicians who were not on the committee, 

but were exoert in the procedures being surveyed. The survey was completed by fourteen 
physicians expert in the field of interventional radiology. - · 

The survey results were compiled by Lewin-ICF, and summarized for the use of the 
committee. In addition to the median and mean work RVUs, the committee's materials included 

the number of times the physician performed the procedure in the last 12 months, key reference 

services used, and the fraction of times the old code would be replaced by the new code. Final 

recommendations were then determined by conference call. Nine of the surveyed physicians 

participated in the call, including the experts who were added to the committee for the purpose 
of valuing certain procedures. We used the median and mean survey values as a starling point 
to determine the appropriate values for the two codes in question. After the discussion of each 
code, the finaf values were determined by the consensus process. 

For certain groups of procedures, the committee determined that experience in carrying 

out a type of procedure was a better measure of "fitness to rate" than experience in carrying out 
one given procedure. For this reason, aggregated frequencies are reported for the following 
groups of procedures: open and perc·utaneous balloon angioplas~ codes (0023a- 0023z), open 
and percutaneous atherectomy codes (0023o- 0023z), angioplasty suparvision and interpretation 

codes (0023aa- 0023ee), atherectomy supervision and interpretation codes (0023ff- 0023jj), the 

placement of needle localization wire, breast lesion localization (138 and 139}, and intravascular 

stents (163 - 166). 

The final values for each procedure are summarized in Appendix A, along with key 

reference services used in evaluating the procedures, and the mean number of times per year 

the physicians performed each type of procedure. The codes to be used for historical 

crosswalks are summarized in Appendix B. Finally, a one page description of the survey results 

and consensus process for each code is included as Appendix C. We are currently completing 

this appendix, and it will follow under separate cover. 



• II. Relative Valuation of New Services or Those With n Slgnlflcnnt Change In 

Nomenclature 

The following 11 groups of services were valued by the .survey Instrument as constructed 
by the AMA and were then subjected to a small group consensus conler~nce. Whore there wns 
a significant disagreement among survey respondents or where the values were discrepant lrom 
procedures considered analogous, the group discussed those procedures and values. In some 

cases this resulted in a change in valuation. In no cases did these changes result in an increase 

or decr~ase of values bey.ond the range of values obtained by survey. 

A. Tracking Numbers 0023o-z: Peripheral Atherectomy. , 

The panel had some dilficully recommending values lor these procedures because the 

approved CPT codes do not adequately describe the procedures in question. The codes 

requested by the SCVIR were lor athereclomy first vessel and atherectomy each additional 

vessel. We made no distinction between open or percutaneous, and did not attempt to maintain 

anatomic symmetry with the angioplasty codes In the SCVIR request, primarily because 

atherectomy in some of the anatomic sites currently treated by angioplasty is either unheard of 

or extremely infrequent at best. We therefore .had dillicully in assigning values to many of the 

• codes granted by the Editorial Panel. 

• 

Atherectomy is performed in two general clinical scenarios; as a primary or "stand-alone" 

proc.edure and as a secondary service in the face of a complication from angioplasly. The work 

by way of lime, risk, skill, effort, judgment, and stress is dillerent in these two slluallons. In the 

group of physicians surveyed, it was noted that some Individuals performed alhereclomy as a 

primary procedure g5% of the time, while In other practices atherectomy was performed as a 

secondary procedure in 80%-95% of cases. There was also some conlusion wllh regard to the 

conventions for use of these codes with regard to lhe inclusion of acce~s. selection, concomitant 

diagnostic services, and preceding or following therapeutic services. For ease of survey and lor 

the maintenance of consistency in the newly Instituted component coding system for 

interventional services, it was decided to value these services as analogs ·to angloplasty and to 

use the very same conventions for use as are currently approved lor lhe angloplasty services . 
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The preprocedural and postprocedural work is as described above lor angloplasty. In 
addition, as angioplasty Is U1e "gold standard" lor percutaneous intervention, considerable 

thought Is mandatory in choosing those cases where primary atherectomy might offer 

advantages over angioplasty or where atherectomy might be of value as an adjunct to 

angioplasty. Therefore, preprocedural planning time might be lncre·ased over angloplas\y 

services. The intraprocedural work is similar to the description lor angioplas\y as well. Some 
·atherecto~y devices are used to primarily recanalize an occluded vessel. In this scenario, the 
procedure is akin to the passage or a wire guide through an obstruction. In other cases, the 

atherectomy is used to primarily treat a luminal narrowing. The risl< of dissection Is somewhat 

less than with angioplasty. The size of the entry sheath is larger and therefore the tisl< of 

hematoma, pseudoaneurysrn formation, and vessel occlusion Is somewhat greater and the time 

required to achieve hemostasis may be Increased as well. 1\s there Is a lesser chance of 
dissection, subsequent passages of -the atherectomy device Is technically easier than multiple 
passes of a wireguide and angioplasty balloon catheter. The time lor the atherectomy procedure 

is usually longer than a comparable angioplasty procedure. 

In the case of a\herec\omy used as an adjunct to angioplasty, the p~ocedure is shorter 

than a primary atherectomy, but the. passage of the device through Intimal flaps and dissections 
is more treacherous. The procedure has some redundancy with the antecedent angioplasty and 

will obviously be subjected to the multiple surgery decrease in payment policy. Despite this, the 

valuation for alherectomy in this selling should be decreased as compared wllh primary 

atherectomy. 

Open alhereclomy as open angioplasty is generally performed during vascular access lor 

another operative procedure. In many institutions, the interventlonallsl attends In the operating 

room with a surgeor:. In these cases, the surgeon is performing the open operative procedure 
{a grart of some type, in most cases) and the interventionalis\ then performs the atherectomy 

through the incision used lor the primary surgical procedure. In other instilu'tio.ns, the operating 

surgeon performs both services. In the case of some large bore alhereclomy 'devices, the open 

ap.proach is used to place the device without any other operative procedure planned In 
conjunction. This is by far \he more rare occasion. This should occur slightly more frequently 
with atherec\omy than with angioplasty because of device size. Routine open vascular access 

lor most angioplas\y or a\herec\omy devices Is not necessary. 

Because of these considerations, the s.urveyed physicians valued open and percutaneous 

alhereclomy exactly equally with regard to work RVUs just as open ~nd percutaneous 
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angioplasty are valued exactly the same with regard to work RVUs. The survey results revealed 

a dichotomy of values, however. This was due to the disparity in use between primary and 

secondary atherectomy. As well some confusion was introduced beca\)se of the theoretical 

nature of several of the atherectomy procedures as noted above. These ,.issues were resolved 

by the consensus conference as follows. 

First, it was decided to value the procedures as a blend of the two general types, primary 

and secondary. In the case of secondary procedures, they would be coded in addition to the 
primary (usually angioplasty) procedure. The SCVIR would be pleased to supply data to indicate 
the expected frequency with which these services should be provided as secondary procedures 

so that possible abusive coding practices may be monitored. As such, the value assigned is 

lower than would be expected if the procedure was to be used as a primary procedure only or 

if it were to include any antecedent or subsequent angioplasty. It was the expert panel's opinion 

that to value the procedure otherwise might provide incentive to use a technology more freely 

than indicated and would not prevent abusive use of these codes in addition to other service 

codes. The blend of survey values chosen was such that the values for atherectomy are 11 0% 

of the analogous angioplasty services. 

Second, the panel decided that they would value the theoretical (but as yet unreported) 

services and the very rarely performed services by applying the same 11 0% value by comparison 

to angioplasty even though in these cases actual experience car- not be used for obvious 

reasons. Recommended values fo~ the atherectomy codes are shown in the table below. 

Mean 

Frequency 

Tracking Procedure Final Key of Annual 
Number Code. Descriptor · Value References Performance 

00230 354XX Transluminal 1167 35471 23 
peripheral 35450 

atherectomy, open; 

renal or other .. 

visceral artery 

0023p 354XX aortic 801 35472 23 
35452 

0023q 354XX iliac 701 35473 23 

35454 
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' Mean 
: 

I Frequency 

Tracking Procedure Final Ke( of Annuol 

Number Code Descriptor Value References Performance 

0023r 354XX femoral-popliteal 854 35474 23 
35456 

0023s 354XX brachiocephalic 11 01 35475 23 
35458 

0023t 354XX tibioperoneal trunk 1001 35470 23 

and branches 35459 

The procedures used as the basis for valuation are the angioplasty codes 35450-35476, 
and 92982- 92984. The value of these cross-reference procedures should be unallected by the 
valuation of atherectomy services as the cross-reference procedures we're originally valued by 

magnitude estimation without inclusion of atherectomy services, becaupe the total volume of 

atherectomy ser-Vices is very small as compared with the vofume of angioplasty services, and 

because the difference between the value of the two classes of serVices (angloplasty and 

atherectomy) is too small to materially affect the Medicare system . 

B. 0023ff-jj: Peripheral Atherectomy Supervision and lnte~pretatlon. 

These codes were valued by comparison to the analogous angloplasty supervision and 

interpretation codes. It is unclear as to why renal atherectomy superv(sion and interpretation 
services are separated from visceral athereclomy supervision and Interpretation services, while 

they are combined in the analogous angioplasty radiological services. This is especially ~urious 
since only a handful of renal alherectomy cases have been performed and reported and no 
visceral cases have even been reported. 

The services ~re exactly as described in the section dealing with supervtston and 
interpretation work for angioplasty. The surveyed physicians were In complete. agreement that 

the work RVUs should be equal to the analogous angioplasty radiological services. We again 

do not agree with the values for those services. However, the work involved in' these new codes 

is exactly the same ?S the work inherent in the existing angioplasty supervision and Interpretation 

services. This left the surveyed physicians and the expert panel lnvolyed with the consensus 

conference little choice but to value the new codes as stated. Recommended values lor these 

codes· are shown in the table below. 



• 
0023ff 

0023gg 

• 0023hh 

002311 

0023jj 

759XX 

759XX 

759XX 

. 759XX 

759XX 

Transluminal 

alherectomy, 

peripheral artery, 

radiological 

supervision and 

interpretation 

Trans luminal 

athereclomy, each 

additional 

peripheral artery, 

radiological 

supervision and 

interpretation 

Transluminal 

alherscl?ITlY, ranal, 

radiological 

suporvislon and 

lnterpretntion 

Translurnlnal 

~therectomy, 

visceral, 

radiological 

supervision and 

interpretation 

Translumil')al 

alhereclomy, each 

additional viscer~l 

artery, radiological 

supervision and 

interpretation 

58 75962 25 

37 75968 25 

138 759GG 25 

130 75966 25 

37 75958 25 

• The reference procedures, <lS stated Immediately above were the angioplasty supervision 

and lnterprelatlon codes 75962-75968, and 75978. The values for \heso cross-relerencG 

procedures would not be chan}Jed as the values for the revisP.d codes are tho same os \11osc 

already assignee! to the reference codas. 
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G. Tracking Number 171. Cholangiography Through on Existing · 

Catheter (with comments on Needle Cholangiography .47500) 

' ' . 
In the current CPT system, there is only one procedural code to describe two very 

diflerent services. Those are the injection procedures lor a cholangiogram by direct puncture 

of the biliary system by a needle and by opacification of the biiiary system through a previously 

placed indwelling catheter. In the urinary system there are two separa:ie codes for these two 

types of services. The work involved In providing these types of seriices Is very similar In \he 
biliary and urinary systems. II there is any Inaccuracy In this analogy, it is that pyelography by 
fresh placement of a needle is somewhat easier than Is cholangiography because of the size of 
the target structure. Otherwise there is no substantial di!Jerence. 

The service includes a review of the patient's medical records and ;previous laboratory and 
radiological tests, with careful a'ttenlion to previous cholangiogram, tests of liver function, and a . 
thorough understanding of the information desired of the injection procedure. In the past, 

cholangiography was nearly always performed in the postoperative patient to assess for the 

question of retained biliary stones. This is now the leas\ common Indication for this service. The 

typical patient who is cared for by the delivery of this service has: an acute, subacute, or chronic 

segmental .or total, high-grade or complete obstruction of the common or ·segmental bile duels. 

This may be caused by malignancy, scarring from inlec\ion, chemotherapy, radiation, or 

in!lammation, or has surgical complications related to fibrosis, clips, or :anastomotic narrowing. 

Some patients do indeed have retained duct stones as well. The pu~pose of studying these 

patients is not so much to document the presence of the stones but to pJan therapy by w<.~y of 

a percutaneous approach, endoscopy, or reoperation. The indwelling catheter or tube Is 

sterilized. Most patients are also pretreated with antibiotics. Contrast is administered either by 

direct injection or infusion technique. Care must be taken to avoid increasing th~ intrabiilary 

pressure. The patient must be positioned to allow adeq~ate opacification of the entire 
' I 

. intrahepatic and extrahepatic biliary system. Delayed visualization of the biliary system Is 

important to evaluate the functional patency of the common bile .duel ~s well as the segmental 

ducts. Arter the procedure, the patient's catheter is resecured and the dressing Is reapplied. The 

skin around the chronic catheters requires meticulous care so as to avoid tract lnlec\ions and 

ulceration of the surrounding tissue. Possible complications of the procedure Include sepsis, 

contra~t reaction, pain, tube malposition or fracture, and inadequate op,acificatlon of \he system. 

Total procedure time including pre-, post-, and lntraprocedural components Is about 30-45 

rninules. An operative report is included In the service as well as communication with the 
referring physician(s) and/or f?mily . 
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The committee believes that the addition of code 475xx should affect the value of the 

historical code used to value these procedures, CPT 47500. As discussed above, the expert 

panel believes that the value of 4 75xx should be equal to the value of Its clear analog, CPT 

50394. When splitting out this procedure, only the more complex pro~.edure (which Includes 

needle placement) will remain, and 47500 will only be used to code lhls:procedure. The panel 

therefore believes that 47500 should be equal to its clear analogue, 50390. This procedure 

carries an RVU of 342. We recognize that this higher value does not represent a logical weighted 
average of \he two sub-components of the historical code 47500. However; we are unable \o 

recommend a new value based on this methodology, since the historical RVU was not 
appropriately derived. The SCVIR has addressed this problem with HCFA, and will continue to 

do so in the future. In the mean time, if the committee decides to change the value of 47500, 

the work involved in this CPT code should equal \hal of 50390. 

The reference procedures for this valuation as slated above were 50390, 5039tl, and 

47500. The first two codes should not have any adjustment \o their worl< RVUs as \hey were 

merely used as analogs and have nothing to do with the reporting of \he service valued. The 

third code is discussed above. The recommended value lor code 475XX Is shown in the table 

below. 

Mean 

Frequenc) 

Tracking Procedure Final Key· of Annual 

Number Code Descriptor Value References Performance 

171 475XX Injection procedure 217 50394 121 

for cholangiography 20501 

through an existing 75848 

catheter (e.g., 47500 

percutaneous 74305 

transhepatic or T-

tube) 
' 
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J\TTJ\CHHENT 9 

June 23, 1992 

MaJk J. Segal, Ph.D., Director 
Department of I lealth Care 

Fumncing and Organiz:ttion 
American Medical Association 
515 North State Street 
Chicago, IL 60610 

Dear Dr. Segal: 

On behalf of the 26,000 physician members of the American College of Radiology (ACR), 
1 am pleased to presellt our society's physician work relative value recommendations for 
those recently approved CPT-4 codes that radiologists perform. I will first present our 
physician work relative value recommendations. Afterwards, survey methodology and 
individual procedure characteristics will be discussed. 

Dy procedure code, the ACR recommends the following physician work RVUs: 

TRACKING CI'T CODE DESCHll'TION RECOMMENDED 
CODE II II wonK HVU 

0023U 35t1XX Translurninal peripheral nlhercctomy, percut:moous, 1159 • 
renal or other visceral :trlery 

0023V 35t1XX Tr:msluminal peripheral :Jlhercclomy, perculm1oous, 1!00 • 
:Jorlic 

0023W 35-1XX Tr:mslurnin:~l peripheral :~lhercclomy, pereutnnl:'.ous, 66H • 
iliac 

0023X 354XX Trnnshnnin:~l peripheral athercclom y, percul:~ncous, 1!54 • 
fcmor:~l-poplilcal 

0023Y 35~XX Tr:mshuuinal peripheral nlhcrcctomy, pcrcut:mcous, 1100+ 
hmchioccphalic 

0023Z 354XX Translumirwl peripheral nllrercctomy, percut;mcous, 1001 • 
Libioperoncal trunk and branches 

-- ·-
161 360XX lnjccLion procedure for conLrasl venogrnphy 180 • 

(includes introduction of needle or inLrnc:~thetcr) 

163 372XX Trnnscalllcler placement of nn intravascular slcnt(s), 
(non-coronary vessel), percutaneous; initial vessel 

1253 .. 
171 475XX Injection procedure for chol:~ngiogrnphy through an 217 • 

exi~ting calhclcr (e.g. pcrcul:mcous Lr:mshcpalic or 
T-tubc) · · 

172 494XX Injection procedure (i.e., contrast media) for 20 2.5 • 
cv:~luntion or previously placed peritoneal-venous 
shunt (f-or radiological supervision ami · 
interpretation, sec 75809) 

229 759XX Transcall1eter introduction of inLrav:~scul:~r stenl(s), 124 • 
(non-coronary vessel), pcrcut:mcous and/or open, 
rmliological supervision and inlerprct:ltion, each 
vessel 
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TRACKING CI'T CODE lJESCRll'TlON ltECOMMENI>El> 
. CODE II If : WORK RVU 

U023MM 929XX Percutaneous lransluminal coronary ntJJcrcctomy. · 14 7 5 • 
:my method, with or without balloon :mgioplasty;: 
single vessel ' ' 

0023NN 929XX Pcrcut;mcous tr:msluminal coronary athcrcctomy. 561 • 
any method, with or without balloon angioplasly:. 
C'~1ch additional vessel 

: 

I 

• The physician work R VU s, so indicated, represent a joint proposal involving the 
Society of Cardiovascular and Interventional Radiology (SCVIR) and the ACR. 111e 
physician work RVUs by procedure as outlin.ed in SCVIR 's Ju~1e. 17, _1992 letter 
have been reconciled, via a teleconference, wllh the con·espondlllg estunatcs 
developed by the ACR. 

McthodolO!!Y 

In order to develop relative values for these services a survey was distributed to the 
members of the General and Pediatric Radiology Economics Committee,: the lntervention.al 
Radiology Economics Committee, the Ultrasound Economics Co_mmittee, and the 
Committee on Coding and Nomenclature. (The sample size fom1ed froq1 these four 
committees totaled thirty physicians.) The recipients of the survey were: asked ~o provide 
estimates of physician work inherent in each new procedure by directly companng the new 
service to a series of reference codes. ·n1e perceived relationship of physician work in the 
new services and the reference procedures were measured by magnitude estimation. 
Furthermore, those radiologists surveyed were asked to rate the clinical appropriateness of 
each reference code, describe any assumptions contained in their estimates, and indicnte 
their experience with the new procedures by listing the number of times they perfom1ed 
each new procedure (either within a year or within their career). ! 

Ten radiologists (33.3%) responded in time to have tl1eir estimates of p)1ysician work 
tabulated (two radiologists responded after the results were generated). (\lthough, at face 
value, our response rate may seem low, we are confident that an adequate number of 
responses per procedure was obtained. The radiologists who answered the survey were 
well distributed geographically (Northeast= 4; South = 2; West= 2; and North Central= 
2). In tenns of place of practice, the respondents were equally distributed amongst 
academic and non-academic settings. Because many of the services being evaluated nrc of 
a very complex nature and not likely performed except in larger tertiary care hospitals (such 
as academic centers), the strong showing of academic radiology .adds further validity to our 
results. 

The estimates of physician work were presented to the ACR's Commission on Economics 
(which is comprised of the chairmen of the radiology specialty economics committees), 
which has final authority over recommending relative values. TI1e workestima,tes, by 
reference code, ~ere summarized into qu:miles (e.g. 25th percentile, 50~h percentile, 75th 
percentile). and means .. Furthermore, statistics weighted by the number of times the 
respondent had perfonned the service in question in the last 12 months were also 
calculated. These statistics were further summarized into single value measures by taking 
the means and medians of the reference code figures (i.~. the median and means of the 
reference· code quartiles and means were determined). f-rom the estimates provided, 
Commission members were asked to assign the single work RVU estimate that best 
described the procedure. TI1is interim step was taken in order to provide an additional level 
of ~crutiny before a final recommendation was prepared. The average of the "best" 
estimates became our final values. For those services where multiple societies (both within 
and outside of Radiology) were surveyed, we sought their advice and support towards 
preparing joint recommendations. ' 

00! 
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i\lhcrcclomy (Tracking Numbers: 0023u-0023jj) 

Procedure Description 

Atherectomy is perfonned in two general clinical scenarios; as a primary or "stand-alone" 
procedure and as a secondary service in the face of a complication from :~ngioplasty. The 
work by way of time, risk, skill, effort, judgment, and stress is diffcrent.,in these two 
situations. 

All athcrectomy services include review of the clinical factors that might encourage or 
preclude the pcrfom1ance of the procedure such as patient symptoms, noninvasive and/or 
invasive evaluation, concurrent diseases, activity level, patient expectations, etc. Infonned 
consent is obtained following an explanat.ion of the procedure, its possible risks and 
benefits. The preprocedural and postprocedural work is similar to that ~f angiop~asty. In 
addition as angioplasty is the "gold stand~rd" for percutaneous intervcntton,.constderablc 
thought is mandatory in choosing those cases where primary atherectomy tmght offer 
advantages over angioplasty or where athcrectomy might be of value as an adjunct to 
angioplasty. Therefore, prcprocedural planning time might be increased over angioplasty 
services. 
The patient is premedicated with calcium channel blockers, anti platelet therapy, 
anticoagulant therapy, and antispasmodic therapy. Sedation and analges~a arc also given. 
All of these activities arc directed by the operator. Access into and sclcctton of the 
appropriate vessel is separately coded and is not part of this service. Should such access 
already be present (perhaps following diagnostic angiography or a receding intervention 
such as lysis) it is not recoded. Once the catheter is in place the stenosis (stenoses) or 
occlusion(s) arc negotiated. During this place of the service, vessel dissecti~n.is a very real 
and significant possibility. Should this occur, its management is considered part of the 
atherectomy service and may entail considerable time and skill (additional 1-3 hours). The 
device is sized following meticulqus measurements of the vessel to be treated. The device 
is then used to obliterate or remove diseased tissue from the :u·tery or vessel. Multiple 
passes of the device or devices as l1eccssitated by the initial appearance or hemodynamic 
evaluation at the lesion may be necessary. These additional atherectomies arc not separately 
coded and are included in the service. Completion angiography is also included in the 
service and d.emands not only an evaluation of the site treated but of the distal run off. 

Some atherectomy devices arc used to primarily rccanalize an occluded vessel. In this 
scenario, the procedure is akin to the passage of a wire guide through an obstruction . In 
other cases, the atherectomy is used to primarily treat a luminal narrowing. The risk of 
dissection is somewhat less than with angioplasty. In the case of atherectomy used as an 
adjunct to angioplasty, the procedure is shorter than a primary atherectomy, but the passage 
of the device through intimal flaps and dissections is more treacherous. The procedure has 
some redundancy with the antecedent angioplasty and will obviously be subjected to the 
multiple surgery decrease in payment policy. If atherectormy is pcrfom1cd at the same 
setting as angioplasty, both arc reJ>orted separately. Despite this, the valuation for 
atherectomy in this setting should be decreased as compared with primary athercctomy. 

Following the procedure, the catheter and/or sheath is removed. The caliber of the catheter 
is larger than a diagnostic device, which may entail a prolonged period of compression to· 
achieve hemostasis. There is also a greater risk of hematoma, pseudoaneurysm fonnation, 
and limb ischemia. Should the patient be treated with anticoagulant therapy in the 
postprocedural period, this must also be managed. Provision of an operative report is also 
considered part of these services . 
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111esc patients in general have multisystem disease with diffuse atherosclerosis and 
secondary cardiac, renal, and cerebral disorders. l11e patients arc generally elderly with a 
few notable clinical exceptions. Total procedural time may range from 30 minutes to 4 
hours with the majority of the procedures requiring 1-2 hours. A follow-up visit on the · 
day of the procedure is also generally pcrfonncd. Further follow-up on one's own patient 
or a consultation patient arc separately coded because of the global pcriod·of this service. 
The considerable radiation exposure must also be taken into account whc11 assessing the 
stress of the services. · 

·n1e differences among the athercctomy procedures are secondary to the differences in skill 
level, time, and potential for significant complications when the procedure is performed in 
various vascular beds. lienee, renal/visceral, brachioccplmlic, and tibial-peroneal 
angioplasty is valued at a greater level than aortic, iliac, and venous procedures. f-emoral­
popliteal services arc intcnncdiate among these services. 

1l1ese procedures consist of two types of procedures, open and percutaneous. The work 
inherent in these two types of procedures is similar because of the coding conventions in 
place with regard to separate coding of access and selection for percutaneous services and 
the fact that open procedtires are generally perfonncd at the time of another service such as 
graft placement or endarterectomy, which arc separately coded as well. 

Findings 

Percutaneous transluminal angioplasties (35470-3547 5 for the procedural component nnd 
7 5962-75966 for the radiological supervision and interpretation) were proven by our 
survey to be the most clinically equivalent service:; to atherectomy. ror all atherectomy 
codes taken as a group, the median of the reference code median values were in the range 

of 1337 (base=100) to 1592 (basc=100) for the surgical athcrcctomy procedure and 86 
(basc=lOO) to 158 (basc=lOO) ~or the radiological supervision and interpretation 
procedure . 

. .... 
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Intravascular Slcnls (Trncldng Numbers: 163 - 166, 229) 

Procedure Description 

Intravascular stcnts may be of utility in two general classes of situations. f-irst, the stent 
may be used as a primary graft in an occluded or severely stenotic vcss~L Second, the 
stent is used to treat a compromised vessel following balloon angioplasty. The only stcnt 
currently approved for intravascular usc is balloon expandable and that single device is 
currently approved for usc in the iliac artery only. TI1c anatomic utility of these devices is 
broadening rapidly, however. Treatment of the superior vena caval syndrome in patients 
who have been subjected to maximal radiation therapy is but one example of the increased 
indications of this therapy. As well, other types of devices including self-expanding stents 
are on the immediate horizon. · 

Access, selection, and contemporaneous therapies arc separately coded and arc not included 
in the stent placement service. Therefore, in the case of stents, vascular access already 
achieved for another diagnostic or therapeutic service would not be recoded and would be 
subject to the multiple surgery reduction rule. Balloon expansion of a balloon expandable 
stent would not be separately coded as an angioplasty. However, a preceding angioplasty 
or access achieved for placement of a stent would be separately coded and paid with 
reductions for multiple surgeries on the same date of service. Open stent placements arc 
related to percutaneous stent placements in the same way as open angioplastics arc related 
to percutaneous angioplasties. 

The placement of the stent begins with the evaluation of noninvasive and invasive 
evaluation of the patient's arterial system and of the clinical considerations which would 
encourage or preclude such therapy. The access is generally larger than is necessary for 
any preceding diagnostic or therapeutic services. Therefore increasing the luminal size of 

the access sheath is necessary. The patient is treated with increased doses of sedation and 
analgesia as well as anticoagula11.ts, calcium channel blotkers and antispasmodics. All of 

·these therapies arc under the primary direction of the operator. 111c stent is appropriately 
sized and positioned under fluoroscopic control. The stent is deposited in a manner unique 
to the individual device in usc. The operator must be cognizant of the significantly different 
characteristics among the various devices that arc available with regard to· device choice and 
delivery·tcchnique. Follow-up angiography and intravascular pressure gradient 
measurement arc part of this service. The angiography must monitor not only the site 
treated but the adjacent vessels and the complete run-off vasculature. ' 
After the procedure itself, the access I1mst be removed and hemostasis ·achieved which 
requires prolonged nmnual compression because of the anticoagulant thel·apy, the size of 
the access, and the improved pulse pressure. Should the device have been plnce 
intraoperatively, there is decreased work as the arteriotomy is closed by a stitch which is a 
considerably shorter service. On the other hand, should the device have been placed in the 
absence of surgical access for some other reason (graft or endarterectomy) the procedure 
times would be equivalent. Appropriate management of the postoperative anticoagulation 
and ?ther medications as well as the provision of an operative note arc included in the 
service. 

Finding:s 

As in the case for athcrcctomy, percutaneous transluminal angioplasty was viewed by those 
completing our survey as the most clinically equivalent reference code. l11c median 
physician work RVU estimate calculated encompassing all reference codes ranged from 
1114 (base=lOO) to 1300 (basc=lOO) for the surgical component. The radiological 
supervision and interpretation had a median value of 98 (base= 1 00). : 

. ~,· . 
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Injection for LeVeen Shunt Pntency (Trncking Numbers: 172, 228) 

Procedure Description 

This procedure is performed in individuals who have a peritoneal-to-venous shunt placed 
for relief of intractable ascites. The shunt itself consists of tubing which emanates from the 
peritoneal cavity and ends in a vein, generally the jugular or subclavian v~in. Interposed 
between two segments of shunt tubing is a one-way valve. The purpose:of the procedure 
is to assess the patency of the tubing which leads from the peritoneal cavity to the valve, the 
tubing which leads from the valve to the vein, the patency of the vein into which the nuid 
drains, and to assess the proper one-way functioning of the valve. 

The patient is interviewed and the medical records are reviewed. In patiel,llS who have a 
history of intercurrent infections or repeated bacterial peritonitis, prophylactic antibiotics nrc 
often administered. Informed consent is obtained. The skin overlying the shunt tubing in 
either one or two locations is sterilely prepared. Local anesthesia is genernJly given. 
Intravenous anesthesia is generally nol necessary. The shunt is punctured in one or two 
locations. TI1e number of.punctures performed is based upon the findings from the first 
injection and the clinical concerns which have prompted the study. Water soluble contrast 
is injected. The shunt is examined both by nuoroscopy and with hard copy films. The 
egress of contrast into the .venous system is noted. The appropriate one-way function of 
the valve is also eva I ua ted. 

Following the procedure the needles arc removed. Only brief pressure about the puncture 
site(s) is generally necessary. 

Risks involved with this procedure include the induction of infection which can be life­
threatening in these patients, contrast reaction which can also lead to fatality (rarely), nnd 
dismption of the shunt which may necessitate its replacement. The procedure itself takes 
approximately 1!2 hour. · 

findings 

For purposes of comparison, the best cross reference for code 494XX is code 36145 
(Introduction of a needle or intracatheter; arteriovenous shunt created for dialysis). Our 
survey results, with a median e~timate of 212 (base=l 00), supports this finding by 
matching the physician work RVU for code 36145 (212). 

The radiologiCal supervision and interpretation code most like 758xx is code 78291 
(peritoreal-venous shunt patency test) with a median physician work RVU of 93 
(base= 1 00). 

Transluminal Angioplasly, open or -percutaneous 

The revision of these codes to state "balloon angioplasty" docs not constitute a departure 
from the way these procedures arc currently perfonned. Therefore, we would oppose a 
change in physician work RVU. 

ln closing, we extend our thanks to the RUC for the opportunity to have input into the 
valuation of these services. 

Sincerely, 

Emmett 0. Templeton, M.D., FACR 
Chaim1an, ACR Commission on Econ~mics 

....... ,. 
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ATTACHMENT 10 

SOCIETY OF CARDIOVASCULAR & INTERVENTIONAL RADIOLOGY 
. ............ ·-·----------

102111 I.('C Highwf\y, Suil(' 160, falrfilx, VlrglnJ,) 220JO (70J) 691-1Fi05 !FAX I (703) b91-l855 

Mark J. Segal, Ph. 0. 1 Director 

Department of Health Care Financing and Organization 
American Medical Association 

515 North Stale Street 

Chlcago 1 Illinois 6061 0 

Dear Dr. Segal 1 

July 1, 1992 

• We greatly appreciate y.our giving us the opportunity to recommend valuations for the 

• 

codes representing ~~aach addition~l11 vessel treated by Intravascular stent, open 1 
percutaneous. As I mentioned to you, we believe it is of the utmost importance that these 

two procedures be valued 1 and that these values be submitted to HCFA so as to assure that 

they are recognized In the tee schedule in a timely manner. 

When these services were originally valued by the SCVIR, those rating the procedures 

believed that there were two separate operative fields. In light of our discussions with youl 

we have re-valued those procedures assuming that the services might involve: {1) Two 

separate operative fields or a single operative field; and {2) Multiple vessels treated might be 

either contiguous (e.g., Ipsilateral common iliac and ipsilateral external Hlac) or might ~e two 

non-contig.uous vessels (e.g.l renal artery and iliac artery). 

To obtain a reasonable sample, we surveyed B physicians expert In this procedure, 5 

from academic medical centers~ and 3 in private practice. The physicians surveyed 

represented a broad geographic cross-section of the United States. As a reference 

procedure, physicians were reminded of the value .12.53 assigned by t,he RUC to 11first vessel 

stented.'' Physicians surveyed were instructed that the 11each additional" service descriptors 

would not be subject to the reduction for multiple surgeries on the same date of service. The 

results were tabulated by Lewin-ICF. 
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Each physician surveyed believed that the percutaneous and open codes merited the 
same work valuation. Their values, the median, and the mean are depicted below: 

. 
Each Additional Vessel 

Treated by Stent; 
Percutaneous I Open 

7.50 

5.50 

6.75 

6.26 

9.00 

6.00 

6.26 

6.26 

Mean: 6.69 

Median: 6.26 

I would greatly appreciate hearing from you as soon as possible as to the outcome of 

your deliberations. Of course, If you have any questions, please feel free to call. Thanks 

again ror your willingness to attend to this Important matter in such a timely way. 

Sincerely, 

~-t~~ 
Gary S. Dorlman, M.D. 

Chair, SCVIR Committee on Coding, 

Nomenclature, and Relative Valuation. 
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Cfl.RE FINT\NCING & ORGANIZATION 

JUNE 12, 1992 

REPORT TO THE 

AMERICAN MEDICAL ASSOCIATION 
RELATIVE VALUE SCALE UPDATE COMMITTEE 

SUBMITTED BY: 

ALAN H. BENNETT, M.D. 
TECHNICAL ADVISOR 

AMERICAN UROLOGICAL ASSOCIATION 
1120 NORTH CHARLES STREET 

BALTIMORE, MD 21201 
410/727-1100 
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AUA staff tabulated responses to all 3 surveys and submitted 
this data to the AUA RVS Committee. Detailed information is 
provided for each of the new CPT codes in Attachment 1. 

AUA RVS Committee: The AUA RVS Committee was appointed last 
December in compliance with the RUC process. This 10-member 
committee consists of Board-certified urologists with coding and 
RVS setting expertise. The Committee met on May 8 'to deliberate 
the process and then convened by conference call to review the 
survey results. The Committee reviewed responses concerning 
typical patient, key reference procedure and assigned work value. 
It determined whether the mean value was appropriate or needed 
modification. 

The AUA contacted the American College of Obstetricians and 
Gynecologists (ACOG) and the Society of Cardiovascular and 
Interventional Radiology ( SCIVR) who will be commenti,ng on the work 
values submitted by the AUA. Neither Society h,ad hard data 
available from their surveys and therefore were no~ able to meet 
with AUA representatives prior to the submission date. A 
conference call was convened between the American College of 
Radiology (ACR) and AUA representatives to discuss tracking codes 
242 and 243. Both Societies will be submitting work values for 
these tracking numbers. 

Reference Services List: The opportunity to add: procedures to 
our reference service list was extended to the AUA to better 
compare certain tr~cking numbers for the June submission of work 
values. When these reference services were added, several other 
procedures were deleted 'from the reference service list without 
prior approval by the AUA. Therefore, we ask that the AMA restore 
the deleted codes to the list. They are as follows: 

CODE 

50230 
50590 
50780 
51845 
52000 
52337 
52601 
53670 
54640 

DESCRIPTION 

Removal of kidney, radical 
Fragmenting of kidney stone (ESWL) 
Reimplant ureter in bladder 
Repair bladder ne~k 
Cystoscopy 
Endoscopy of urinary tract, with lithotripsy 
Prostatectomy (TURP) 
Catheterization, urethra, simple 
Suspension of testis 
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Tracking 
Number 

173 

174 

175 

176 

177 

178 

179 

180 

181 

242 

243 

Summary of Recommendations: 

CPT Code/Description 
Work RVU 

(x 100) 

507XX Revision of urinary-cutaneous 
anastomosis (any type urostomy) 

507XX with repair of fascial defect 
and hernia 

50780 Ureteroneocystostomy; anastomosis 
of single ureter to bladder [or 
other operations for correction of 
vesicoureteral reflux] 

507XX Ureteroneocystostomy; anastomosis 
of duplicated ureter to bladder 

' 1030 

1173 

1804 

1920 

507XX with extensive ureteral tailoring 2020 

50785 with vesica-Psoas hitch or 
bladder flap 

CPT Codes 52320 - 52338 were modified 
only by an explanatory note indicating 
insertion of stent is included and should 
not be reported separately. This CPT 
action did no affect the work values of 
these procedures. 

52335 Cystourethroscopy, with uretero­
scopy and/or pyeloscopy (includes 
dilation of the ureter and/or 
pyeloureteral junctions by any 
method) 

523XX with resection of tumor 

93980 Duplex scan of arterial inflow 
and venous outflow of penile 
vessels; complete study 

93981 follow-up or limited study 

2017 

618 

930 

230 

230 

Global 
Period 
(days) 

90 

90 

90 

90 

90 

90 

90 

90 

XXX 

XXX 
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AMERICAN UROLOGICAL ASSOCIATION , 
RECOMMENDED WORK VALUE FOR TRACKING #173 

NEW CPT CODE: 

507XX Revision of urinary-cutaneous anastomosis (any type 
urostomy); 

KEY UROLOGICAL REFERENCE SERVICE: 

CPT Code 44314 Revision of ileostomy; complicated 
(reconstruction in-depth) (separate procedure) 

Work RVU - 10.30 

RECOMMENDED TOTAL WORK (X 100) FOR 507XX: 

1030 

RECOMMENDED PLACEMENT IN UROLOGY REFERENCE SERVICES.: 

Between Reference Service 14 (44314 Revision of ileostomy, 
complicated) and Reference Service 15 (51860 Cystorrhaphy, 
suture of bladder wound, injury or rupture; simple) 

OTHER INFORMATION CONSIDERED IN DEVELOPING THIS RECOMMENDATION: 

Typical Patient: Elderly patient that has had.previous major 
abdominal surgery, probably urinary infection and has a 
constantly draining stoma. Patient may or may not have 
received radiotherapy . 

Brief Description of Surgical Services: 
complicated colostomy thro~gh two fasciae. 

Global Period: 90 days 

Repair of a 

Complexity and Time of New Procedure Compared to Reference 
Procedure: The amount of work involved in the revision of 
urinary enterocutaneous anastomosis is equal to the amount of 
work in the repair or revision of a complicated ileostomy. The 
pre-operative and the post-operative work will be about the 
same in the 90-day global period. 

Survey Response Rate: 81% 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #174 

NEW CPT CODE: 

507XX Revision of urinary-cutaneous anastomosis (any type 
urostomy); with repair of fascial defect and hernia· 

KEY UROLOGICAL REFERENCE SERVICE: 

CPT Code 44346 Revision of colostomy; with repair of 
paracolostomy hernia (separate procedure) 

Work RVU - 11.73 

RECOMMENDED TOTAL WORK (X 100) FOR 507XX: 

1173 

RECOMMENDED PLACEMENT IN UROLOGY REFERENCE SERVICES: 

Between Reference Service 14 (44314 Revision of ileostomy, 
complicated) and Reference Service 15 (51860 Cystorrhaphy, 
suture of bladder wound, injury or rupture; simple) 

OTHER INFORMATION CONSIDERED IN DEVELOPING THIS RECOMMENDATION: 

Typical Patient: Elderly patient that 
abdominal surgery, probably urinary 
constantly draining stoma. Patient 
received radiotherapy . 

has had previous major 
infection and has a 
may or may not have 

Brief Description of Surgical Services: Repair of a urostomy 
and parasternal hernia through the abdominal wall. Repair of 
these problems require a takedown of the stoma with proximal 
mobilization of the urostomy often through a rdifferent 
incision and replacement of the urostomy .in the same or 
different stomal locations. · Occasionally the ureteral 
revision is also necessary. 

Global Period: 90 days 

Complexity and Time of New Procedure Compared to Reference 
Procedure: The amount of work involved is equal to the amount 
of work in the revision of a colostomy with the repair of a 
paracolostomy hernia. The pre-operative wor~ and the post­
operative work will be about the same in the 90-day global 
period . 

Survey Response Rate: 81% 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #175 

CPT CODE: (Change is only to better define the procedure) 

50780 Ureteroneocystostomy, anastomosis of single ureter to 
bladder, or other operations for correction of vesicoureteral 
reflux. 

TOTAL WORK (X 100) FOR 50780: 

1804 - amount of work did not change 

EXPLANATION: 

CPT Code 50780 is an existing procedure with a work value of 
18.04. The word "single" was added to the description of this 
code to better clarify the procedure. A bilateral procedure 
would be billed using this code with the appropriate modifier. 
This amended description represents the work surveyed by Dr. 
Hsiao and is in agreement with the Work RVU established 
through that process. 

SURVEY RESPONSE RATE: 75% 



• AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #176 

NEW CPT CODE: 

507XX Ureteroneocystostomy; anastomosis of duplicated ureter 
to bladder 

KEY UROLOGICAL REFERENCE SERVICE: 

CPT Code 50785 - Ureteroneocystostomy, with bladder flap 

Work RVU- 20.17 

RECOMMENDED TOTAL WORK (X 100) FOR 507XX: 

1920 

RECOMMENDED PLACEMENT IN UROLOGY REFERENCE SERVICES: 

Between Reference Service 17 (54304 Revision of penis) and 
Reference Service 18 (50820 Construct bowel bladder) 

• OTHER INFORMATION CONSIDERED IN DEVELOPING THIS RECOMMENDATION: 

• 

Typical Patient: Pediatric patient with renal obstruction or 
damage and recurrent and chronic urinary tract infections. 

Brief Description of Surgical Services: The operation requires 
special expertise in the preservation of the ureteral common 
blood supply and mobilization of duplicated ureters in their 
common sheath in addition to the standard .reimplantation 
technique. 

Global Period: 90 days 

Complexity and Time of New Procedure Compared to Reference 
Procedure: The special nature of these surgical manipulations 
make the operation similar in complexity to the 
ureteroneocystostomy with bladder flap procedure, CPT Code 
50785. 

Survey Response Rate: 81% 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #177 

NEW CPT CODE: 

507XX Ureteroneocystostomy with extensive ureteral tailoring 

KEY UROLOGICAL REFERENCE SERVICE: 

CPT Code 50785 - Ureteroneocystostomy, with bladder flap 

Work RVU- 20.17 

RECOMMENDED TOTAL WORK (X 100) FOR 507XX: 

2020 

RECOMMENDED PLACEMENT IN UROLOGY REFERENCE SERVICES: 

Between Reference Service 17 (54304 Revision of penis) and 
Reference Service 18 (50820 Construct bowel bladder). 

OTHER INFORMATION CONSIDERED IN DEVELOPING THIS RECOMMENDATION: 

Typical Patient: Pediatric patient with distal megaureter 
from obstruction or··reflux and recurrent and chronic urinary 
tract infections. 

Brief Description of Surgical Services: The dilated distal 
ureter is tapered by inserting a sizing catheter into the 
lumen and removing excess ureter. The ureter is closed around 
the catheter in 2 layers with sutures. The tapered ureter is 
reimplanted into the bladder using standard techniques. This 
is used for megaureter. 

Global Period: 90 days 

Complexity and Time of New Procedure Compared to Reference 
Procedure: The time and complexity of this procedure is 
similar to the ureteroneocystostomy with bladder flap 
procedure, CPT Code 50785. 

Survey Response Rate: 81% 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING # 17.8 

CPT CODE: (Change is only to better define the procedure) 

50785 Ureteroneocystostomy with vesico-Psoas hitch or 
bladder flap 

RECOMMENDED TOTAL WORK (X 100) FOR 50785: 

2017 - amount of work did not change 

EXPLANATION: 

The phrase "vesico-Psoas hitch or" was added to the 
description of this code to better clarify the procedure. 
This description represents the work surveyed by Dr. Hsiao and 
is in agreement with the Work RVU established through his . 
process, 20.17 

SURVEY RESPONSE RATE: 75% 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #180 

CPT CODE: (Change is only to better define the procedure) 

52335 Cystourethroscopy, with ureteroscopy and/or pyeloscopy 
(includes dilation of the ureter and/or pyeloureteral 
junctions by any method) 

RECOMMENDED TOTAL WORK (X 100) FOR 52335: 

618 - amount of work did not change 

EXPLANATION: 

The phrase "and/or pyeloureteral junctions" was added to the 
description of this code to better clarify the procedure. 
This description represents the work surveyed by Dr. Hsiao and 
is in agreement with the Work RVU established through his 
process, 6.18 

SURVEY RESPONSE RATE: 70% 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #181 

NEW CPT CODE: 

5233X Cystourethroscopy, with ureteroscopy and/or pyeloscopy 
with resection of tumor (includes dilation of the ureter 
and/or pyeloureteral junctions by any method) ' 

KEY REFERENCE SERVICE: 

52338 - Cystourethroscopy, with ureteroscopy and/or pyeloscopy 
with biopsy and/or fulguration of lesion. Work RVU 7.74 

and 
43264 -Endoscopic retrograde cholangiopancreatography (ERCP), 
with or without biopsy and/or collection of specimen; for 
removal of stone(s) from biliary and/or pancreatic ducts . 
Work RVU 9.38 

RECOMMENDED TOTAL WORK (X 100) FOR 5233X: 

930 

RECOMMENDED PLACEMENT IN UROLOGY REFERENCE SERVICES: 

Between Reference Service 12 (44320 colostomy or skin level 
cecostomy) and Reference Service 13 (38562 Removal, pelvic 
lymph nodes). 

OTHER INFORMATION CONSIDERED IN DEVELOPING THIS RECOMMENDATION: 

Typical Patient: Patient aged 50 to 7 0 with a urothelial 
tumor requiring careful biopsy and fulguration with follow-up. 

Brief Description of Surgical Services: Under general/spinal 
anesthesia, a cystoscope is passed transurethrally into the 
bladder and the ureteral orifice is dilated with a balloon. 
A guidewire is passed up the ureter and the cystoscope is 
removed. The ureteroscope (separate instrument) is then 
introduced into the bladder and passed up the ureter to the 
lesion or into the renal pelvis. Using a cautery\laser probe 
or forceps, the tumor is removed. The ureteroscope is then 
removed. A cystoscope is reintroduced into the bladder and a 
ureteral stent is passed up the ureter into the kidney and the 
guidewire is removed. 

Global Period: 90 days 

Complexity and Time of New Procedure Compared to Reference 
Procedures: The amount of work involved in this procedure is 
20% more than in the urology reference code 52338 and very 
similar to CPT Code 43264. 

/?{%) SURVEY RESPONSE RATE: ~ 
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AMERICAN UROLOGICAL ASSOCIATION 
RECOMMENDED WORK VALUE FOR TRACKING #242 & l#243 

NEW CPT CODES: 

93980 Duplex scan of arterial inflow and venous outflow of 
penile vessels; complete study 

93981 Duplex scan of arterial inflow and venous outflow of 
penile vessels; follow-up or limited study 

KEY UROLOGICAL REFERENCE SERVICE: 

CPT Code 54240 - Penile plethysmography 

Work RVU - 2.3n 

RECOMMENDED TOTAL WORK (X 100) FOR 93980 & 93981: 

230 

OTHER INFORMATION CONSIDERED IN DEVELOPING THIS RECOMMENDATION: 

Typical Patient: Middle-aged to elderly patient experiencing 
impotency. 

Brief Description of Surgical Services: Pulsed Doppler 
recordings of all four penile vessels are made and are usually 
repeated after a vasoactive injection. 

Global Period: XXX = no globe 

Complexity and Time of New Procedure Compared to Reference 
Procedure: The amount of work involved in this procedure is 
equal to the amount of work in the penile plethysmography. 

Survey Response Rate: 63% 

The AUA requested only one code for this procedure and feels 
that one code would be sufficient. If the Editorial Board 
prefers to list two codes, the AUA would recommend the same 

I 

Relative Values for work for both codes . 
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ATTACHMENT 12 

SOCIETY OF CARDIOVASCULAR & lNTERVENTIONAL RADIOLOGY 

1891 Preston White Drive, Re~ton, Virginia 22091 (703) 648-8980 I FAX] (703) 648-9250 

Gory S. Dorlnmn, M.D. 
June 11, 1992 

Cltairmn11. r:.,'ltTitfll A!fni,·.'f Di•·isim1 
(401) 277-~194 
!401) 277-441foii'AXI 

·:·, .. : 

Mark J. Segal, Ph.D. 
Director, 
Department of Healthcare Financing and Organization 
American Medical Association 
515 North State Street 
Chicago, IL 60610 

Dear Dr. Segal: 

I am writing to you to inform you of the remarkable progress that has 
been achieved in arriving at a consensus valuation of the new service 
code for the procedure of transcervical fallopian tube catheterization. 
As per the telephone conversation that the two of us had during the 
last week, a conference call among representatives of the American 

·college of Radiology (ACR) and the SCVIR. was held on Wednesday, 
June 1 o, 1992. 

During that call, it was agreed that as suggested by the RUC the value 
for the preprocedural evaluation and management service would be 
subtraCted from the work RVUs as developed by each of our 
organizations. The level of service which seemed most appropriate is 
described by CPT code 99242 Office or outpatient consultation for a 
new or established patient with an expanded problem focused history 
and examination and straightforward medical decision making. The 
validated services as described in the Special Supplement as 
published by the AMA are not unlike the service provided to these 
patients and the time estimate of 30 minutes is also as was described 
in our presentation to the RUC. The work value for 99242 of 1.17 was 
therefore subtracted form the ACR work value of 5.65 and the SCVIR 
work value of 6.39. This yielded revised values of 4.48 and 5.22, 
respectively. An simple arithmetic mean of these two values was then 
calculated, yielding a value of 4.85. While frequency weighting the 
mean would have led to a value closer to the SCVlR value, our 
Society is willing to use the unweighted mean to facilitate the 
consensus process. 

It was noted that the value derived by magnitude estimation survey by 
the American College of Obstetricians and Gynecologists (ACOG) 
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was 4.75. As well, review of the AGOG coding request to the CPT 
Editorial Panel revealed that their original request was for the 
procedure as described by the SCVIR to the RUC and was unlike the 
procedure as described and valued by the committee non-survey 
process used by AGOG which yielded a value of 3.97. Based upon 
these two facts, it was decided to approach the AGOG with the 
consensus value as derived above. My understanding is that AGOG 
now supports this revised value of 4.85. 

Based upon this aforementioned scenario, the SCVIR will withdraw 
our previously submitted value of 6.39 in the spirit of compromise and 
with the understanding that all the parties that participated in the 
valuation process now agree to a work RVU of 4.85 for the service. 

We appreciate the time and effort that you and your colleagues are 
expending on our behalf. Thank you for your attention to this matter. 

,s=~~-~-lb 
Gary S. Dorfman, M.D. 

cc: Ms. Celeste Kirschner 

-~-· ~ "'t'!~: .... ,•, . ~--· ......... r":'-·-· .. , ..... 
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RUC Evaluation of Tracking Numbers 218 and 219 

tit Tracking Number 218 [61531] 

tit 

• 

Bu1;r hole(s) for insertion of subdural strip electrodes for long term seizure 
monitoring. 

The National Association of Epilepsy Centers (NAEC) presented this new procedure 
with a reference to existing 61510 (Craniotomy for excision of supratentorial 
brain twnor with 24.65 physician work RVUs) and derived a value for this item of 
26.00. 

It is inappropriate to use a therapeutic craniotomy as the reference for a 
diagnostic procedure (EEG monitoring) through burr holes, with shorter period of 
required followup care, but more intensive care during the initial 1-4 weeks. 

RUG used 61154 (burr hole(s),unilateral, for evacuation of subdural hematoma), 
which includes insertion of subdural drains ,and 90 days postoperative care (12. 84 
.,.,prk 'RVUs) as the best comparable existing procedure and value. 

As 61531 is always performed bilaterally through two to four burr holes with 
separate percutaneous placement of the electrode wires, calculations could then be 
made by: 

+ 
value for 61154 
504 for bilaterally performed 

Accepted value 

Tracking Number 219 [61532] 

12.84 
. 6. 42 
19.26 

Burr holes for stereotactic implantation of depth (subcortical) electrodes into 
the brain for long term seizure monitoring. 

The NAEC presented this new procedure with a reference to existing 61780 
(stereotactic localization, any method, including burn holes for introduction of 
subcortical electrodes with MFS physician RVU value of 880) and calculated a value 
on basis of average of four burr holes by multiplying by 4 to recommend 3200. 

RUC applied the conventions of multiple procedures during the same operative 
sessions according to HCFA regulations of 100% - SOX - 254 - 25X, and then adding 
value for additional physician time and effort in carrying out the stereotactic 
activities in the C-T scanner and also in the surgical suite to exactly place the 
electrodes in various intracerebraL sites determined by the computer analysis arid 
the nature of the seizure problem, as described below: 

61780 
61780-51 
61780-51 
61780-51 
30X additional work 

Accepted Value 

880 
440 
220 
220 
528 

22.88 

. .... .·· .... •. 
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ATTACHMENT 14 

ATTACHMENT E 

(REVISED) 

AMERICAN COLLEGE OF CARDIOLOGY 

Recommendations Concerning 
Peripheral Vascular Angioplasty and Atherectomy 

The American College of Cardiology conducted a survey of 
cardiologists who perform peripheral vascular angioplasty and 
atherectomy procedures to assess the relative values of these 
procedures. As this survey resulted in a fairly low response 
rate, an accurate analysis of results was not fully available. 
Therefore, the College offers the following input at this time. 

Tracking Numbers 0023a-n: Angioplasty Procedural Services 

The 1993 CPT codes for these procedures have been revised to 
specify balloon angioplasty. Prior to this coding change, these 
codes covered balloon angioplasty and atherectomy procedures. We 
believe that this coding change is extremely important for the 
practice of cardiovascular medicine. At this time, however, we 
do not think that this coding change alters the current 
assignment of HCFA work values for this group of procedures. 
When HCFA assigned the work units to these procedures, the 
majority of procedures that were coded in this group were balloon 
angioplasties, therefore, the basis for work units is consistent 
with the revised coding language. Furthermore, we are not 
prepared to recommend any changes to the work units for these 
procedures at this time due to the low response rate from our 
survey. 

Tracking Numbers 0023o-t: Open Transluminal Peripheral 
Atherectomy 

As discussed above, separate codes for peripheral atherectomy are 
new for the 1993 CPT manual. Only a few of those surveyed had 
any experience with these services, resulting in a fairly low 
response rate on this portion of our survey.· The American 
College of Cardiology, therefore, does not offer a recommendation 
for these services at this time. 

Tracking Numbers 0023u-z: Closed Transluminal Peripheral 
Atherectomy; Supervision and Interpretation Services - Tracking 
Numbers 0023aa-ee: Angioplasty and Tracking Numbers 0023ff-ii: 
Peripheral Atherectomy; and Tracking Number 161: Extremity 
Venography and Tracking Numbers 163-229: Intravascular Stents 

The American College of Cardiology does not 
recommendation for these services at this time, based 
response rate for this survey. 

offer a 
on a low 
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CPT Code: 

Descriptor: 

AMERICAN COLLEGE OF CARDIOLOG¥ 

Recommendations Concerning 
Percutaneous Transluminal Coronary 
Atherectomy, each additional vessel 

929XX 

Percutaneous transluminal coronary 
atherectomy, any method, with or without 
balloon angioplasty; each additional vessel 

Current HCFA Work RVU: none 

Recommended Work RVU: 6.5 (650) 

This completely new code for 1993 is an add-on to the initial 
vessel atherectomy. The response rate for this survey was 55.56 
percent and rQQUlted in a mean value of 1180 and a median of 650. 
As with balloon angioplasty, each additional vessel treated results 
in increases physician time, effort and stress. 

Multivessel disease carries increased risk due to the frequent 
association of increased LV dysfunction in patients with 
multivessel disease and increased numbers of vessels exposed to 
atherectomy. 

S:\E\R\ATIIERPT.692 
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CP'r Code: 

Dcascriptor: 

AMERICAN COLLEGE OF CARDIOLOGY 

Recommendations Concerning 
Percutaneous Transluminal 

coronary Atherectomy 

929XX 

Percutaneous tran&luminal coronary 
atherectomy, any method, with or without 
b~lloon angioplasty; single vessel 

Current HCFA Work RVU: none 

Recommended Work RVU: 17.75 (1775) 

This is a completely nQW code for 1993. The survey for this 
service had a response rate of 55.56 percent with a mean value of 
1750 and a median of 1775. our respondents were familiar with this 
procedure with frequency of performance in the past year ranging 
from 2~ to 235 cases. This value is based on comparison to both 
the PTCA single vessel (RVU = 1500) and a left heart 
catheterization • 

Procedure: AtharGctomy, although not dissimilar from balloon 
an9ioplasty in that it is a. method used to open blocked arteries, 
physically achieves its goal by actually removing the plaque from 
the vessel. The typical atheractomy is done particularly in 
proximal lesions where balloon angioplasty involves significantly 
higher risk. It more recently has been used in vessels of 2.5 to 
3.0 mm in size. It is particularly good when there is an ulcerated 
lesion or high risk lesion with eccentricity. Atherectomy has the 
advantage of less incidence of acute closure. Increasingly, 
atherectorny is used in patients where balloon angioplasty has 
failed. In these patients especially, the procedure is 
significantly more time consuming than balloon anqioplasty. In 

. addition, patients who are rej ectad as candidates for balloon 
angioplasty are often referred for atherectomy. These patients are 
otten more seriously ill than the typical anqioplasty patient with 
a resulting higher complication rate. 

The work in performing atherectomy is greater than.that for balloon 
an~ioplasty ~ua in part for the necessity of makin~ multiple passes 
with the catheter to remove the plague. Each pass of the catheter 
removes 5 to 7 specimens of wall plague, and then the cutting 
device must he $rnptied. Each of these steps requires physician 
time and effort. Also, atherectomy requires two assistants in 
addition to the physician, whereas balloon angioplasty can be 
performed by a physician with one assistant . 
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-A service paid on a global basis includes visil3 and other services provided in addition to the basic procedure during a specified number of days before 1nd atler the procedure is provided. The global p~riod identified above 
r<:fen to the number of preprocedunol and postproc:edural days of care that are included in the payment for a global surgical paclcage as determined by the Health Care Financ:iog Administration for Medicare psyment purposes 
There are three categories of global services (090, 010, 000). In addition, there are two types of alpha global codes that may be used: 
XX:X=r.J..,I,•I concept does not apply to the code; YYY=Giobal period is to be set by the Medicare c3rrier, ZZZ=Code is part of another service and falls within the global period for the other service. 
RP.fer to T3ble 2 for the senic~ included in each type of global ~e. . 

A -~par:!le procedure" is one that is commonly carried out u an integnol psrt of a total service and thus not generaUy identified separately. In those instances, however, when such a procedure is performed independently of. 

and is not immediately related to, other services, it may be listed as a "separate procedure.· 

Final a55ignmenl3 of codes and code de:~eripton are subject to change by the CPT Editorial Panel prior to publication of CPT 1993. The infornution contained in this questionnaire is confidential and proprieury and should 

only be usd pursusnt to participation in the AMA/Specialty Society RVS Update Process. 

CPT fiv~-<li~t codes, two-digit numeric: modifi-:rs, and de:~eriptioru only are 0 1991 American Medical Association. No payment :~ehedules, fee schedules. relative value unil3, :~eales, conversion factors or component! thereof 
are included jn CPT. The AMA is not reco~nding that any specific: relative values, fees, payment :~ehedules, or related listings be aCUicbed to CPT. Any relative value scales or related listings usigned to the CPT codes a· 

not t'lose of the AMA, and the AMA is not recommending use of these relative values. 
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Clinical Description of EEG and Video Recording - q5<1SI 

I~tensive EEG/Video monitoring is widely accepted as a safe and 
clinically effective method for evaluating carefully selected 
patients with seizure disorders. In this technique, 16-128 
channels of EEG are recorded continuously onto , a magnetic or 
optical storage medium while the patient remains· .in front of a 
closed circuit television camera. There are several clinical 
indications for this: diagnosis, classification, lo~alization and 
other reasons. For diagnosis, monitoring. determi?es whether 
episodic spe.lls. are epileptic .as opposed to' non-epileptic. For 
classification, in patients suspected of having one or· more 
epileptic seizure or both epileptic and psychogenic seizures, 
intensive EEG video monitoring can be helpful for separating the 
various types of spells to document thei.r coexistence and to plan 
differential treatment. Monitoring can also occasionally provide 
the only source of information regarding which type of epileptic 
seizure occurs . in an individual patient, which in turn can 
substantially influence choice of medications. For localization, 
localization of the seizure focus is of paramount importance for 
patients being considered for surgical treatment. Intensive 
EEG/Video monitoring is crucial to such localization issues. 

. -

In certain circumstances, intensive EEG/Video monitoring can 
occasionally be accomplished in an outpatient EEG/laboratory (if 
appropriate resuscitation equipment is available). However, this 
requires that a technologist must be available to keep the camera 
pointed to the patient, attend to the patient during epileptic 
seizures, correct technical problems as they occur, and observe the 
patient for occurrence of··aeizures which might go unreported by the 
patient. Especially with patients who have multiple complex 
partial seizures every day, intensive EEG/Video monitoring could 
be done in an outpatient· EEG laboratory or in a similar well­
controlled outpatient environment. 

The number of steps involved and the complexity of the data 
obtained during EEG/Video monitoring differ significantly from that 
necessary for routine EEG monitoring typically used in an 
outpatient setting. The following activities require two to ten 
hours of highly skilled physician time per eight to twenty-four 
hours of reading. · 

A. Initial decisions must be made by the epileptologist once the 
patient is determined to require video/EEG monitoring. First, 
what montage, (ie. what arrangement of electrodes for 
recording purposes), is nece!:sary? Many comblna tiona are 
possible given the number of electrodes placed on the scalp. 
This decision is critical to obtain the maximum pertinent 
information. In addition, electrodes rire placed to monitor 
muscle activity, the cardiac rhythm, eye movements 1 and· 
respiration. In addition various invasive electrodes may be 
necessary including sphenoidal electrodes which since they 
are invasive and have certain risks associated with them must 
be inserted with great care after careful consideration. 
Reassessment of electrodes used must be dor.e periodically 
during monitoring. 
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c. 

D. 

Specific steps must be taken to provoke a meaningful number 
of seizures in a reasonable amount of time in a manner that 
reduces the risk of injury to acceptable levels. The steps 
include decisions about. medication r~duction ,(requiring 

.detailed knowledge of the pharmacology of the drugs involved), 
sleep deprivation, fastin~, and exercise .. 

Supervision of technical. personnel du~ing the .. recording 
process must be performed in order to help EEG technicians as 
well as nursing personnel. The physician must show the 
technicians/nurses what to look for in terms of the specific 
events, in case of multiple events, know what number of each 
type of event to replay for review, and determine how often 
to perform provocative maneuvers such as hyperventilation and 
photic stimulation llS well as to know how mucn baseline 
recording of sleep and wake time should be recorded. 

A complete review of each particular video and EEG recording 
is the most time consuming and complex part of the sequence. 
The physician conducts a preliminary review of the data using 
the video monitor and scanning device. He/she then directs 
the technologist to. print out selected samples for more 
detailed analysis including: 

1. Review of EEG background activity in all states of 
wakefulness, drowsiness, and sleep as well as provocative 
maneuvers such as hyperventilation and .photic 
stimulation; 

2. Identification of suspected interictal epileptiform 
discharges with respect to whether or not they are 
artifact or genuine cerebral activity, their 
localization, and their significance with respect to 
other clinical features of the patient; 

3. Review of the EEG activity correlated with the video 
record for seizure events, specifically looking at the 
number of events, classifying their type by EEG clinical 
criteria from the video record, correlating the onset of 
clinical seizure behavior with EEG changes, and deciding 
whicJ:l events should be replayed with different filter 
settings or ·different montages. Finally a dicta ted 
report needs to be generated for the patient's medical 
record. 

E. When monitoring is complete all of the patient's events from 
all the sessions must be reviewed at one time to determine 
any gradual change in events during the recording process to 
develop an overall impression. A final summary, describing 
the information obtained from all the events recorded with 
respect to similarity, classification and determination of 



• 

• 

• 

localized or multifocal onset of seizures is written. 
Finally, this data is collated with other clinical features 
for presentation to the family as well as to colleagues for 
determination of approp~iateness for surgery or other 
treatment options . 
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Recommended RVUs - 1.59 
each 24 hours- CJ5Cf50 
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Technical Component ~ 3.0 

Ambulatory cassette recorded EEG, typically using the. 8 channel 
Oxford b~and system, i.nvolves recording limited samples of EEG with 
a small portable recorder that is· only slightly. larger than a 
Walkman. The patient.has many fewer electrodes placed than with 
a standard EEG. EEG is recorded on a cassette tape for 24 or more 
hours and each tape lasts for 24 hours. The patient usually goes 
home and engages ·in normal daily activities, writing down the time 
of any seizures or spells. Inpatient recordings can also be done 
with this devise. After recording, the cassette is scanned on a 
"reading device • and segments of EEG can be printed for more 
detailed study. 

Ambulatory cassette recorded EEG is used primarily for differential 
diagnosis of spells that are possibly seizures despite non­
diagnostic routine EEG. Ambulatory cassette recorded EEG during 
some seizures (focal sensory or motor) may be entirely normal; 
thus, for those problems video EEG monitoring is more appropriate. 
Ambulatory cassette recorded EEG is useful for counting seizure 
frequency in patients with obvious EEG changes. Medication changes 
can be assessed more quickly by counting seizures, particularly in 
patients with daily seizures. 

It takes a technologist about 30 minutes to place electrodes and 
another 30 minutes to instruct the patient and complete the hookup. 
Reading the. tape takes 1-2 hours of physician and technologist time 
depending on the number of events that need to be printed out. The 
physician should be fully trained and preferably board certified 
in neurology and cl inice 1 neurophysiology .or-. f G. ~/L. fl.. f.t.,~1 ;v ,'? E 0 · 

Ftll.-flt.:e/L r ll.rti/J ,-IVCj )-/Ill) E "-tell.tf-t/C lZ... 
Computerized Portable EEG with 16 or more Channels, each 24 hours -
~L gsg,<x 
Recon~uended RVUs - 5. 0 
Technical Component - 9.0 

A new form of ambulatory monitoring has been developed that allows 
recording from 16 or more electrodes and, when indicated, 
sphenoida 1 electrodes as well. EKG and other physiological 
measurements are also possible in addition. Selective data storage 
makes it possible to obtain ~nformation from a relatively large 
nwnber of electrodes, over periods of 24 hours or more. The 
storage mode is activated only at the time of seizure onset so that 
only the epileptic seizure and a short .period of time before and 
after are retained in memory. Storage can be .activated by the 
patient or an observer at the first indication of a seizure, or by 
a computerized seizure detecting system to automatically activate 



e torage each time an EEG ictal is recognl zed. As with routine 
a.m.bulatory cassette recorded EEG, the patient carries a small 

•
recording device in a pouch and can move about at will. If the 
comput~rized seizure detector is used, however, this requires an 
additional piece of equipment slightly smaller than a six pack, 
which must be plugged into an electrical outlet. Consequently, the 
system is not truly ambulatory in this situation .. It is, however, 
portable and can be readily used at home or in the workplace. It 
can also be used in .an inpatient setting, in association with 
EEG/video recording, as with other -forms of inpatient 24 hour 
monitoring. 

Outpatient. ambulatory computer recorded EEG monitoring with 16 or 
more channels usually does not involve video monitoring. As with 
standard ambulatory EEG, it can be used for differential diagnosis 
of epileptic seizures, for determining how often epileptic seizures 
are occurring, and whether there is a specific pattern that may 
influence treatment schedules or necessitate avoidance of specific 
precipitating factors. Unlike ambulatory cassette EEG, however, 
the larger nwnber of electrodes makes it possible to use this 
system to determine what types of seizures might be occurring, and 
to localize the site of onset of partial seizures when respective 
surgical treatment is being considered. In some cases, outpatient 
ambulatory computer recorded ·EEG monitoring with 16 or more 
electrodes can be used as a screening test for surgical candidates, 
or for obtaining additional information after a brief period of 
inpatient long-term EEG monitoring with video recording. Video 

• recording of a least a few seizures is usually necessary before 
definitive localization of .seizure onset is obtained; however, 
outpatient ambulatory EEG with 16 or more channels can greatly 
reduce the time necessary for expensive inpatient long-term EEG 
monitoring. 

• 

Approximately one hour of a technologist's time is required to 
prepare a patient for ambulatory computer recorded EEG with 16 or 
more channels, and another 30 minutes to instruct the patient 
and/or family members in the use of the system. Usually the 
patient returns to the hospital every 24 hours to replace batteries 
and to unload data. This may take one or several hours of 
technologist time, depending on the number of seizures that have 
occurred. 

An experienced physician clinical neurophysiologist must supervise 
and train technologists in the use of the ambulatory EEG equipment 
and the proper display of data. Each seizure must then be reviewed 
by this specialized physician, which again takes one or more hours 
a ~ay, depending on the number of seizures that have been recorded. 
A review of the electrographic data may also involve computerized 
manipulation such as changing the time base or filtering out 
artifact. · 
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The physician should be board certified in neurology and clinical Bc~~D 
neurophysiology, and should a lao have speci a 1 training in long-term £ t, · ·i ~ ;(,r:, 
monitoring, including the use of the particular ambulatory EEG . 7 I 
device, in order to interpret ictal recordings. In addition to EEG 
technologists, it is also necessary to have access to an 
electronics technician who is able to maintain and repair 
equipment, including the computers necessary for data display and 
storag~. · ' 

}~/-Ambulatory (Cable or Radio, 16 or more channel) Telemetered EEG, 
each 24 hours \. q 59)(~ 

• 

• 

Recommended RVUs - 5.0 

Ambulatory radio or cable telemetered EEG provides all of the 
detail of a standard 16 channel computerized EEG recording. The 
serv~ce is provided in an outpatient clinic setting or while the 
patient is hospitalized. In either case, the patient is under 
direct nursing supervision when being monitored. Prolonged 
recordings have a much higher yield of useful clinical information 
than does a routine EEG. The data obtained is useful for 
localization for seizure surgery when supplemented by video EEG 
recordings. Recording are usually performed 24 hours a day. 

One hour of technologist's time is needed to set up the equipment, 
apply the electrodes and instruct the patient. The technologist 
must be available to monitor EEG changes and be available to 
correct technical problems. Daily maintenance and review requires 
1 or more hours of technician time each day . 

An expe::rienced physician clinical neurophysiologist must supervise 
and train technologists in the use of the ambulatory EEG equipment 
and the proper display of data. Each seizure must then be reviewed 
by this specialized physician, which again takes one or more hours 
a day, depending on the number of seizures that have been recorded. 
A review of the electrographic data may also involve computerized 
manipulation such as changing the time base or filtering out 
artifact. · 

C/t.lis...rl;if>Lf; t1tvfJ hAv~ f>£13.1L , ., 
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The physician should be board certified in neurology and clinical . -
neurophysiology 1 and ShOUld alSO have Special training in long-term r~-r.~,VJ 1-1.-7 
monitoring, including the use of the particular ambulatory EEG fol/) , 

device, in order to interpret ictal recordings. In addition to EEG $"t:.f5/2,JRIVEG. 
technologists, it is also necessary to have access to an 
electronics technician who is able to maintain and repair 
equipment, including the computers necessary for data display and 
storage . 
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MEMORANDUM 

via T'i!lecop~ 

DATE: 

TO: 

FROM: 

RE: 

May 13, 1992 

l-lark J. Segal, Ph. D. ~ 

Joseph s. Bailes, M.D. ~ 
Physician Work Values - 96440, 96445, 96450 

·---------------------------------
Tha following outlines the procedures utilized in and 

outcome of our efforts to assign physician work relative valUQ& 
to several revised chemotherapy codes. ASCO's standing Clinical 
Practice Committee served as our RVS committee. No outside­
expertise was aought as it was felt that Committee members had 
gufficiont gxpgrtigg and familiarity with the procedures 
requiring evaluation. 'l'he Comrni ttee ·assessed relative values for 
three codes: 

96440 

96445 

96450 

chemotherapy administration into pleural 
cavity, requiring and including 
thoracentesis; 

chemotherapy administration into peritoneal 
cavity, requiring and including 
peritoneocentesis; and 

chemotherapy administration into CNS (e.g., 
intrathecal), requiring and including lumbar 
puncture. 

Committee members were sent relevant mat~rials prepared 
by AMA and;;ftsked to assign relative values. To avoid bias, we 

• elected no.t,_..to reveal relative values previously assigned to ' 
these cod~s. ·work values were, however, provided for 85095, 
62270, 49080, 85102, and 32000. Median relative values were 
calculated·.based on the mail survey. 
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SubsequQntly, a oonforenca call was held to· discuss the 
values. I coordinated this call as I serve as chair of Asco•s 
Clinical Practice Committee. Participants in th~ conference call 
were asked if they wished to ~eviae their recommendations as a 
result of issues raised in the discussion and their knowledge of 
the median values from the mail survey. Several individuals did 
modify their proposed ral~tive values. Inadequate consideration 
of risk associated with the procodures was the most common 
rationale for increasing relative values. Both before and after 
the conference call, however, there was considerablA consistQncy 
with respect to the rQferGnce oodes selected by participants. 
Following the call, new median values were calculated. 

The attached tables provide RVU rankings from the mail 
survey and the conference call. Data are reported in rank order. 
As requested, we have computed medians as well as the 25th and 
75th percentiles. 

Assigning work values to these codas is relatively 
straightforward, sines in each case the code encompasses a 
service for which a relative value is already established. That 
is, relative values exist for thoracentesis, peritoneocentesis, 
and lumbar puncture, and the relative value for the chemotherapy 
procedure can be assessed ~y estimating the additional work 
involved as a ~esult of the chemotherapy. 

It should be noted that the values developed by our 
committee are clearly mora accurate that the existing values for 
these codes. For example, under thn current values, chemotherapy 
requiring thoracentesis is valued less than the thoracentesis by 
itself. Comparisons involving the current values include: 

CPT code 

96440 Cherne requiring thoracentesis 
32000'Thorncentesis 

96445 Cherne r~quiring peritoneocentesis 
49080 Peritoneocentesis 

96450 Chemo requiring lumbnr puncture 
62270 Diagnostic lumbar puncture 
62289 Lumbar injection 

current 
li_ork valu~ 

1.59 
1. 63 

1. 59 
1.42 

1. 27 
1.18 
'1. 73 
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In summary, basad on the median valuos ot the survey, 
ASCO .recommends that the work values tor the newly. revised codes 
be established as follows: 

96440 Chemo requiring thoracentesis 
96445 Chemo requiring peritoneocentesis 
96450 Chemo requiring lumbar puncture 

2.50 
2.31 
2.00 

If you have any quostions regarding this presentation, 
please contact Stacey Bockhardt, ASC0 1 s Director of Government 
Relations, at 202-770-2396. 

Attachments 
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ATTACHNENT 17 

Society of Critical Care \ leJicine 

March 24, 1992 

VIA HAND DELIVERY 

The Honorable Michael Hudson 
Acting Administrator 
Health Care Financing Administration 
Department of Health and Human Services 
Room 309-G, Hubert H. Humphrey Building 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 
Attention:· BPD-712-P 

Dear Mr. Hudson: 

The Society of Critical Care Medicine ("the Society") 
appreciates .the ·opportunity to comment on the "initial" 
relative value units·("RVUs") established in the Final Rule 
implementing the Medicare Fee Schedule. 56 Fed. Reg. 59502. 
The Society's comments focus exclusively on the significant 
coding and reimbursement inequities that exist concerning HCPCS 
critical care codes 99291 and 99292. These inequities threaten 
to impede the delivery of cost efficient, high quality care to 
Medicare beneficiaries. Therefore, the Society urges the 
Health Care Financing Administration to revise the definition 
and payment levels with the utmost haste. 

Founded in 1970, the Society is committed to the 
impr.ov.eTI)ent of care for patients who are critically ill or 
injureq. Such patients often require prolonged attention, the 
evaluatioQ ~nd manipulation of multiple databases and advanced 
·techn~logy~ and decisionmaking of the highest complexity -- at 
times. on an a round-the-e lock basis. 

Such:.se.rv·ices require separate and distinct evaluation and 
manag·er:nen~ codes with relative value units that accurately 
ref le.c;f.:: t!)e: intensity and time required. The Society is 
part·i:¢.tff~r~:r:l.Y concerned because, to our knowledge, no physician 

· · :·; ,., ''::! :; .. 1'}~;, .... , n .... \ .. , ... ,J 
. ' . ' 

· · ·'·\rnl'h'-:r"rll. f .• oliJ; •nua "".!: ;11:-{. ~·_!I -1 

·:o::i;~~;~~'i:l.ollllll 1.1\ -1-i _:;{~ "".'" 
••• r '..,.._ 
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The Honorable Michael Hudson 
March 24, 1992 
Page Two 

who primarily practices critical care medicine was surveyed in 
the Hsiao study or participated in the development of the CPT 
definition of these services. Moreover, the proposed RVUs for 
these critical codes were not included in the Notice of 
Proposed Rulemaking for the Fee Schedule published on June 5, 
1991. Thus, the Society was denied any opportunity to comment 
on these values before implementation of the Fee Schedule. 

The Society urges HCFA to seriously consider the 
recommendations discussed in our comments. Without such 
changes to the definition and payment levels for critical care 
visits, the delivery of appropriate services will be seriously 
impaired and, in fact, Medicare costs will increase because of 
the greater utilization of consultants to deliver this care. 

Of Counse1: 
. . 
Ste~h~n E. Lawton 
Laur;a E. Loeb 
HOGAN & HARTSON 
55'5 1:J·th Street, 
Washi·ngton, D.C. 
(202) 637-8615 

N.W. 
20004 

Respectfully submitted, 

THE SOCIETY OF CRITICAL CARE MEDICINE 

Frank B. Cerra. M.D., F.C.C.M. 
President 

Russell C. Raphaely, M.D. F.C.C.M. 
Chair, H~althcare Policy Division 

8101 East Kaiser Boulevard 
Anaheim, California 92808-2214 
(714) 282-6000 
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" ,. . COMMENTS OF THE 
·. · · iSQG.J:E::r.c OF CRITICAL CARE MEDICINE 

··~·, l~ ·: •. .,. ON THE 
::·~~.:IN:;I:TIAL RELATIVE VALUE UNITS 

· ·· ·,~ )"'OF}tTHE MEDICARE FEE SCHEDULE 

Reference: 

File Code: BPD-712-P; 
Medicare Program; Fee 
Schedule for Physicians' 
Services;:.Final Rule 
56 Fed. Reg, 59502 
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Critical care is cost efficient care, because the need 

for additional consultative visits 'is typically averted. This 

means a savings to Medicare of reimbursement fo~ at least one 

Level 5 consultation with a work RVU of 3.03 for each critical 

care visit. Often more than one consultant is required if no 

physician is providing coordinated critical c~re, translating 

into a savings of perhaps two or three times the 3.03 RVU for 

Medicare or equaling 6.06 of 9.09 work RVUs. 

While it is a difficult comparison to make, the 

Society believes the intensity of work involved in a 60-minute 

critical care visit perhaps most closely corresponds to the 

intraoperative work involved with some cardiac or 

neurosurgery. ~ecognizing that the in~raoperative wor~ duripg 

surgery involves more than the cognitive aspect of a critical 

care visit, it is instructive to note that the intraoperative 

work RVU for a coronary artery bypass (33516) for 60 minutes 

would be 3.82 (30.55 work RVUs X .50 (intraoperative work)/4 

(procedure is normally 4 hours long)); for an ascending aorta 

graft (33860), the work RVU for 60 minutes would be 4.51 

(36.09 X .50/4); or for the removal of a brain lesion the work 

RVU would be 4.25 (34.01 X .50/4). 

In short, the Society believes that a work RVU for a 

60-minute critical ·care visit with the exclusion of all 

procedures should more accurately be valued at around 4.0, if 

not higher, compared to other services requiring the same level 

of skill, intensity, and work . 
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• 
.This cognitive time should 

be r·eimburs~,, :t~:nP. ·cfil~~ ~~nstrates why procedures included in 

the critical ·.Sil:~ ·Y~~i~:~ So§·~ are misleading and ,.not reflective 

J)1 ;,?.}1-o-r~t, ·r-t.n_e .~ . .e ~o.f critical care visit codes should 
• .., - "'"•I ... "'.~· ~ ,. •·· '- ·~-· 

' 
no.t be limi_~ tt?Y ·_tt-n_.e,c4:a:Y -:~r.·t.-P,Y hospitalization, as per the 

example ·giv:~P.· M]!q:.;:.~<?'~~-r;, .£:t:.~:~ical care visits should not 

inc_l ude a-nyc~ irme~c:q:lt~J:.~9:\...~l'!.~.cr.h rP rocedu res are performed. 

III. ~or:ki~ffl~---JSE ... d~_g,!!'t..~s:~·9291 and 99292 Must Be Revised. 

T.he:-~l:!fFe~t ~p);~l.-ys_~c~an 1 work RVU for a 60-minute 
-~ '- ~ . - ... ~ - - ' ... 

[The 

correspP,n<Ung, 'K9.~~e.f.~ __ 9rj::.S9ee_::.~~292, which is directly related 

to the -val~e::t~r 9 ~~.-~~f., 2._~.l~o:}s undervalued.) The work RVU for 

the ~igh~st le¥'l~p~~M~~;gep~y room visit is 2.79. The 
~ ,l •• ~ -

crit.ical:_ C:P·re\·Y!4-?.~t1,.;~'?Jf~r::~~ ;S.hould be greater than that for 

emergency ~oG~·¥isi~s;~Or-tberfollowing reasons: 
,__' ............. """: _ .. J .... J.. ·-.::. - • 

• -:~T@en:PJ-19-P:E!~t. level emergency room visit usually 
r~gu..i;r.es ... additional consultative care, whereas 
~'e:.~'iitl:c'al care visit usually encompasses this 
t~~·e; . .:~:)f cs.-pecialized e:xpertis.e. 

" • -~·.r-/;P~·. Jl_~:·9.~,~~s~~~~~h.::~mergency room visit typical ~Y 
,,•:Jl9~~q 1 cZ:.O~~~f::t~s _1c;m9 as the hour used to def1ne 
t :tbe,,c:r .. l .. t-i..c-a 1- -c.a.J:"e v1 s 1 t. Rather, norma 11y the 

• .. ~. ... -.~ ...... ,~ .... ~ .. -~~::~- . .;:.c_.A~..t_ ·:· ..... 

nH~~~l:~:_n~.,::ti~~:1e~:J>r::.:~ransferred to a~ rcu or 
::·;.QP.~·r. __ a~~~;!l9.<·.~9R~\.P~,.-Perhaps wou~d d1e. 

· • :'i\:)~Y;Jt~~~),Y,,~..,\1tt:r~"Lde:_cisionmaking is more complex for 
~:~t~he:··;.qr.:fit~-A_a 1-:-zP-~-r-~ visit, requiring the 
.:::.. ish~·~\l i; lal~.:if..lrP,le:~·:O. ~ •. rnu 1 t i p 1 e d a t abases and the 
<?~PJ?.)~i:.'t~; ~}, p ~:-1-o t. -,:advanced techno 1 o gy to prevent or 
~~:R~Q:a~\~.~~1)~;:;·~.t .. mu 1 tip le vital organ system 
_. J~ a 1,l-u.r e . 

.... .~ ... .... ..Jj ~ .... , ' 

--
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

, __ --,.._......:. --------- ..,.. __ 

Tracking Number: AZ39 Global Period: XXX Recommended RVW: _ _,.;0:..:.·~60::.....__...,..:- • ••• 'I......, 

CPT Descriptor: 

-·\ 

Physical performance test or measurement (eg·, musculoskeletal, functional capacity), with written 
report, each 15 minutes 

CLINICAL DESCRIYI'ION OF SERVICE: 

Vignette Used in Survey: 

The physician refers the patient, a data entry person, for evaluation and treatment of suspected carpal tunnel syndrome. 
Nerve conduction studies were negative, however patient complains of a numbness in the median nerve distribution and pain 
in the proximal palm while on the job and often at night. Assessments are made of pinch and grip strengths using 
computerized instruments which are calibrated before each evaluation. Sensibility tests of touch pre8Slii'e threshold and 
vibration are also performed on the patient for their ability to detect early development of carpal tunnel syndrome: 
·Computerized instruments are preferred as hand held instruments are subject to in~r-rater reliability. Test results are 
negative, and work simulation is set-up for patient to perform key board entry for 30 minutes. Upon re-test, vibration 
detection, touch pressure threshold have decreased from normal to diminished light touch in the dominant hand. Pinch and 
grip strengths have also diminished because of pain. Conservative treatment is initiated which includeli ergonomic changes 
in equipmenfand job pacing in conjunction with physician's application of anti-inflammatory medication. · 

Description of Pre-Service Work: 

; 

Chart reviews for medical treatment; pre set up of activities, equipment, area; review of previous documentation as n~ed; 
communicating' with other health care professionals (eg, social worker, nurse); discussions with family members/ calls to · \ 
referring MD for additional informati<;m/clarification. . . . · \I 

Pescripti.gn of Intra-Service W0rk: 

Status chbck of patient's level of pain, sensation, pinch and grip strength, and functional job abilities is performed. 
Provider develops program to address instruction/practice of accommodated work related activities. Also educates patient 
to safe job performance, job pacing, and self-management of program. Further Intra-Service Work is detailed in the 
vignette. 

Description of Post-Service Work: 

Writing up report/documentation of treatment; call~ to referring physician to report progress; communicating with other team 
members 

KEY REFERENCE SERVICE(S): 

CPT Code 

M0008 

95860 

97250 

"CPT Descriptor 

Office visit including·combination of any modality(ies) and procedure(s), 
~ch additional 15 minutes 

Needle electromyo~raphy, one extremity and related paraspinal areas 

Myofascial release/soft tissue mobilization 

0.51 

0.97 

0.45. T' 

RELATIONSHIP TO KF.Y REFERENCE SERVICE(S) AND/OR OTHER. RATIONALE FOR RVW 
RECOMMENDATION Onclude all applicable elements of work in rationale: time; technical skill & physical effort; mental effort andf' > .. ,,._, 

~ " ' ' j\ judgement; and stress): 

Survey median adjusted downward given .probability that those surveyed were relating this to use for evaluation codili.g. ~ 
Maintains ranking as higher than direct procedural codes given probability of need for test interpretation, assessment, etc .. 
Maintains ranking as high than 15_ minutes direct care where no testing is occurring. Ranks higher than Key Reference Code • 
M0008, and lower than invasive 95360 which may have inherent greater patient risk. 

' 

J 
.4\ 
I\ 

·/ 
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IF RECOMMENDED RVw IS BASED ON AN ALTERNATIVE MEmOD INSTEAD OF THE SURVEY RESULTS, 

I 
I 

PLEASE EXPLAIN WHY: . 

1 ~ I ' 

See Above Rationale~. ·' 

j 

SURVEY DATA: 

Organization: API' A 

Median Intra-Service Time: 30 . Low: 5 High: 360 

.-roM,¢i~~lhfre-~rvice Time: 10 Median Post-Service Time: _____ lo!.:5~-----

. :L"i··z . 
,lengt~ ~~ 1J:Iospital Stay: ---~~· Number & Level of Post-Hospital Visits: 

~ · .< :' ,• ~ r r: l , 1 -;;,·:I ,: __ NiumbkofTimes Provided in Past 12:.months (Median): 
~~~il. -· : .._ ,[ .i- 4: lk . - ; ~. . ~ 
· · . \ ._., ·iqth~t Data: 

.J ~ ' ' 
·;;~ Samp_~e.· Size:,:'-'' 9::..:7.:../3""00"""'"----

~<150 

~ .. 
Respo~e Rate(%): 32.3 MedianRVW: .75 

-.h·' : ,·)f!" r ·--~r-~o-, : c,r 

.\-· ._,, -,2,5th .. ~~rcentile ~V.W: .51 75th P~~centile RVW: --'-'90::..:::... __ Low: .25 High: -=2=.00""'----

'-. J' 

• ·all f'/eas.t~,f01!1P.llte the follol!fing1if more thnn one· organiwtion wa~ involved in developing the reco111fendntiof1;: 
::' ~-4· < ~ • : ., ;::, - • ' • "\. 

·Y>-- ";;, ~ ?' ~--- "· ' .. . (:t:·· .. 

... 
.• . .Organization: ·: AOTA'-1. 

' 
.. Mediap~.\ntra~~,ervice __ .Jime: 

r' . 
Median Pre-Service Time: 

;: .c Length of H;spi.ta!'-:~tay: 

-'-~ 

., ' 

" .. 60 

j·' 
'( 

; <41{· 
180 .High: 

,o 
'• ~ ,. 

1 5 Median Pcist -S~r\'ict!1Ti¢e~ ~ .... -.-;,_:.___..::.2~0 _____ _ 
-. .-. w ~- \::;~. ;_ ~ ... .t_;:<..L-:; ~-~~ 

- r 0 ... r • ·~ 
Number & Level~ Post-Hospital Visits·:·. ___,.tl~"----------

··f ' 
f• 

Numb·er of Times Provided in Past '12 months (Median): '•- 50 

Other Data: 
r· {:•.r r CI-J. ~: tJi 

:· . ;·~pie Size: 180 ,0 ,Mwian RVW:: ---=-1..:.:.0=2'-----.:.'Z~: __ 
_ -:_:··· lt~ 

LOw::·. .39 High: -=2.""-5-vr v ..;f:-2.5th--:Percentile 'RYW; - . _,':: ~ " . -~ '· 
:· 

' ' 

; t>V <r"'. --
'% q_ ,'1 
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