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Dear Mr. Toby:

It is my pleasure to submit the following recommendations of the AMA/Speci-
alty Society RVS Update Committee (RUC). 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-
clans’ Current Procedural Terminology (CPT). They reflect decisions made
at the May 30-31 and June 25-28 meetings of the RU.L. The vast majority of

these codes originated at the May 8-10 CPT Editorial Panel Meeting and were -

addressed by the RUC in June. I believe that this timetable demonstrates
the RUC’s ability to respond quickly to all coding developments.

The RUC 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 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 is comprised of 26 members. Twenty two are representatives of
major specialty societies. The remaining members represent the American
Medical Association, the American Osteopathic Association, and the CPT

Editorial Panel. I was appointed Chairman of the RUC by the AMA Agﬁéﬁdixfﬁsg
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current Medicare RBRVS, can be integrated into HCFA's RBRVS refinement
efforts, reflect standard protocols across speclalty 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 RUC 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 RUC.

2. The RUC 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. RUC staff work with AC members and their speclalty 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 code
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 values for each code, and adjusts these results as warranted
by a detailed clinical discussion of the results. This small group
survey method reflects Phase JII of the Hsiao study.

3. The AC member forwards the specialty's recommendations to the RUC.
Multiple societies and specialties developing. recommendations for Ehe
same code are encouraged to collaborate early in this process.

6. AC recommendations are sent teo RUC members and copmenting AC!membgrs
prior to the meeting of the. RUC. These recommendations -document th@
methods. used in developing the recqmmendatlpn summarize ‘survey dﬁQa,
and indicane key refenence services. o

7. The RUC considexrs speciialty recommendations and comments in gn open,
meeting. It votes om each recommendation, with_ a 2/3 vote rgquired
for acceptance. If it dges not. acgept-a recommendatlon 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. 1In most instances, speclalties agreed on a consensus
recommendation to the RUC.

Through this method, the RUC was able to dispose of all items of
business that it has considered. As indicated in Table 1, the RUC
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 RUC review for next cycle.
. Recommendation in the form of a ratio to a current code.

o No recommendation at this time c<iven available data.

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

N The RUC accepts the Medicare RBRVS as its framework, while recog-
nizing that the RBRVS is underpoing refinement,

. The process adapts both the Harvard RBRVS and HCFA refinement methods
to _the needs and requirements of RVS updating.

° The RUC, like HCFA, uses reference services to value services, For
the RUC, 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 RUC process is extremely open, The RUC itself provides broad
representation of the medical profession. The AC includes many more
specialties and societies. ’

. The RUC.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 RUC intends to implement a more formal reconsideration
process.
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. The key to the methodolopgy is review during RUC meetings. RUC
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 RUC does not
hesitate to refer a recommendation back to the specialty or to a
facilitation committee.

The RUC's recommendations are summarized in Table 1. This table contains
each new or revised CPT code for which the RUC 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: Internal RUC tracking number. (Omitted numbers were assigned
to codes not requiring a recommendation.)

Column 2: CPT code. (Coae numbers are subject to minor revisions prior
to finalization of CPT 1993.)

Column 3: Descriptor for new or revised code. (Descriptors subject to
minor revision prior to finalization of CPT 1993.).

Column &4: Global period. (Based on information supplied by lCFA).

Column 5: Recommended relative work value. (Where 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.

Column 6: Key reference service. (As indicated by recommending AC
member(s) and/or RUC review. ©Note that the RUC does not focus
on equivalence to reference services.)

Column 7: Specialty Societies making recommendation(s).

Column 8: Comments. (These include the basis for the RUC recommendation
as well as any special considerations. Where relevant, it also
indicates, by Attachment number, specialty documentation
supporting the RUC reccrmendation.)



William Toby, Jr.
Page 5

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 RUC is proceeding with plans to develop recommendations for new
or revised codes for CPT 1994. 1In preparation for these efforts, the RUC
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 can 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,

o

Grant V. Rodkey, MD
GVR/mjs
cc: James S. Todd, MD

Attachments
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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 (RUC). These
recommendations were transmitted by the Chairman of the RUC, 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 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 Medical Associ-
ation, the American Osteopathic Association, and the CPT Editorial Panel.
Grant V. Rodkey, MD has been appointed Chairman.

The RUC’'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 generate
recommendations sent to the RUC by each relevant AC member.

The RUC 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. First, the CPT Editorial
Panel adds new codes or revises current codes. Second, this information
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is transmitted to the RUC, 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 RUC. (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 RUC 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 RUC disposed of all items of business before
it.

I would like to underscore several points about the RUC process. The RUC
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 RUC methodology is exacting clinical and
methodological review by RUC 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 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,

JaMes S. Todd, MD

JST/mjs

cc: Grant V. Rodkey, MD

Attachments
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Grant V. Rodkey, MD 515 North State Street 312 464-4726 -
Chairman Chicago, Illinois 60610 312 464-5849 Fax -~ ’
AMA/Specialty Society RVS \ -
Update Committee
Memo to: AMA/Specialty Soc1ety RVS UpdathONMLttée :
From: Grant V. Rodkey, MDA&L»Q?’ g% o B
Date: -  July 8, 1992 - %

% i
Subject: Recommendations Submitted to HCFA %

. 3 .
B bl

It is with a great deal of pleasure‘that I enclosgp for your. informatlon

a copy of the first annual RUC recommendations for phy51c1an ‘work
relative values for new and revised CPT codes,fuThese recommendatlcns
were submitted to the Acting, HCFA Administrator, Mr. yilliam doby, Jx.,

on July 6. Doctor Todd also ‘forwdrded a copy of your recommandatlbns “to -
Louis W. Sullivan, MD, Secretary of HHS. Attached you will find copies .
of these letters, along with a table listing the recommendatlons “For’

each CPT code. As the table indicates, the ballot on the two new todes:
for "intravascular stent placemerit, -each additional vessel," passed,by
the required two-thirds majority. We have not duplicated the appenﬂiues
and attachments for you since they replicate materials, dlstrlbuted atr’

the May and June RUC meetings. Copies of the attachmemts are available
upon request by calling Robin Russell at the AMA (312 464 &736)

I believe that we can all feel very proud’ of’ these recommendatlons
Despite an extremely compressed timetable: for: thige z:ycle,,.,r.he ER;BC
members, Advisory Committee members, and AMA -and stpec:.alty soca,ety staff
were able to develop and apptove recommendatiomrs for 253 codes.to, be
included in CPT 1993. In so doing, we demonstrated to both the meﬁu:al
profession and the government that the AMA/Specialty Soc1ety RVS 'i?pﬂa‘te
Process can. effﬁctlvely represent the profession in ma1nta:m1ng antd
updatlng the Medlcare RBRVS.

Although we recognlze that you w111 ‘warit to share’ these materials with ..
others in the leadership of your specialty, I must askyou to refrain
from d’:,strlbuting them w13e1y Information on new and rev:Lsed CP‘I‘ codes
is con£1den;j,gl and gropr;gtggx and,"1ike the relative values, is .

subJect to change before- ﬂnaii%ﬁtiw. .- S

o

-
1

FlnaHy;,.as we- dlscussed.,— tire mext meemng oi,the RUC will l;e held on
Noverniber-20 22,1992, in Chlcagt?:xaﬁ? the Stouffer Riviexe (téntatiVe)
The meef:'rng will begin lat; #00 ‘am on Friday, .so. you 'should plan to
arrive by Thursday evening,. apd a1l concl,uQeL_igy',,12 200 noon on Sunday.

IS

Attachments - - e

-
e

-

cc: James S. Todd, MD
Barry S. Eisenberg
Mark J. Segal, “PhD
Sandra L. Sherman
Specialty Staff Contacts
: .
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS

TABLE 1:
RECOMMENDATIONS FOR PHYSICIAN WORK RELATIVE VALUE UNITS (RVUs)
FOR NEW AND REVISED CPT CODES FOR CPT 1993

Tracking Code

Number (* new) .

Descriptor . Global | Reconimended Key -Specialty Comments

Period | Physician Reference Society(s)t
.| Work RVUs . Service(s) ‘

100 00534

Anesthesia for insertion or replacement of 7 Base Units 00520 ASA ASA recommendation accepted
cardioverter/defibrillator 00528
00530
00540
00560
00632
00790
00844
00857
00872
00912
01920
01921
01922

See Attachment 1

101 10140

Incision and drainage of hematoma, jsimple seroma | 010 no change ASPRS CPT revision did not alter work of
or _fluid collection service

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

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 1o 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 Service(s)
106 11101 Biopsy of skin, subcataneous tissue and/or mucous 777 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 Excision-Groluding simple-olosure-ortigature 010 no change ASPRS CPT revision did not alter work of
strangulation) Removal of skin tags, muliiple service
fibrocutaneous tags, any area; up to and including
15 lesions
108 11201 Excision-Gincluding simplo-closura-or igature YANA no change ASPRS CPT revision did not alter work of
strengulation) Removal of skin tags, multiple service
fibrocutaneous tags, any area; each additional
10 lesions
109 11300e@ Shaving of epidermal or dermal lesion, single 000 .73 11400 ASPRS Recommendation reflects RUC
lesion, trunk, arms or legs; lesion diameter 0.5 cm AAD evaluation of ASPRS and AAD
or less recommendations resulting in a value
that is 80% of the key reference
i service
110 11301e Shaving of epidermal or dermal lesion, single 000 1.07 11401 ASPRS Recommendation reflects RUC
lesion,trunk, arms or legs; lesion diameter 0.6 to AAD evaluation of ASPRS and AAD
{0cm 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, arms 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 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 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 - Service(s)

112 11303 e Shaving of epidermal or dermal lesion, single 000 1.57 11403 ASPRS Recommendation reflects RUC
lesion, trunk, arms or legs; lesion diameter over AAD evaluation of ASPRS and AAD
20cm recommendations resulting in a value

that is 80% of the key reference
service

113 11305e@ 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 cm 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 cm recommendations resulting in a value

that is 830 % of the key reference
service

115 11307 e® 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 10 2.0 cm recommendations resulting in a value

that is 80% of the key reference
service

116 11308e@ 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 cm recommendations resulting in a value

that is 830% 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 evajuation of ASPRS and AAD

membrane; lesion diameter 0.5 cm or less

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

CPT five-digit codes and descriptions only are copyrighs 1992 by the American Medical Association.
Final assigr ts of code bers 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 Service(s)

118 11311e Shaving of epidermal or dermal lesion, single 000 1.32 11441 ASPRS Recommendation reflects RUC
lesion, face, cars, eyelids, nose, lips, mucous AAD evaluation of ASPRS and AAD
membrane; lesion diameter 0.6 to 1.0 cm recommendations resulting in a value

that is 80% of the key reference
service

119 11312 Shaving of epidermal or dermal lesion, single 000 1.53 11442 ASPRS Recommendation reflects RUC
lesion, face, ears, eyelids, nose, lips, mucous AAD evaluation of ASPRS and AAD
membrane; lesion diameter 1.1 to 2.0 cm recommendations resulting in a value

that is 80% of the key reference
service

120 11313e Shaving of epidermal or dermal lesion, single 000 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 cm recommendations resulting in a value

that is 80% of the key reference
service

121 11450 Excision of skin and subcutaneous tissue for 090 no change ASPRS CPT revision did not alter work of
hidradenitis, axillary; with primery-elosure 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 ethes complex olesure 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 primaryclosusre simple service
or intermediate repair

124 11463 Excision of skin and subcutaneous tissue for 090 4.00 ASPRS Increased from current value to reflect
hidradenitis, inguinal; with ether complex nature of coding change
olosure 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
primary-olosure simple or intermediate repair

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
bers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the 1993 book.

Final assig

ts of code
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Tracking | Code Descriptor .~ - Giobal .| Recommended | Key Specialty © | Comments
Number (® new) Period |. Physician Reference Society(s)t |
' ' Work RVUs | Service(s)
126 11471 Excision of skin and subcutaneous tissue for 090 4.50 ASPRS Increased from current value to reflect

hidradenitis, perianal, perineal, or umbilical; with
other complex olosuse repair

nature of coding change

employing alloplastic dressing (eg, synthetic mesh),
any anatomic site; greater than 1% and less than
9% total body surface area

127 11975 Insertion, er-reinsestion; implantable contraceptive XXX 1.50 58300 ACOG ACOG recommendation accepted
capsules
See Attachment 2a
128 11976 Removal, without-reinsertiony implantable XXX 1.80 24200 ACOG Recommendation reflects RUC
contraceptive capsules 20670 evaluation of ACOG recommendation
11971
129 11977e@ Removal with reinsertion, implantable XXX 3.30 11975 ACOG Recommendation reflects the sum of
contraceptive capsules 11976 11975 and 11976
132 16040@ Excision burn wound, without skin grafling, 000 .96 11041 ASPRS RUC accepted revised ASPRS
employing alloplastic dressing (eg, synthetic mesh), 16010 recommendation
any anatomic site; less than 1% total body surface ,
ares (Assumption of global period 000
key in assigning work RVUs since no
follow-up care is included)
133 16041 @ Excision burn wound, without skin grafting, 000 2.48 16015 ASPRS RUC accepted revised ASPRS

recommendation

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

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 publication of the 1993 book.
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Tracking Code Descriptor ' Global Recommended Key Specmlty ‘ Comments
Number (* new) ' Period Physician Reference Soctety(s)t
: Work RVUs Service(s) :
134 160420 Excision burn wound, without skin grafling, 000 2.48 16015 ASPRS RUC accepted revised ASPRS
employing alloplastic dressing (eg, synthetic mesh), 16041 recommendation

any anatomic site; each additional 9% total body
surface area, or part thereof

(For debridement, curettement of burn wound, see
16010-16030)

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

135 17105 Destruction by any method, including laser, of 010 no change ASPRS
benign skin lesions other than cutaneous vascular

proliferative lesions on any area other than the
face, including local anesthesia; complicated or
extensive lesions{e)

CPT revision did not alter work of
service

136 17250 Chemical cauterization of wound granulation tissue 000 no change ASPRS
(proud flesh, sinus or fistula)

CPT revision did not alter work of
service

137 19240 Mastectomy, modified radical, including axillary 090 no change ASPRS
lymph nodes, with or without and pectoralis minor

muscle, but excluding pectoralis major muscle

CPT revision did not alter work of
service

138 19290e@ Preoperative placement of needle localization wire, 000 1.25 SCVIR Recommendation based on RUC
breast ACR evaluation of SCVIR and ACR
recommendations
139 19291 @ Preoperative placement of needle localization wire, YANA .63 19290 SCVIR Recommendation assumes each lesion at
breast; each additional lesion ACR 50% of primary procedure

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 publication of the 1993 book.
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Tracking | Code Descriptor Global | Recommended ) Key Speciaity Coirnm‘ents
Number (® new) - Period | Physician Referesice | Society(s)t
Work RVUs Service(s)
313 213360 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 II type); with wiring and/or local AAO-HNS
fixation; with bone grafling (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 grafling (includes 21365
obtaining graft) 21255
21247
327 21408e@ Open treatment of fracture of orbit, except 090 15.00 21433 AAO AAQ/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

*The actual recommendation is the ratio to the key reference service. The 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 (see p. 6, Attachment 6).

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 publication of the 1993 book.
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Tracking | Code i)scrip(or . Global Recomméalded Key Specialty Comments
Number (® new) Period | Physician 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
proaches See Attachment 4
21366
335 214360 Open treatment of craniofacial separation (Le- 090 24.00 15946 ASPRS ASPRS recommendation accepted
Fort IIl 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 with 090 6.35 13152 ASPRS ASPRS recommendation accepted
manipulation with interdental fixation - 15937
See Attachment 3
347 21485 Closed treatment of temporomandibular disloca- 090 6.35 21485 ASPRS ASPRS recommendation accepted
tion; complicated, menipulative-treatment (ep, 13152
recurrent requiring intermaxillary fixation or See Attachment 3
splinting), initial or subsequent
348 21493 Closed treatment ¢lesed-or-open 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
tuberosity(-ies); with proximal humeral prosthet- 1.23 X 23470 See Attachment 6
ic replacement -
1 24006 @ Arthrotomy of the elbow, with capsular excision 090 (10.33)* 24102 AAQS AAOS recommendation accepted
for capsular release (separate procedure) as qualified
1.30 x 24102 Sce Attachment 6
*The actual recommendation is the ratio to the key reference service. The number in par , 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 muliiplied by the 1992 work RVUs of its reference service (see p. 6, Anachmeni 6).

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 publication of the 1993 book.
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368 24505 Closed treatment of elesed 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 ¢lesed-ar—open humeral shaft 090 (11.51)* 24515 AAOS AAOS recommendation accepted
fracture with es-witheut-iaternal-ar-extornal as qualified
skolotal-fixation plate/screws, with or without
cerclage 1.00 X 24515 See Attachment 6
372 24516 Open treatment of humeral shafl fracture, with 090 (11.51)* 24515 AAOS AAOS recommendation accepted
insertion of intramedullary implant, with or as qualified
without cerclage and/or locking screws
1.00 X 24515 See Attachment 6
380 24545 Open treatment of ¢lesed-or-open humeral supra- 090 (10.17)* 24545 AAOS AAOS recommendation accepted
condylar or transcondylar fracture, with or with- as qualified
out internal or external skelatal fixation; without
intercondylar extension 79 X 24545 See Attachment 6
381 24546 Open treatment of <lossd-er-open humeral supra- | 090 (15.45)* 24545 AAOS AAOS recommendation accepted
condylar or transcondylar fracture, with or with- as qualified
out internal or external ekelotal fixation; with
intercondylar extension 1.21 X 24545 See Attachment 6
405 25520 Closed treatment of radial shafl fracture with 090 (6.34)* 24620 AAOS AAOS recommendation accepted
dislocation of distal radio-ulna joint (Galeazzi as qualified
fracture/dislocation)
91 X 24620 See Attachment 6
406 25525 Open treatment of radial shafl fracture with 090 (12,32)* 24635 AAQOS AAOS recommendation accepted
internal and/or external fixation and closed as qualified
treatment of dislocation of distal radio-ulna joint
(Galeazzi fracture/dislocation) with or without -94 X 24635 See Attachment 6
percutaneous skeletal fixation
*The actual recommendation is the ratio to the key reference service. The ber in par , provided for information only, is this ratio multiplied by the 1992 work RVUs assigned 1o 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 (see p. 6, Anachment 6).

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
Final assignments of code numbers and descriptors are subject 10 change by the CPT Editorial Panel prior to publication of the 1993 book.
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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
ment with or without internal or external fixation
of distal radio-ulna joint (Galeazzi fracture/dis- 1.41 X 24635 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 as qualified
or ulna
65 X 25575 See Attachment 6
411 255175 Open treatment of radial and ulnar shafl frac- 090 (9.99)* 25575 AAOS AAOS recommendation accepted
tures; 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
manipulation i }: § %;g(])(s) See Attachment 6
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 Freatment-of 090 (5.46)* 26665 AAOS AAOS recommendation accepted
olosed of carpometacarpal fracture dislocation, as qualified
thumb (Bennett fracture), with manipulation,
with skeletal fixation -73 X 26665 See Attachment 6
443 27193 e Closed treatment of pelvic ring fracture, disloca- | 090 (5.31)* 27222 AAOS AAOS recommendation accepted
tion, diastasis or subluxation; without manipula- as qualified
tion
-46 X 27222 See Attachment 6

*The actual recommendation is the ratio to the key reference service. The 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 (see p. 6, Auachmenz 6).

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 publication of the 1993 book.
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445 27194 @ Closed treatment of pelvic ring fracture, disloca- | 090 (6.08)* 27222 AAOS AAOS recommendation accepted
tion, diastasis or subluxation; with manipulation, as qualified
requiring more than local anesthesia
33 X 27222 See Attachment 6
453 27215e@ 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(s) which do not disrupt the pelvic ring),
with internal fixation -85 X 27222 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
sacrum) 1.97 X 27222 See Attachment 6
455 27217e@ 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 27218e Open treatment of posterior ring fracture and/or 090 (26.11)* 27222 AAQOS 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 27227e@ Open treatment of acetabular fracture(s) involv- 090 (37.95)* 27222 AAOS AAOS recommendation accepted
ing anterior or posterior (one) column, or a as qualified
fracture running transversely across the acetabu-
fum, with internal fixation 3.29X 27222 See Attachment 6

*The actual recommendation is the ratio to the key reference service. The

F

r in par

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 publication of the 1993 book.

heses, 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 muliiplied by the 1992 work RVUs of its reference service (see p. 6, Anachmen: 6).
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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
cludes T-fracture and both column fracture with
complete articular detachment, or single column 3.26 X 27222 See Attachment 6
or transverse fracture with associated acetabular
wall fracture; with internal fixation
469 27244 Open treatment of basilar neck, closed-or-open 090 (14.32)* 27244 AAOS AAOS recommendation accepted
intertrochanteric, pertrochanteric or subtrochan- as qualified
teric femoral fracture; with internal-fixation
plate/screw type implant, with or without cer- 94 X 27244 See Attachment 6
clage
470 27245e Open treatment of basilar neck, ¢lesed-erepen 090 (18.68)* 27244 AAQOS AAOS recommendation accepted
intertrochanteric, pertrochanteric or subtrochan- as qualified
teric femoral fracture; with an intramedullary
implant, with or without interlocking screws 1.23 X 27244 See Attachment 6
and/or cerclage
471 27254 Open treatment of elosed-eeopen hip disloca- 090 (18.22)* 27253 AAOS AAOS recommendation accepted
tion, traumatic, with acetabular lp-fixation; wall as qualified
and femoral head fracture. with or without inter-
nal or external skeletal fixation 1.44 X 27253 See Attachment 6
473 27256 Treatment of spontaneous hip dislocation (devel- 090 (4.92)* 27257 AAQOS 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 (flexor or extensor or adduc- 27601 as qualified
tor);
1.00 X 27600 See Attachment 6
1.00 X 27601

*The actual recommendation is the ratio to the key reference service. The 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 (see p. 6, Anachmen: 6).

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
Final assignmenis of code numbers and descriptors are subject to change by the CPT Editorial Panel prior 1o publication of the 1993 book.
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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/-
or nerve 1.75 X 27600 See Attachment 6
1.75 X 27601
481 27498e@ 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 e 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 slosed femoral shafl frac- 090 (5.90)* 27502 AAOS AAOS recommendation accepted
ture; inoluding-sups dylar without manipula- as qualified
tion Greludes-traction)
-59 X 27502 See Attachment 6
484 27501 Closed treatment of supracondylar or 090 (5.90)* 27502 AAOQOS AAOS recommendation accepted
transcondylar femoral fracture with or without as qualified
intercondylar extension, without manipulation
-39 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
or without skin or skeletal traction 1.70 X 27508 See Attachment 6

*The actual recommendation is the ratio to the key reference service. The 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 (see p. 6, Anachment 6).

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
bers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the 1993 book.
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489 27506 Open treatment of elesed-orepen femoral shaft 090 (16.79)* 27506 AAOS AAOS recommendation accepted
fracture Gaoluding-supracendylas), with or with- as qualified
out internal-or external skelotal fixation with
insertion of intramedullary implant, with or 1.03 X 27506 See Attachment 6
without cerclage and/or locking screws
490 27507e 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 27500@ 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
fixation 2.40 X 27508 See Attachment 6
496 27513 e Open treatment of femoral supracondylar or 090 (17.68)* 27508 AAQS 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 27535e Open treatment of tibial fracture, proximal (pla- 090 (9.24)* 27532 AAQS AAOS recommendation accepted
teau); unicondylar with or without internal or as qualified
exermal fxation 1.29 X 27532 See Attachment 6
506 27536 Open treatment of tibial fracture, proximal (pla- 090 (13.34)* 27532 AAOQS AAOS recommendation accepted
teau); bicondylar, with or without internal o as qualified
oxtornal skelotal fixation 1.86 X 27532 See Attachment 6

*The actual recommendation is the ratio to the key reference service. The 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 (see p. 6, Atachment 6).

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 publication of the 1993 book.
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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/-
reconstruction 1.50 X 27557 See Attachment 6
517 27750 Closed treatment of olesed tibial shaft fracture 090 (4. 1)* 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 ¢losed 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
71X 27532 See Attachment 6
520 271756 Open-Treatment-of Percutaneous skeletal fixation 090 (6.16)* 27532 AAOS AAOS recommendation accepted
of elesed-or-open tibial shaft fracture with-intes as qualified
nal skeletal-fixation;—simple (with or without
fibular_fracture) (eg, pins or screws) -86 X 27532 See Attachment 6
521 27758 complicated Open treatment of ¢losed-or-open 090 (9.24)* 27532 AAQOS AAOS recommendation accepted
tibial shaft fracture, with-internal-skeletal-fixa- as qualified
tion—complicated (with or without fibular frac-
ture) with plate/screws, with or without cerclage 1.29 X 27532 See Attachment 6
522 27759e 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
cerclage 1.29 X 27532 See Attachment 6
539 27824 e 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
plafond), with or without anesthesia; without
manipulation 1.00 X 27816 See Attachment 6
*The actual recommendation is the ratio to the key reference service. The ber in pare , 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 muliiplied by the 1992 work RVUs of its reference service (see p. 6, Attachment 6).

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 publication of the 1993 book.
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540 27825e 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;
with skeletal traction and/or requiring 1.06 X 27818 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 (e, pilon 27823 as qualified
or tibial plafond), with internal or external fixa-
tion; of fibula only g: § ;;:33 See Attachment 6
542 27827e Open treatment of fracture of weight bearing 090 (13.65)* 27822 AAOS AAOS recommendation accepted
articular surface/portion of distal tibia (ie, pilon 27823 a8 qualified
or tibial plafond), with internal or external fixa-
tion; of tibia only :g: i g;g;g See Attachment 6
543 27828@ Open treatment of fracture of weight bearing 090 (15.93)* 27822 AAQOS AAOS recommendation accepted
articular surface/portion of distal tibia (ie, pilon 27823 as qualified
or tibial plafond), with internal or external fixa-
tion; of both tibia and fibula ig’; § g’;g;g See Attachment 6
544 27829e@, Open treatment of distal tibiofibular joint 090 (5_ 12)* 27822 AAQOS AAOS recommendation accepted
(syndesmosis) disruption with or without internal 27823 as qualified
or external fixation
:g ))g ;Zg;i See Attachment 6
551 27892 @ Decompression fasciotomy, leg; anterior and/or 090 (9.23)* 27600 AAQOS AAOQOS recommendation accepted
lateral compartments only, with debridement of 27601 as qualified
nonviable muscle and/or nerve
(For decompression fasciotomy of the leg 1.75 X 27600 See Attachment 6
without debridement, see code 27600) 1.75 X 27601

*The actual recommendation is the ratio 10 the key reference service. The number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned 1o 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 (see p. 6, Attachment 6).

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
Final assignments of code numbers and descriptors are subject 1o change by the CPT Editorial Panel prior to publication of the 1993 book.
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552 27893 e Decompression fasciotomy, leg; 090 (9.23)* 27600 AAOS AAOS recommendation accepted
posterior compartment(s) only, with debridement 27601 as qualified
of nonviable muscle and/or nerve
(For decompression fasciotomy of the leg with- 1.75 X 27600 See Attachment 6
out debridement, see code 27601) 1.75 X 27601
553 27894 e 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
and/or nerve 2.75 X 27600 See Attachment 6
(For decompression fasciotomy of the leg with- 2.75 X 27601
out debridement, see code 27602)
574 28531e@ 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
1.29 X 28575 See Attachment 6
586 28636 @ Percutaneous skeletal fixation of metatarsopha- 010 (2.82)* 28645 AAQOS AAOS recommendation accepted
langeal joint 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

*The actual recommendation is the ratio to the key reference service. The number in parentheses, provided for information only, is this ratio multiplied by the 1992 work RVUs assigned 1o 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 (see p. 6, Atachmers 6).

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
Final assignments of code numbers and descriptors are subject 1o change by'lhe CPT Editorial Panel prior to publication of the 1993 book.
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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
external fixation (includes arthroscopy) -64 X 27540 See Attachment 6

594 29851 e 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
extemnal fixation (includes arthroscopy) 1.00 X 27540 See Attachment 6

595 29855e 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
arthroscopy) 1.29 X 27532 See Attachment 6

596 29856 @ Arthroscopically aided treatment of tibial 090 (15.80)* 27532 AAOS AAOS recommendation accepted
fracture, proximal (plateau); bicondylar, with or a8 qualified
without internal or external fixation (includes
arthroscopy) 2.20 X 27532 See Attachment 6

*The actual recommendation is the ratio to the key reference service. The 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 (see p. 6, Attachment 6).

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 publication of the 1993 book.
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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 304620 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 31730e Transtracheal (percutaneous) introduction of 000 3.00 31500 ATS Recommendation reflects 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-pulmonary bypass
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
venous graft ACC service

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

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

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

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.
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148 33514 Coronary artery bypass, vein only; five coronary 090 no change STS CPT revision did not alter work of
venous grafls ACC service
149 33516 Coronary artery bypass, vein only; six or more 090 no change STS CPT revision did not alter work of
coronary venous grafts ACC service
150 33517e Coronary artery bypass, using venous grafi(s) and 090 2.00 92984 STS Joint STS/ACC recommendation
arterial grafi(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 33518e@ Coronary artery bypass, using venous graft(s) and 090 4.00 92984 STS Joint STS/ACC recommendation
arterial graft(s); two venous grafis (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 33519e Coronary artery bypass, using venous grafi(s) and 090 6.00 929084 STS Joint STS/ACC recommendation
arterial grafi(s); three venous grafis (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
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153 33521e Coronary artery bypass, using venous graft(s) and 090 8.00 92984 STS Joint STS/ACC recommendation
arterial grafi(s);four venous grafis (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 grafi(s) and 090 10.00 92984 STS Joint STS/ACC recommendation
arterial grafi(s);five venous grafis (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 33523e Coronary artery bypass, using venous grafi(s) and 090 12.00 92984 STS Joint STS/ACC recommendation
arterial grafi(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
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24 33530 Reoperation, coronary artery bypass procedure or 777 12.00 STS STS/ACC consensus recommendation
valve procedure, more than one month after ACC accepted
original operation (listed separately in addition to
code for primary procedure) (Use 33530 only for See Attachment 7
codes 33400-33478; 33510-33516) (Basic
. procedures include endarterectomy or
angioplasty)
156 335310 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 33532e Coronary artery bypass, using arterial graft(s); 090 33511 STS Joint STS/ACC recommendation
two coronary arterial grafls ACC accepted as modified
Note: STS believes the increment
1.10 x 35531 between adjacent codes in this series
should be an absolute amount rather
than a ratio.
See Attachment 7
158 33533 e Coronary artery bypass, using arterial grafi(s); 090 33531 STS Joint STS/ACC recommendation
three coronary arterial grafis 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
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159 33534 Coronary artery bypass, using arterial graft(s); 090 33531 STS Joint STS/ACC recommendation
four or more coronary arterial grafis ACC accepted as modified
Note: STS believes the increment
1.29 x 33531 between adjacent codes in this series
should be an absolute amount rather
than a ratio.
See Attachment 7
160 33800e@ Aortic suspension (aortopexy) for tracheal 090 16.00 STS Joint STS/ACC recommendation
: \ decompression, eg, for tracheomalacia (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
230 35480e@ Transluminal peripheral atherectomy, open; renal 000 11.67 35471 SCVIR Joint SCVIR/ACC recommendation
or other visceral artery 35450 ACC accepted
See Attachment 8
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23p 35481e@ Transluminal peripheral atherectomy, open; aortic 000 8.01 35472 SCVIR Joint SCVIR/ACC recommendation
35452 ACC accepted
See Attachment 8
23q 35482 e Transluminal peripheral atherectomy, open; iliac 000 7.01 35473 SCVIR Joint SCVIR/ACC recommendation
35454 ACC accepted
See Attachment 8
23r 35483 e Transluminal peripheral atherectomy, open; 000 8.54 35474 SCVIR Joint SCVIR/ACC recommendation
femoral-popiteal 35456 ACC accepted
See Attachment §
23s 35484 e Transluminal peripheral atherectomy, open; 000 11.01 35475 SCVIR Joint SCVIR/ACC recommendation
brachiocephalic 35458 ACC accepted
See Attachment 8
23t 35485e@ Transluminal peripheral atherectomy, open; 000 10.01 35470 SCVIR Joint SCVIR/ACC recommendation
tibioperoneal trunk 35459 ACC accepted
See Attachment 8
23u 35490e Transluminal peripheral atherectomy, percutaneous; | 000 11.59 35470 SCVIR Joint SCVIR/ACC/ACR
renal or other visceral artery 35471 ACC recommendation accepted
35472 ACR See Attachment 9
35473
35474
35475
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23y 35491 @ Transluminal peripheral atherectomy, percutaneous; 000 8.00 SCVIR Joint SCVIR/ACC/ACR
aortic ACC recommendation accepted
ACR See Attachment 9
23w 35492 Transluminal‘ peripheral atherectomy, percutaneous; 000 6.68 SCVIR Joint SCVIR/ACC/ACR
iliac ACC recommendation accepted
ACR Sec Attachment 9
23x 35493 e Transluminal peripheral atherectomy, percutaneous; 000 8.54 SCVIR Joint SCVIRJACC/ACR
femoral-popliteal h ACC recommendation accepted
ACR See Attachment 9
23 y 35494 Transluminal peripheral atherectomy, percutaneous; 000 11 ,()0- SCVIR Joint SCVIR/ACC/ACR
brachlocephalic ACC recommendation accepted
ACR See Attachment 9
23z 35495e@ Transluminal peripheral atherectomy, percutaneous; 000 10.01 SCVIR Joint SCVIR/ACC/ACR
tibioperoneal trunk and branches ACC recommendation accepted
ACR See Attachment 9
161 36005@ Injection procedure for contrast venography XXX 1.80 SCVIR Joint SCVIR/ACC/ACR
(including introduction of needle or intracatheter) ACC recommendation accepted
ACR See Attachment 9
163 37205@ Transcatheter placement of an intravascular 000 12.53 SCVIR Joint SCVIRJACC/ACR
stent(s), (non-coronary vessel), percutaneous; initial ACC recommendation accepted
vessel
ACR See Attachment 9
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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 37207e@ Transcatheter placement of an intravascular 000 12.53 SCVIR Joint SCVIRJACC/ACR accepted

stent(s), (non-coronary vessel), open; initial vessel ACC
ACR See Attachment 9

166 37208e 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 438XXe® Gastroplasty, vertical-banded, for morbid obesity 090 No recommendation at this time

168 438XX e 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 49315e Laparoscopy, surgical; appendectomy 090 6.39 44950 ACS Interim — ACS recommendation

to equate with open appendectomy
(44950) accepted
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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 supervision and recommendations
interpretation, see 75809)
See Attachment 9
6 49905® Omental flap (eg, for reconstruction of sternal and 777 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 anastomosis (any 090 11.73 44346 AUA AUA recommendation accepted
type urostomy);
- See Attachment 11
173 50728e Revision of urinary cutaneous anastomosis (any 090 10.30 44314 AUA AUA recommendation accepted
type urostomy); with repair of fascial defect and
hernia See Attachment 11
175 50780 Ureteroneocystostomy; anastomosis of single ureter 090 no change AUA CPT revision did not alter work of
to bladder y-orother-operationsforcormectionof service
vegsicourateral-roflux
176 50782e Ureteroneocystostomy; anastomosis of duplicated 090 19.20 50785 AUA AUA recommendation accepted
. ureter to bladder
See Attachment 11
177 50783 e Ureteroneocystostomy; anastomosis of single ureter 090 20.20 50785 AUA AUA recommendation accepted

to bladder yor-otheroperations-forcorrestion-of
nesicoureteral-reflux; with extensive

ureteral tailoring

See Attachment 11
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178 50785 Ureteroneocystostomy; anastomosis of gingle ureter | (090 " no change AUA CPT revision did not alter work of
to bladder y-or-othereperations-foreorrestion-of service
vesicouratesal-reflux; with vesico-Psoas hitch or
bladder flap
180 52335 Cystourethroscopy, with ureteroscopy and/or 000 no change AUA CPT revision did not alter work of
pyeloscopy (includes dilation of the ureter and/or service
pyeloureteral junction by any method);
181 52339e Cystourethroscopy, with ureteroscopy and/or 000 .9.30 ) - 52338 AUA AUA recommendation accepted
pyeloscopy (includes dilation of the ureter : 43264 ’)
and/or pyeloureteral junction by any method); i See Attachment 11
with resection of tumor C ——— B
182 563090e Laparascopy, surgical; with removal of 090 5.89 ACOG ACOG recommendation accepted
leiomyomata, subserosal (single or multiple)
See Attachment 2b
185 56405e Incision and drainage of vulva or perineal abscess 010 1.48 56400 ACOG Joint ACOG/AAFP recommendation
56000 AAFP sccepled
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 vulva or perineum (separate procedure); 000 .44 56600 ACOG Joint ACOG/AAFP recommendation
each separate additional lesion ACOG AAFP accepted
11101
AAFP
191 56631 e Vulvectomy, radical, partial; with unilateral 090 16.00 56635 ACOG ACOG recommendation accepted
inguinofemoral lymphadenectomy 56630 X
See Attachment 2¢
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192 56632e Vulvectomy, radical, complete; 090 14.00 56630 ACOG ACOG recommendation accepted
56635
See Attachment 2d
193 566330 Vulvectomy, radical, complete; with unilateral 090 17.50 56635 ACOG Reflects RUC evaluation of ACOG
inguinofemoral lymphadenectomy 56640 recommendation
See Attachment 2e
194 56634 e Vulvectomy, radical, complete; with bilateral 090 18.45 56640 ACOG Reflects RUC evaluation of ACOG
inguinofemoral lymphadenectomy recommendation
197 57415e Removal of impacted vaginal foreign body 010 .96 57410 ACOG ACOG recommendation accepted
(separate procedure) under anesthesia
See Attachment 2f
200 574600 Colposcopy (vaginoscopy); (separate procedure) 000 2.98 57454 ACOG ACOG recommendation accepted
with loop electrosurgical excision(s) of the cervix 57520
(LEEP) See Attachment 2g
207 58260 Vaginal hysterectomy; with-es-witheutromeval-ef 090 no change ACOG CPT revision did not alter work of
tube(s)-with-or-without removal-of-ovary(s) 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
208 582XXe 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 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 publication of the 1993 book.




.

REVISED 7/7/92

-30-

Tracking Code Descriptor Global Recommended Key Specialty Comments
Number (® new) : Period Physician Reference Society(s)t - |
Work RVUs Service(s) .

9 58345e Transcervical introduction of fallopian tube catheter | Q[0 4.85 ACOG ACOG/SCVIR/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
capsules, see 11975, 11976)

209 58989e Laparoscopy, surgical; 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 2
with or without removal of ovary(s) (laparoscopic
assisted vaginal hysterectomy) 58985

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

212 58992 Hysteroscopy, surgical; 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 or

tion-of-intraulerine-septum (any method) See Attachment 2|

213 58993 e 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 submueeus leiomyomata

215 58998e 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
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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 61532e Stereotaxic implantation of depth electrodes into the | (090 22.88 AAN
cerebrum for long term seizure monitoring

Reflects RUC evaluation of AAN
recommendation

See Attachment 13

220 61533 Granisotomys-trephinationr-bone-flap Craniotomy 090 no change AAN
with elevation of bone flap for subdural

implantation of an for-insertien-of-epidusrel-er
subdusal electrode array for long term seizure

monitoring

CPT revision did not alter work of
service

10 65860 Severing adhesions of anterior segment, laser 090 3.55 67031 AAO

technique (separate procedure)

AAO recommendation accepted

See Attachment 5b

11 66825 Repositioning of intraocular lens prosthesis, 090 8.15 65235 AAQO AAO recommendation 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
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228 75809e@ 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 interpretation
(For procedure, see 49427 and 61070)

229 759600 Transcatheter introduction of intravascular stent(s), XXX 1.24 SCVIR Joint SCVIR/ACC/ACR
(non-coronary 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 SCVIR/ACC/ACR
logical supervision and interpretation ACC recommendation accepted
ACR See Attachment 8
23gg 75993 @ Transluminal atherectomy, each additional periph- 000 .37 75968 SCVIR Joint SCVIR/ACC/ACR
eral artery, radiological supervision and interpre- ACC recommendation accepted
tation
ACR See Attachment 8
23hh 75994 Transluminal atherectomy, renal, radiological 000 1.38 75966 SCVIR Joint SCVIR/ACC/ACR
supervision and interpretation ACC recommendation accepted
ACR See Attachment 8
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23i1 75995 Transluminal atherectomy, visceral, radiological 000 1.38 75966 SCVIR Joint SCVIR/ACC/ACR
supervision and interpretation ACC recommendation accepted
ACR See Attachment 8
23ij 75996 @ Transluminal atherectomy, each additional visceral 000 .37 75968 SCVIR Joint SCVIR/ACC/ACR
artery, radiological supervision and interpretation ACC recommendation accepted
ACR See Attachment 8
230 76096 Preoperative placement of needle localization wire, XXX .60 SCVIR Recommendation reflects RUC
breast, radiological supervision and interpretation ACR evaluation of SCVIR and ACR
Leocalization-of-breast-nedule-or-caloificati recommendations
. " at sateimaging 4
Lislogi 1 5
233 76825 Echocardiography, fetal, cardiovascular system, XXX no change ACOG CPT revision did not alter work of
real time with image documentation (2D) with or ACC service
without M-mode recording; ACR
234 76826@ Echocardiography, fetal, cardiovascular system, XXX .80 76825 ACOG Recommendation reflects RUC
real time with image documentation (2D) 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, cardiovascuiar XXX .50 76827 ACOG Recommendation reflects 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
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656 88156@ Cytopathology, smears, cervical or vaginal, (TBS) 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-11 92982 Percutaneous transluminal coronary balloon 000 no change SCVIR CPT revision did not alter work of
92984 angioplasty ACC service ;
23mm 92095 e Percutaneous transtluminal coronary atherectomy, 000 16.25 ACC Regommendalion reflects RUC
any method, with or without balloon angioplasty; ACR evaluation of ACC and ACR
single vessel recommendations
See Attachments 9 and 14
23nn 92996 @ Percutaneous transluminal coronary atherectomy, 000 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 Attachments 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
pharmacologial 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), transesophageal; including probe
placement, image acquisition, interpretation and
report
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239 93313e Echocardiography, real time with image XXX .6 x 93312 93312 ACC Reflects RUC evaluation of joint
documentation (2D) (with or without M-Mode ACR ACC/ACR recommendation
recording), transesophageal; placement of
transesophageal probe only

241 93314 Echocardiography, real time with image XXX .6 x 93312 93312 ACC Reflects RUC evaluation of joint
documentation (2D) (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 AUA/ACR recommendation
of penile vessels; complete study ACR accepted

See Attachment 11

243 93981 e 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 95010e Sequential and incremental tests with appropriate XXX .15 JCAI Recommendation based on RUC
allergens, percutaneous tests (scratch, puncture, AAO-HNS | cvaluation of joint JCAVAAO-HNS
prick) with drugs, biologicals or venoms, specify recommendation
number of tests

15 95015e Sequential and incremental tests with appropriate XXX .15 JCAI Recommendation based on RUC
allergens, intracutaneous (intradermal) tests, with AAO-HNS evaluation of joint JCAIVAAO-HNS
drugs, biologics, or venoms, immediate reaction 15 recommendation
to 20 minutes, specify number of tests
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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 JCAVAAO-HNS
substance such as metabisulfite) recommendation

262 95883 e 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 lesalizatien identification and XXX no change AAN CPT revision did not alter work of
lateralization of cerebral seizure focus by attached service
electrodes er-radiotelomeotry;
electroencephalographic (8 channel EEG)
recording and interpretation, each initial 24 hours
264 95951 Monitoring for losalizatien identification and XXX 4.25 99255 AAN AAN recommendation accepted
lateralization of cerebral seizure focus by attached
electrodes er—radiotelometey; combined See Attachment 15
electroencephalographic (EEG) and video recording
and interpretation, each initial 24 hours
266 95953 e 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 cercbral 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 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 publication of the 1993 book.
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Tracking Code - Descriixor S : : ' Global Recommendéd Key Specialty Comm‘ent.f;
Number (® new) L Period Physician Reference Society(s)t
" | Work RVUs Service(s) .
19 96445 Chemotherapy administration into peritoneal cavity, | 000 2.31 " ASCO ASCO recommendation accepted

requiring and including perecentesis
abdominocentesis

See Attachment 16

patieaty evaluation and management of the
critically ill or critically injured patient. requiring

the prelenged-presence constant attendance of the

physician; first hour

20 96450 Chemotherapy administration into CNS (eg, 000 2.00 ASCO ASCO and AAN consensus on ASCO
intrathecal), requiring and including lumbar AAN recommendation accepted
puncture
See Attachment 16
268 97545e 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, including-the-diagnostic-and XXX 4.00 SCCM Interim — reflects RUC evaluation of
thereputio-services-and-direstion-ofoare-ofthe- SCCM comments to HCFA
stioallaitl lipliniured

See Attachment 17

274 99292 Critical care, inoluding-the-diegnostio-and XXX 2.00 SCCM
; . . 3 diroct ¢ £y
ctioativil il inisred
patienty evaluation and management of the
critically ill or critically injured patient, requiring
the prolonged-prosence constant attendance of the

physician; each additional 30 minutes

Interim -- reflects RUC evaluation of
SCCM comments to HCFA

See Attachment 17

270 99295e Initial NICU care, per day, for the evaluation and XXX
management of a critically ill neonate or infant

No recommendation at this time —
will review for next cycle

CPT ﬁve-digil codes and descriptions only are copyright 1992 by the American Medical Association.
Final assig s of code numbers and descriptors are subject to change by the CPT Editorial Panel prior 1o publication of the 1993 book.
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Tracldxig . Code Descriptor Global Recommended Key Specialty . Comments
Number (® new) Period Physician Reference Society(s)t
Work RVUs Service(s)
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 e 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 9g9XXle Initial observation care, per day, with the XXX 1.13 99221 AAFP Interim ~ reflects RUC evaluation of

evaluation and management of a patient which
requires these three key components:

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.

AAFP recommendation to equate with
corresponding initial hospital visit code

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 1o publication of the 1993 book.
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Tracking * -
Number

’ Code
(*® new)

Descriptor

Global

Period

Recommended
Physician
Work RVUs

Key
Reference
Service(s)

Specialty
Society(s)t

Comments

276

99XX2e

Initial observation care, per day, for the
evaluation and management of a patient, which
requires these three key components:

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.

XXX

1.84

99222

AAFP

Interim — reflects RUC evaluation of
AAFP recommendation to equate with
corresponding initial hospital visit code

271

99XX3e

Initial observation care, per day, for the
evaluation and management of a patient, which
requires these three key components:

© 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.

XXX

2.54

99223

AAFP

Interim - Reflects RUC evaluation of
AAFP recommendation to equate with
corresponding initial hospital visit code

CPT five-digit codes and descriptions only are copyright 1992 by the American Medical Association.

Final assig

ts of code

bers and descriptors are subject to change by the CPT Editorial Panel prior to publication of the 1993 book.




American Medical Association

Physicians dedicated to the health of America

Grant V. Rodkey, MD 515 North State Street 312 464-4726
Chairman Chicago, Illinois 60610 312 464-5849 Fax
AMA/Specialty Society RVS

Update Committee

July 7, 1992

William Toby, Jr.

Acting Administrator

Health Care Financing Administration
6325 Security Blvd.

700 E. Highrise

Baltimore, MD 21207

Dear Mr. Toby:

It is my pleasure to submit the following recommendations of the AMA/Speci-
alty Society RVS Update Committee (RUC). 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 RUC in June. I believe that this timetable demonstrates
the RUC’s ability to respond quickly to all coding developments.

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

The work of the RUC 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. These committees generate the recommendations presented to the
RUC by each relevant AC member.

The RUC operates under formal documents outlining its Structure and
Functions and Rules and Procedures. These are attached as Appendix 2. 1In
addition, the RUC 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 RUC 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 RUC.

2. The RUC 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. RUC 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 code
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 values for each code, and adjusts these results as warranted
by a detailed clinical discussion of the results. This small group
survey method reflects Phase IIT of the Hsiao study.

5. The AC member forwards the specialty's recommendations to the RUC.
Multiple societies and specialties developing recommendations for the
same code are encouraged to collaborate 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 RUC was able to dispose of all items of
business that it has considered. As indicated in Table 1, the RUC
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 RUC review for next cycle.
o 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 RUC process.

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

. The process adaDts>both the Harwvard RBRVS and HCFA refinement methods
to_the needs and requirements of RVS updating.

. The RUC, like HCFA, uses reference services to value services, For
the RUC, 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 RUC process is extremely open, The RUC itself provides broad
representation of the medical profession. The AC includes many more
specialties and societies.

. The RUC 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 RUC intends to implement a more formal reconsideration
process.
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° The key to the methodology is review during RUC meetings. RUC

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 RUC does not
hesitate to refer a recommendation back to the specialty or to a
facilitation committee.

The RUC's recommendations are summarized in Table 1. This table contains
each new or revised CPT code for which the RUC 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 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 HCFA).

Recommended relative work value. (Where 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 indicated by recommending AC
member(s) and/or RUC review. Note that the RUC does not focus
on equivalence to reference services.)

Specialty Societies making recommendation(s).

Comments. (These include the basis for the RUC recommendation
as well as any special considerations. Where relevant, it also
indicates, by Attachment number, specialty documentation
supporting the RUC reccramendation.)
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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 RUC is proceeding with plans to develop recommendations for new
or revised codes for GCPT 1994. 1In preparation for these efforts, the RUC
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 can best complement yours.

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

Sincerely,

Grant V. Rodkey, MD
GVR/mjs

cc: James S. Todd, MD

Attachments
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James S. Todd, MD 515 North State Street 312 464-5000
Executive Vice President Chicago, Illinois 60610 312 464-4184 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 (RUC). These
recommendations were transmitted by the Chairman of the RUC, 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 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 Mediial Associ-
ation, the American Osteopathic Association, and the CPT Editorial Panel.
Grant V. Rodkey, MD has been appointed Chairman.

The RUC'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 generate
recommendations sent to the RUC by each relevant AC member.

The RUC operates under formal documents outlining its Structure and
Functions and Rules and Procedures. 1In 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. First, the CPT Editorial
Panel adds new codes or revises current codes. Second, this information
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is transmitted to the RUC, 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 RUC. (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 RUC 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 RUC disposed of all items of business before
it.

I would like to underscore several points about the RUC process. The RUC
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 RUC methodology is exacting clinical and
methodological review by RUC 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. 1Indeed, 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 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,

James S. Todd, MD

JST/mjs

cc: Grant V. Rodkey, MD

Attachments



Glossary 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 (AAQS)

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 Society (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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GnmtVJhdhw,MD £15 North State Street 312 464-4726
Chairman Chicago, Illinois 60610 312 464-6849 Fax

AMA/Specialty Sociely RVS
Update Commitice

Memo to: William R. Felts, MD
T. Reginald Harris, MD
From: Grant V. Rodkey, MD/ﬁLVJf”
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 (RUC) 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 RUC Advisory Committee.

We are, of course, very proud of these recommendations. Despite an
extremely compressed timetable for this cycle, we were able to develop and
approve recommendations for 253 codes to be included in CPT 1993. 1In 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 RUC 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 RUC.

Doctor Gordy's participation on the RUC has been invaluable to our process.
Clearly, the RUC 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 RUC. 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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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 recom@endations 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-

615 North State Street
Chicago, Hinois 60610
312 404 4430
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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. 1It 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."

vl



Department of Payment Update

Date: July 14, 1992

From: Sandy Sherman 7/5

To: Kathy Kuntzman
Subject: RUC Recommendations

For your information . . .



Department of Payment Update

Date: July 14, 1992

From: Sandy Sherman w

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).



Department of Payment Update

Date: July 14, 1992

From: Sandy Sherman 7’5

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.



Department of Payment Update

Date: July 14, 1992

From: Sandy Sherman 6(5

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.



Department of Payment Update

Date: July 14, 1992
From: Sandy Sherman 4‘/6
| 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 -- 1
hope you will be able to attend a portion
of the November meeting.

o
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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
recommen@ations 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 State Strect
Chicago, Hlinois 60610
312 464 4430



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 BCFA 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."

o1



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 B8--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 mainteﬁance 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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AMA/Specialty Society RVS Update Process

RVS UPDATE COMMITTIEE (RUC) MEMBERS

Grant V. Rodkey, MD
Donald T, Leﬁers, MD

Tracy Gordy, MD
Robert K. Anzinger, MD, FACEP

Robert Berenson, MD
John 0. Gage, MD

Michael Graham, MD
W. Benson Harer, Jr., MD
James G. Hoehn, MD

Allan Jensen, MD
George F. Kwass, MD

Michael D. Maves, MD

David L. McCaffree, MD

Kenneth A. McKusick, MD

George E. Miller, Jr., MD
James M. Moorefield, MD
L. Charles Novak, MD
Eugene S. Ogrod, II, MD

Bergein F..Overholt, MD

Chairman
American Medical Association

American Medical Association
CPT Editorial Panel

American College of Emergency
Physicians

American College of Physicians
American College of Surgeons

American Academy of Orthopaedic
Surgeons

American College of Obstetricians
and Gynecologists

American Society of Plastic and
Reconstructive Surgeons

American Academy of Ophthalmology
College of American Pathologists

American Academy of Otolaryngology -
Head and Neck Surgery, Inc.

American Academy of Dermatology

American College of Nuclear
Physicians

The Society of Nuclear Medicine

Society of Thoraclc Surgeons

American College of Radiology

American Soclety of Anesthesiologists

American Society of Internal Medicine

American College of Gastroenterology

American Gastroenterology Association

American Soclety for
Gastrointestinal Endoscopy



Byron Pevehouse, MD American Association of Neurological
Surgeons

Chester W. Schmidt, Jr., MD American Psychiatry Association

Gregory A. Slachta, MD American Urological Association

Ray E. Stowers, DO American Osteopathic Association

Richard Tuck, MD American Academy of Pediatrics

John Tudor, Jr., MD American Academy of Family Physicians
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APPENDIX 2 -

RULES AND PROCEDURES
‘ FOR THE AMERICAR MEDICAL ASSOCIATIOR/SPECIALTY SOCIETY
RELATIVE VALUE UPDATE PROCESS ("RULES AND PROCEDURES") ("PROCESS")

I. Process for Relative Value Development

A. American Medical Association ("AMA") staff will recelve 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 RUC preliminary basic materlals that may be
necessary later for relative value development.

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

. C. The RUC 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 RUC consideration of RVS
recommendations.) All representatives of the RUC will receive written
notification of the update agenda prior to any meeting.

D. The RUC will utilize the Advisory Committee (AC) and Specialty
Soclety Committees, as appropriate to develop relative value data for new or
revised CPT codes. Each speclalty 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 RUC. Where
multiple socleties exist for a particular specialty, these societies will be
enc9uraged to designate a joint Specialty Committee. The RUC, AC and
Speclalty Society Committees will utilize standard research protocols,
methodology and underlying documentation developed by the Research
Subcommittee as adopted by the RUC 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 it will be
necessary to consider the recommendations of each of the relevant specialties.



E.

-2 -

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 propesed relative

values.

F.

The RUC 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.

2.

G.
relative

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

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

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

The RUC 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 RUC meeting will be iInvited in all
cases.

b. In-person presentations by members of the Advisory 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 partles who have
expressed an interest in a recommendation being discussed at an
RUC 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 RUC and placed in
its agenda materials if they are received timely.

The RUC will take one of four actions on all issues of assignment of
values, All RUC actions on RVS recommendations will require a two

thirds vote of those representatives present.

1.

Accept the Speclalty Society Committee recommendation and forward it
to HCFA.

. 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.



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 RUC.

Members of the Ad Hoc Facilitation Committee willl 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
Soclety Committees as necessary. (See 17D of '"Methodology.")

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

I. The RUC prior to making any recommendations to HCFA will notify in
writing all representatives of the appropriate Commlttees and Subcommittees of
its proposed recommendation.

J. In the event that the RUC has not accepted Speclalty 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 RUC, 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

(3)“the RUC 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 RUC 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.



STRUCTURE AND FURCTIORS
OF THE AMERICAN MEDICAL ASSOCIATIOR/
SPECIALTY SOCIETY RELATIVE VALUE
UPDATE PROCESS ("STRUCTURE AND FUNCTIORS") ("PROCESS")

I. PURPOSE

The American Medical Association (AMA) has established a 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 Associlation ("CPT") CPT codes. This Process was established in the
course of the AMA's normal activities and as a basis for exercising its First
Amendment right to petition the Federal Government as part of 1lts 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) 1s 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 thils Process, in addition to satisfying the purposes noted in
this first paragraph of this séction, will be to provide recommendations to

HCFA for use in annual updates to the new Medicare RVS.
I1. 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.

1,

Relative value recommendations will initially focus on the physician

vork component of the Medicare RVS. 1In 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 RUC, 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 informat%on will be

pertinent.

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.

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 Américan Medical Association (AMA) will convene
and chair the RVS Update Committee (RUC). The principal role
and purpose of the RUC will be to provide final RVS update

recommendations to HCFA.

(2) Composition - The RUC shall be composed of physician
representatives from the twenty-two main medical specialties as
indicated on Appendix 1 as attached hereto and made & part
hereof. The AMA and the American Osteopathic Association (AOA)
shall also each have one representative to the RUC. The AMA and
the AOA shall also each have one alternate representative to the
RUC to participate and vote at the RUC only in the absence of
the respective AMA and AOA representative. The Chairperson

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



(3)

(4)

member of the CPT Editorial Panel as selected by the AMA shall
also be a non-voting representatives to RUC. The RUC shall
include two rotating seats whose membership shall rotate every
two years. ZEach 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 soclety not a
member of the RUC. The specialtles and assoclated speclalty
societies to f1ill these seats will be determined by the RUC in

accordance with its normal decision-making processes.

Designation of Specialty Society Representatives - Specialty

soclety representatives shall be nominated by the respective
Speclalty Society. One alternate specialty soclety
representative shall also be nominated by each of the Specialty
Societies to participate and vote at the RUC only in the absence
of the respective Specialty Society representative. Specialty
Society representatives, to the extent practicaﬁle, shall not be
members of the CPT Editorial Panel or CPT Advisory Committee or
Advisory Committee as described herein. The AMA shall approve
all Speclalty Society nominations to the RUC.

Terms of Appointment:

(a) Specialty Society and AOA Representatives and Alternate

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

maximum tenure of six (6) years.

(b) Chairperson: The Chairperson of the RUC shall hold an
annual term of two (2) year, with a maximum tenure of four (4)

vears.

(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.

G.

If a specialty requests reconsideration, the Chairman will appoint an
Ad Hoc Facilitation Committee as in 1.G.3. If time permits, the RUC
will hold the relevant portion of the final recommendation of the RUC
while the reconsideration process continues.

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

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

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

. The Ad Hoc Facilitation Committee will notify anyone who previously

commented of proposed reconsideration and elicit further comments.

The Ad Hoc Facilitation Committee shall vote to refer or not to refer.
a request for reconsideration to the RUC for reconsideration at least
two weeks prior to the next meeting of the RUC and shall communicate
to all relevant parties in a timely manner.

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

JII. BCFA Communication and Implementation

A.

B.

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

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. Confidentlality and Proprietary Rights

A.

All representatives to the RUC 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 1s strictly prohibited.
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All representatives to the RUC 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 materials.

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

Physician Current Procedural Termineclogy, 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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(6)

(d) Editorial Panel: The CPT Editorial Panel representative

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

tenure on the CPT Editorial Panel.

(e) After the first two years of existence of the RUC, the RUC
shall adopt procedures to stagger the terms of RUC

representatives.

Voting:

(a) Representatives from the AMA, the AOA, 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.

Functions - RUC 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 Speclalty Socilety
Committees and from other sources approved by the RUC;

(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 RUC
deliberations associated with particular physician services
and information the RUC obtains that bears on descriptions

of medical services.
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Duty

(a) Specialty Soclety representatives shall execute independent
Judgment in their deliberations consistent with membership on
the RUC. '

Quorum - Fifteen (15) representatives to the RUC shall

constitute a quorum for the conduct of any business.

B. Advisorv Committee

(1)

(2)

Purpose - As requested, the Advisory Committee (AC) members
shall provide technical resources to the RUC on update 1ssues
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 and the RUC. As described in
the "Rules and Procedures" I.D. these Speclalty 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.

Comgosition - 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 lidentified need.
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(3) Designation - Specialty Soclety representatives of the AC shall
be designated by each respective Speclalty 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 Soclety 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 agendas;

d) Serving on subcommittees;

e) Providing advice on the update process; and

) 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

(2)

(3)

(4)

(5)

(HCPAC) members shall provide the RUC with viewg 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 IICPAC members.

Composition -~ The HCPAC shall include representatives
and be composed of representatives of each national socilety
representing relevant health care professionals who are

non-physician providers. The societies include

Designatioﬁ — The relevant Natlonal Societies for health care
professionals who are non-physician providers may each designate

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

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

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

Functions ~ HCPAC functions and responsibilities shall include
but shall not be limited to:

a) Commenting on propesed RVS changes;

b) Advising the RUC 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;



e) Providing advice on the update process and;
f) Serving as liaison with the relevant national societies

representing non-physiclan providers

D. Third Party Advisory Committee

e

(2)

(3)

(4)

(5)

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 RUC, it is expected that its duties will be
carried out through communications between the RUC and the

pertinent TPAC members.

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 Shleld Associations and the Health Insurance

Association of America.

Designation:

»

(a) TPAC representatives shall be designated by the respective

third party organization.

Terms of Appointment - TPAC representatives shall hold terms of

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

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;



b) Assisting with the cooperative research agenda;
c) Providing advice on the update process; and

d) Serving as liaison with the relevant third parties

E. Subcommittees

@Y

(2)

(3)

Purpose - The Chairman of the RUC, from time to time shall form
permanent and Ad Hoc Subcommittees to coordinate specific

updating tasks.

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.

Functions - The functions of each subcommittee shall be
designated by the RUC and may include but shall not be limited

to:

a) Overseeing épecialty development of data (Research
Subcommittee (see "Rules and Procedure" I.D.));

b) Accumuiating data specific to updating activities;

c) Lialson 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 Chalrperson 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 Committee
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 representatives 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 RUC
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 RUQ as appointed by the Chairperson.

The AMA staff secretary representative shall take minutes of all RUC

meetings.

A representative as designated by the chairperson of each Committee

and Subcommittee of the Committee and Subcommittee shall take minutes at

each meeting.

+ 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.

V. LIAISON WITH THE AMERICAN MEDICAL ASSOCIATION (AMA)

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

Chairperson.

B. Neither the RUC 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 RUC (or the alternate
representative in the absence of the representative) or approval by

the Executive Vice President of the AMA.

VI. FINANCIAL INTEREST OF REPRESENTATIVES

A. No RUC or other Committee or Subcommittee representative will vote or
participate in any deiiberation 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 RUC 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. ' CONTINUED REPRESENTATION

A. A representative's continued participation on the RUC 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

Médical 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 RUC subject to the
approval by the AMA. Any modification to this document shall be
official Qhen adopted by a two ‘thirds majority vote of the
representatives present at a meeting of the RUC and subject to the

approval by the American Medical Association.

B. The RUC 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 RUC subject to the

‘ approval of the American Medical Association. Any rﬁodification 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 RUC subject to the approval of the American Medical
Association.

PLCL:683
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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 1o
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) IMMEDIATELY 1F 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 2 joint
RVS Committee.- In 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 wil' 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
meeling. Finally, you may choose to survey a large number of physicians (i.e.,
100) to develop estimates that will have grealer 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 the 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.

Afier arraying the individual scores from lowest to highest, the median is the
rating below which 50% of the ratings fall (i.e., the 50th percentile). For an
odd number of ratings, the median is the rating that is in the middle of the
range of scores. For an even number of ratings, the median is the rating that
is halfway berween the rwo 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 raled (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 committec 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 vach rating
should follow the approach of the Questionnaire. Members should place cach new
or revised code in the appropriate place in the iist 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.

"Intercode 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 lotal 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
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 into two codes, with no increase in the 1o1al amount of
Physician work associated with these services. For example, a single code
Jormerly described a procedure performed "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 increasc 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 intercode 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 that 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 formerly coded with the old code). See Attachment 2 for example.

Alternatively, the committee may use an "intercode work relationship” pro-
gram developed for Lotus 1-2-3 and furnished by the AMA 1o 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 lo
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 (see 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
intercode work relationships will be up to the affected specialty societies. Only 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 constraint. 1f 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 intercode work relationships of most
specialty RVS recommendations.

Step 8: Th ialty RV mmittee 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 briefl presentation of your recom-
. mendation and to answer 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 recommendations are discussed a second time during the
meeting. Please contact Shelia Coleman at (312) 464-4514 as soon as possible i
you will require Hotel reservations. The meeting will be held at the Sheraton
Chicago Hotel and Towers, 301 East North Water Street, Chicago, 1L 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 old and new codes
(i.e., the proportion of the services reported with each exisling 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.

19930 ek S 1993-CPT Codes: SRR

Codes . |*. . - Pcrccm of Tlmes Old Code Replaced by New- Code -
new code new code new code | new code { new code Total
A B C ‘ D E for
New
J Code
code a .50 .50 ‘1 1.00

—

code b .70 .30 1.00
code ¢ ' e .60 .40 1.00
code d . .67 .33 1.00
code e * 25 75 1.00
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Cross-walk Between Old and New Codes: Master Form

1992 S

Codes

" Percent of Times Old. Code Replaced' by New Code

1993 CprT Codcs

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




Attachment 2

The table below provides an example of a situation where a new code (code "b") is added to
T 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 thxs 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 a551gned by use of an equation that solves for the average work value

attached to the remaining services reported with code "

That is, if the work value 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 ralc new code "a" and
substitutes algebra for physician judgment.

Specialty RVS commiltees 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.

1992 Codes | 1993 Codes
Code a Code b Total

Code a (Work=100) 80 .20 1.00

Work

=110
Non-Work Equivalent .8x100=80 .2x110=22 | 102
Worl: Equivalent .8x97.5"=78 .2x110=22 | 100
(Assumes "Code a" value
reduced as higher value
services now use "Code
b" - Original value of
"Code a" is reference)

"100 = .8x * .2(110), x="Code a" value given "Code b"
x=97.5
=work neutral value of revised "Code a"




Neurology/American Academy of Neurology _ Date: June, 1992

AMA/SPECIALTY SOCIETY RVS UPDATING PROCESS:
SURVEY INSTRUMENT

RODUCTION

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 specialty 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 associated with your concern about jatrogenic 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, please 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 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 your specialty society. 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 Jeast within broad categories of services
(e.g., major surgery). Inclusion in this list does not mean that your specially 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 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 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 scrvices 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 work of each service to its adjacent services.




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 hst of reference
services as appropriate.

Experience with New or Revised Codes: You may not have recent expericnce 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 letlers "NR."

Given the toral 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 1 and for each service below. Please also indicate, in
priority order, those services from Table 1 ‘that were important reference services for each
service below (Use the number in column #1).

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 ploccdures uscd) that you made in
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 CPT Codes

Tracking

CPT Code

CPT Descriptor .

287

[ Key' Reference
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How
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= prRefermce. Typical Patient ﬁnd:.‘lét\i’rea.nd Extént of Services AN {If Zero,
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Times
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24
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Type of Revision B
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pretation, each initial 24 hours- i, - 7 | period rather than the injial |
R A 28 hours 17T TTIILE

959XX® | Monitoring for Incalization of cerebral | A new codé added for modi- - |
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~A service paid on a global basis includes vitits and other services provided in addition to the basic procedure during a specified number of days before and after the procedure is provided. The global period identified sbove
1=fers to the number of preprocedural and postprocedural days of care that are included in the paymeat for a global surgical package 2s determined by the Health Care Financing Administration for Medicare’payment purposes.
There are three categodes of global services (€90, 010, 000). In addition, there are two types of alpha global codes that may be used:

XXX =Glohal concept does not apply to the code; YYY =Global period is to be set by the Medicare carrier; ZZZ =Code is part of another secvice and falls within the global period for the other service.

Refer to Table 2 for the services included in each type of global package.

A “separate procedure ” is one that is commonly cacried 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 related to, other services, it may be listed as a “separate procedure.”

Final assignmests of coxdes and code deseriptors are subject to change by the CPT Editorial Panel prior to publication of CFT 1993. The information contained in this questionnaire is confidential and proprictary 2and should
only be used pursuant to participation in the AMA/Specialty Society RVS Update Process. :

CPT five-digit codes, two—digit numeric modifiers, and descriptions only are © 1991 American Medical Association. No payment schedules, fee schedules, relative value units, scales, conversion factors oc components thereofl
arc inrluor2d in CPT. The AMA is not recommending that any specific relative values, fees, payment schedules, or related listings be stiached 10 CPT. Any relative value scales or related listings assigned to the CPT codes arz

not those of the AMA, and the AMA is not recommending use of these relative values.



Table 1
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American Academy of Neurology

Reference Services

5"CPT DESCRIFTOR * ;-

Gl
“Periad -

99211

Office or other oulpstient visit for the evaluation and
management of an established patient, that may not require
the presence of a physician. Usually, the presenting
problem(s) arc minimal. Typically, 5 minutes are spent
performing or supervising these services.

XXX

95819-26

clectroencephalogram (eeg) including recording awake and
asleep, with hyperventilation and/or photic stimulation;
siandard or portable, same facility

39

XXX

99212

OfTice or other outpaticent visit for the evaluation and
management of an catablished patient, which requires at
least two of ticse three key components: a problem focuscd
history; a problem focused examination; siraightforward
medical decision making. Counscling and/or coordination of
care with other providers or agencics are provided consisient
with the nature of the problem(s) and the patient’s and/or
family's nceds. Usually, the presenting problem(s) are seil
limited or minor. Physicians typically spend 10 minutes
face-to-face with the patient and/or family.

40

XXX

05823

clectroencephalogram (ceg); physical or pharfnacologicnl
sctivation only

45

XXX

95925

somatoscnsory testing (eg, cerebral evoked potentiais), one
or more ncrves

53

XXX

99241

office consulintion for a new or eetablished paticnt, which
requires theae three key components: & problem focused
history; a problem focuscd examinstion; and straightforward
medical decision making. Counseling and/or coordination of
care with other providers or agencies are provided consistent
with the nature of the problem(s) and the paticnt’s and/or
family's necds. Usually, the presenting probleni(s) are self
limited or minor. Physicians typically spend 15 minutes
face-10-face with the patient and/or family.

59

XXX

93880

duplex scan of extracranial anteries; complete bilateral study

64

XXX

99272

"Confirmatory consultation {or 8 new or established patient,

which requires these threc key components: an expanded
problem focused history; an expanded problem focused -
cxamination; and straightforward medical decision making.
Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the
problem(s) and the paticnt’s and/or family’s nceds. Usually,
the presenting problem(s) arc of low severity.

91

XXX

95860

clectromyography; one extremity and related paraspinal
arcas

101

XXX

-6-




" Number .'Pl;bceddré

crT niscrimon:. s

.\Vdrk},”
RVUs |
(x100).."

‘Period

o

99203

Office or other outpatient visit for the evaluation and
management of 8 new patient, which requires these three
key components: a detailed history;

& delailed examination; and medical decision making of low
complexily. Counseling and/or coordination of carc with
other providers or agencics are provided consisient with the
nature of the problem(s) and the paticnt's and/or family's
nceds. Usually, the presenting problem(s) are of moderate
scverity. Physicians typically spend 30 minutes face-1o-face
with the patient and/or family.

114

XXX

11

62270

spinal puncture, Jumbar, diagnostic

118

13

99273

Confirmatory consultation for & new or established patient,
which requires these three key components: a detailed
history; & dctailed examination; and medical decision
making of low complexity. Counscling and/or coordination
of care with other providers or agencies are provided
consisient with the nature of the problem(s) and the paticnt's
and/or family's needs. Usually, the presenting problem(s)
are of modcraic severity.

128

XXX

14

99243

Office consuliation for » ncw or established paticnt, which
requires these three key componentis: & dewiled history; o
detailed examination; and medical decision making of low
complexity. Counseling snd/or coordination of care with
other providers or sgencies are provided consisient with the
nature of the problem(s) and the paticnt’s and/or family's
needs. Usually, the presenting problem(s) are of moderate
severity. Physicians typically spend 40 minutes face-lo-face

156

XXX

15

95861

with the patient and/or family.

clectromyography; two extremitics and rclated paraspinal
areas

163

XXX

16

99204

Oflice or other outpatient visit for the evaluation and
maonagement of a ncw patient, which requires these three
key componcnts: a comprehensive hislory; s comprehensive
cxamination; and medical decision making of moderate
complexity. Counscling and/or coordination of care with
other providers or agencics are provided consistent with the
nature of the problem(s) and the patient's and/or family's
needs. Usuelly, the prescating problem(e) are of moderate 1o
high scverity. Physicians typicslly spend 45 minules
face-to-face with the paticnt and/or family.

168

XXX

17

99244

Office consulintion for & ncw or established patient, which
requires these three key components: a8 comprehensive
history; a comprehensive examination; and medical decision
making of moderate complexity. Counseling and/or
coordination of care with other providers or agencics are
provided consistent with the nature of the problem(s) and the
patient’s and/or family's nceds. Ususlly, the presenting
problem(s) are of modcrate 1o high seventy. Physicians
typically spend 60 minutes face-to-face with the

patient and/or family.

229

18

63047

laminectomy, facelectomy and foraminotomy (unilateral or
bilateral with decompression of spinal cord, cauda equina
and/or nerve rool(s), (cg, spinal or lateral recess stenosis),
single vertcbral segment; lumbar

1,344

090

-7-




‘Note: These work RVUs are taken from the Medicare Payment Schedule published in the Federal 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 specified n
of days before and after the procedure is provided. The global period identified above refers to the number of preprocedural and
postprocedural days of care that are included in the payment for a global surgical package as determined by the Health Care Finan
Administration for Medicare 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 to Table 2 for the
services included in each type of global package.

A "scparate 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 & procedure is performed independently of, and is not immediately related 10, other
services, il may be listed a5 & "separale procedure.”

Final assignments of codes and code descriptors arc subject to change by the CPT Editorial Panel prior to publication of CPT 1993, The information contained in t
questionnaire is confidentia} and proprietary and should only be used pursuant to participation in the AMA/Specialty Socicty RVS Update Process. CPT five-digit ¢
two-digit-numeric modilicrs, and descriptions only are © 1991 American Medical Associstion. No payment schedules, fee achedules, relative value units, scales, co

factora or components thereof are included in CPT, The AMA is not recommending that any specific relative valuea, fees, payment schedules, or relaled listings be atiached
to CPT. Any rclative valuc scales or relsted lislings sasigned 1o the CPT codes are not those of the AMA, and the AMA is nol recommending use of these relative values.
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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 IﬁENTIFIED COMPONENTS. THE DESCRIPTIONS BELOW ARE GENERAL IN NATURE.' SPEéIFIC
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 JUDGEMENT, AND STRESS ASSOCIATED WITH YOUR CONCERN ABOUT IATROGENIC RISK.



v

Work During the Service
Is

Before the Service, May
Include

After the Service, May
Include

Major
Surgery

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.

Services provided within
24 hours of the operation:

Hospital admission work-
up. :

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.

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).




Work During the Service
Is

Before the Service, May
Include

After the Service, May
Include

Minor
Surgery and
Endoscopies

Work while you perform
the service =-- "skin-to-
skin" work -- including
all services that are
normally included as a
necessary part of the
procedure,

On day of procedure:

Pre-procedural work,
including procedural work-
up; communicating with
other professionals,
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).

—

Post-procedure visits on
the day of the procedure
(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).

3.




Work During the Service
Is ‘

Before the Service, May
Include

After the Service, May
Include

Evaluation/
Management
Services
Office Work while you are with Preparing to see patient. Arranging for further
the patient and/or services.
family. Reviewing records.
Reviewing results of
Communicating with other studies.
professionals.
Communicating further
with patient, family, and
other professionals,
including written and
telephone reports.
Hospital Work while you are Work while not present on Work while not present on

present on the patient's

the patient's hospital

hospital unit or floor,
including:

Reviewing the patient's
chart.

Seeing the patient.
Writing notes.
Communicating with other

professionals and the
patient's family

unit or floor, including:

Communicating further with
other professionals and
the patient's family.

Obtaining and/or reviewing
the results of diagnostic
and other studies.

Written and telephone
reports.

the patient's hospital
unit or floor, including:

Communicating further
with other professionals
and the patient's family.

Obtaining and/or
reviewing the results of
diagnostic and other
studies.

Written and telephone
reports.




After the Service, May
Include

Work During the Service Before the Service, May
Is Include

Laboratory
and Imaging
and other
non-
Evaluation/
Management
Services
with XXX
global
period

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. Do not include distinct evaluation and
management services provided in addition to procedure in your estimate.

Emergency
Medicine

Invasive

Work for the total service period may include:

Reviewing records, obtaining and interpreting test results or X-rays, and
preparing to perform the service.

Performing the service.

Providing immediate postprocedural care before the patient is dischargqed or
admitted to the hospital.

Communicating with the patient, patient's family, or other professionals.

Completing charts.

_5-




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 interpreting test results or X-rays.
Seeing the patient.
Communicating with the patient, patient's family, or other professionals.
Completing 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.
/HManagement
Services
Radiation Includes: clinical treatment planning, simulation-aid field testing, dosimetry
Oncology and design of treatment devices, 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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—_ ATTACIDIENT 1
AMERICAN

SOCIETY OF

ANESTHESIOLOGISTS

American Society of Anesthesiologists - Report to Relative Value  Update
Committee
June 1992
1. Ancsthesia Scrvices under the MFS
2. Survey Process
3. New CPT Code
descriptor

work value
reference codes

' 1. Anesthesia Services Under the Medicare Fee Schedule

The American Socicty of Anesthesiologists has devcloped, publishcd and maintained a
 Relative Value Guide (RVG) since 1962. The ASA RVG assigns basc unils to the
approximately 250 ancsthesia codcs. The base unit relative valucs are combined with
units reflecting the actual time the ancsthesiologist spends with the patient; cach of
these components is defined, by both the ASA and Medicare, as follows:

The basc unit value includes the value of all usual anesthesia scrvices
except the time actually spent in ancsthesia carc and the modifying
factors.]  The Basic Valuc includes usual pre-operative and post-operative
visits, thc administration of fluids and/or blood incident to the anesthesia
carc and intcrpretation of non-invasive monitoring (ECG, tcmperature,
blood pressure, oximctry, capnography, and mass spcctrometry).

Ancsthesia time begins when the ancsthesiologist begins to prepare the
patient for ancsthesia care in the operating room or in an cquivalent arca,
and cnds when the ancsthesiologist is no longer in personal aticndance,

that is, when the patient may be safely placed under post-operative
supervision.

. 1" The Medicare Program docs not rccognize modifying units for age or physical status.
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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:

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, ACOG’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
Interventional Radiology.

Please call Shelah Leader (202) 863-2570 if you have any questions. Larry Griffin, MD,
will present ACOG’s recommendations of the June RUC meeting.

Sincerely,

WA

dghn J. Graham, MD, FACOG
Director, Program Services

cc.  W. Benson Harer, MD
Larry Griffin, MD
Shelah Leader, PhD

409 12th Street, SW. Washington, DC 20024-2188 (202)638-5577



SUMMARY OF SURVEY R.

ATTACHMENT 2a (#127)

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%)
15

1.03
2.29

1

6.64

Those Who Had
Offered Service

More than Once
During Past Year

16 (46%)
15

1.03
2.29

A

6.64

Key Reference Services Used (ranked by number of mentions)

58300 (9)* insertion of IUD (1.06 RVUS)
99213 (2)

58120 (4)
99231 (1)

58301 (3)
99232 (1)

24200 (2)

. 20670 (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

55
26
149
350
5

RUC Recomméndation: 1.50 RVUs

|| ACOG'’s RUC Committee believes this code entails more work than the reference
service and that the survey median is reasonable.




SUMMARY OF SURVEY RESULTS ATTACHMENT 2b (#182) —

CPT Code and Descriptor:

XXXXX - Laparoscopy, surgical; with removal of leiomyomata

Survey Sample: 24

Distribution of Work Estimates
All Respondents Those Who Had
Offered Service
More than Once
During Past Year

Response Number/Percent 15 (63%) 6 (25%)
Median 10 13.75
25th Percentile 6.5 8.01
75th Percentile 18 18.5
Low 4.5 6

High 20 20

Key Reference Services Used (ranked by number of mentions)

58140 (8)

58988 (5)* laparoscopy, surgical; with removal of adnexal structures (5.89 RVUs)
58980 (3) 58985 (2) 58150 (1) 58260 (1) - 58285 (1) 58720 (1)
58986 (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 , 5
25th Percentile 0
75th Percentile 7
High . 30
Low 0

RUC Recommendation: 5.89 RVUs

ACOG's RUC 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.




SUMMARY OF SURVEY RESULTS ATTACHMENT 2c¢

(#191)

CPT Code and Descriptor:

566XX - Vulvectomy, radical partial; with unllateral lngumofemoral
lymphadenectomy

Survey Sample: 29

Distribution of Work Estimates -

All Respondents Those Who Had
Offered Service
More than Once
During Past Year

Response Number/Percent 15 (52%) 11 (38%)
Median 16 16

25th Percentile 14 14

75th Percentile 25 27.38
Low 12.5 12.5
High 35 35

Key Reference Services Used (ranked by number of mentions)

56635 (8)* vulvectomy, radical; without skin graft with 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 w/associated 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 3
25th Percentile 1
75th Percentile ' 6
High 12
Low 0

RUC Recommendation:

16.00 RVUs based on the survey median




ke st B
SUMMARY OF SURVEY RESULTS ATTACHMENT 24 (#192) i

CPT Code and Descriptor:

566XX -, Vulvectomy, radical (tissue) complete

Survey Sample: 29

Distribution of Work Estimates
All Respondents Those Who Had
Offered Service
More than Once
During Past Year

Response Number/Percent 14 (48%) 7 (24%)
Median 14 15
25th Percentile 12 14
75th Percentile 18 ' 20
Low 8.54 12
High 22 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 inguinofemoral lymphadenectomy (14.37
RVUs)

56625 (3) 58150 (8) 56620 (1) 58260 (1) 58270 (1)

Assumptions About Typical Patient (ranked by number of mentions)

Elderly (60+) patient w/medical 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 2
25th Percentile 0
75th Percentile 3
High 5
Low 0

RUC Recommendation:

14.00 RVUs baséd on the survey median




SUMMARY OF SURVEY RESULTS ATTACHMENT 2e (#193)

CPT Code and Descriptor:

566XX - Vulvectomy, radical, complete with unilateral inguinofemoral |
lymphadenectomy ’

Survey Sample: 29

Distribution of Work Estimates
' All Respondents Those Who Had
Offered Service

r More than Once
During Past Year
Response Number/Percent 15 (52%) 8 (28%)
Median 18 16.12
25th Percentile 14.5 14.37
75th Percentile 27.38 17.75
Low 13.5 13.5
High 38 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 (10)
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
Low 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 .
All Respondents Those Who Had
Offered Service
More than Once
During Past Year

Response Number/Percent 17 (71%) 3 (13%)
Median 1.5 .96
25th Percentile 1 .64
75th Percentile 2.5 1

Low .64 .64
High 7.5 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 Patient (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 0
25th Percentile ' 0
75th Percentile 1
High 5
Low 0

RUC Recommendation:

The ACOG 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 (#200)

CPT Code and Descriptor:

574XX - Colposcopy (vaginoscopy); with loop electrosurgical excisions of the
cervix (LEEP) ’

Survey Sample: 41

Distribution of Work Estimates
All Respondents Those Who Had
Offered Service
More than Once
During Past Year

Response Number/Percent 23 (56%) 19 (46%)
Median 2.98 2.98
25th Percentile 1.94 1.94
75th Percentile 3.92 3.92
Low 1.34 1.34
High 7.5 7.5

Key Reference Services Used (ranked by number of mentions)

57452 (10) 57510 (8) 57513 (9) 57511 (7)

57454 (5)* Colposcopy with biopsies or biopsy of cervix (1.34 RVUs)
57520 (5)* Conization of cervix (3.60 RVUs)

99213 (2) 58120 (1) 89212 (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 20
25th Percentile . 5
75th Percentile 40
High 300
Low 0

'RUC Recommendation: 2.98 RVUs based on the survey median.

ACOG's RUC Cbmmiﬁee 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.




SUMMARY OF SURVEY RESULTS ATTACHMENT 2h (#208)

CPT Code and Descriptor:

582XX - Vaginal hysterectomy with removal of tube(s) and/or 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 25 (69%) 20 (56%)
Median 14.5 14.62
25th Percentile 13.5 13.5
75th Percentile 16 15.96
Low 12.74 12.74
High 38 25

Key Reference Services Used (ranked by number of mentions)

58260 (12)* vaginal hysterectomy, with or without removal of tube(s), with or
without removal of ovary(ies) (12.74 RVUs)

58150 (9) 58270 (7) 58267 (4) 58720 (4) 58120 (3) 58275 (2)

99231 (2) 99213 (1) 99232 (1)

Assumptions About Typical Patient (ranked by number of mentions)

I Middle-aged (30-55) (10) Fibrosis (1)
Menorrhagia (3)
Pelvic pain (3)

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
Low 0

RUC Recomméndation:

14.5 RVUs based on the survey median




SUMMARY OF SURVEY RESULTS ATTACHMENT 2i (#205)

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 23 (64%) 18 (50%)
Median ' 16 15.5
25th Percentile 14 14

75th Percentile 18 18

Low 12.74 12.74
High 45 45

Key Reference Services Used (ranked by number of mentions)

58270 (9)* vaginal hysterectomy, with or without removal of tube(s), with or

without removal of ovary(ies) with repair of enterocele (13.28 RVUs)
58260 (8) 58150 (7) 58150 (7) 58267 (5) 58280 (4) 58720 (3)
58120 (2) 58275 (2) 99231 (1) 89232 (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
Low 0

RUC Recommendation: 16 RVUs based on the survey median.

The Committee arrived at this conclusion by accepting 12.74 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.




ATTACHMENT 2j (#209)

SUMMARY OF SURVEY RESULTS

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 17 (71%) 14 (58%)
Median 18 18

25th Percentile 14 14

75th Percentile 19 19

Low 12.74 12.74
High 25 25

Key Reference Services Used (ranked by number of mentions)

58260 (9)* wvaginal hysterectomy (12.74 RVUSs)

58988 (5)* laparoscopy with removal of adnexal structures (5.89 RVUs)
58980 (3)* laparoscopy, diagnostic (4.25 RVUSs)

58985 (3)* laparoscopy, with lysis of adhesion (4.61 RVUs)

| 58140 (2) 58150 (2) 58285 (2) 58200 (1) 58982 (1) 58886 (1)

Assumptions About Typical Patient (ranked by number of mentions)

(Lysis) adhesions (5) 'Middle-aged (30-55) (4)
Endometriosis (3) Menorrhagia (2)

Assumptions About Nature of Service (ranked by number of mentions)

Respondent Experience with Procedure (frequency within past year)

Median 5
25th Percentile 3
75th Percentile 15
High ‘ 56
Low 0

RUC Recommendation: 14.61 RVUs

The ACOG 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.




SUMMARY OF SURVEY RESULTS

ATTACHMENT 2k (#211)

CPT Code and Descriptor:

589XX -

Hysteroscopy, surgical; with sampling, (biopsy)

and/or polypectomy with or without D&C

of endometrium

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
Oftered 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)* hysteroscopy, diagnostic (2.52 RVUs)

58992 (5)*

intrauterine septum (any method) (3.39 RVUs)

58120 (4) 58994 (3) 58996 (1)

hysteroscopy, with lysis of intrauterine adhesions or resection of

Assumptions About Typical Patient (ranked by number of mentions)

Abnormal uterine bleeding (8)
40s (4)

Not responding to chemical therapy (2)

Assumptions About Nature of Service (ranked by number of mentions)

Resporident Experience with Procedure (frequency within past year)

Median

25th Percentile
75th Percentile
High

Low

10
S
17.5
100

1

RUC Recommendation: 3.0 RVUs

3.0 RVUs. ACOG’s RUC Committee believes the new code falls between the key

reference services and the survey median of 3.00 is reasonable.




SUMMARY OF SURVEY RESULTS

ATTACHMENT 21 (#212)

CPT Code and Descriptor:

58892 - Hysteroscopy, surgical; with lysis of intrauterine adhesions (any

method) ;
Survey Sample: 24 '

Distribution of Work Estimates
All Respondents Those Who Had
Oftfered Service
More than Once
During Past Year

Response Number/Percent 13 (54%) 5 (21%)
Median 4 4

25th Percentile 3.39 3.5
75th Percentile 4.5 4.5
Low 3 3

High 7 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) 589396 (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 1
25th Percentile 0
75th Percentile 2
High 30
Low 0

RUC Recommendation: 3.39 RVUs

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 (#213)

CPT Code and Descriptor:

589XX - Hysteroscopy, surgical; with division or resection of intrauterine
septum (any method) ’

Survey Sample: 24

Distribution of Work Estimates
All Respondents Those Who Had
Offered Service
More than Once
During Past Year

Response Number/Percent 13 (54%) 3 (13%)
Median -4 4

25th Percentile 3.75 3.75
75th Percentile 4.5 7.5
Low 3 3.75
High 7.5 - 7.5

Key Reference Services Used (ranked by number of mentions)

58992 (8)* hysteroscopy with lysis of intrauterine adhesions or resection of
intrauterine septum (any method) (3.38 RVUS)
58990 (4) 58994 (3) 58996 (2) 58120 (1) 58388 (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 , 0
25th Percentile 0
75th Percentile 1
High 25
Low d 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.




SUMMARY OF SURVEY RESULTS

ATTACHMENT 2n (#215)

CPT Code and Descriptor:

589XX - Hysteroscopy, surgical; with removal of impacted foreign body

Survéy Sample: 24

Distribution of Work Estimates

Response Number/Percent
Median

25th Percentile

75th Percentile

Low

High

All Respondents

13 (54%)
3.25

3

35

2.6

Z

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)* hysteroscopy, diagnostic (2.52 RVUs)

58992 (5)* 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 (frequency within past year)

Median

25th Percentile
75th Percentile
High

Low

0
0
1
5
0

RUC Recommendation: 3.25 RVUs

The Committee believes the new code falls between the two key reference services

and therefore the survey median is reasonable.

——
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- — ATTACHMENT 3

AMERICAN SOCIETY OF
PLASTIC A D RECONSTRUCTIVE
SURGEONS INC

ASPRS PROCESS FOR ESTIMATING WORK RVUs FOR NEW OR REVISED CPT CODES

These recommendations are based on the results of a survey of 88
ASPRS members identified from the following groups:

ASPRS Board of Directors

*ECUTIVE OFFICE

TR m oL RTAL ASPRS Socioeconomic Commission
be St ean s nbusi . AMA Liaison Committee
Ax1708 226 £nr . CPT Committee

. Government Relations Committee
. Guidelines Committee
. Risk Management Committee
. Socioeconomic Committee
. . - Alternate Health Care Subcommittee
' - Health Policy Analysis Subcommittee
ASMS (Amer. Soc. Maxillofacial Surgeons) Socioeconomic Committee

The AMA's standardized survey materials and a customized cover
letter were sent to survey participants on June 10, with a response
requested by. June 16. On June 16, sixteen responses had been
received (18 percent response rate).

ASPRS staff tabulated the responses and calculated medians and
percentile rankings. Results from the codes that were reviewed are
attached. Comments on influential factors that may have affected
the ratings will be presented verbally.

4

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 familiar with the process.used for developing
relative work values.



Tracking Number:
CPT Code:

CPT Descriptor:

Type of Revision:

Key Reference
Services:

Median:

25th Percentile:
75th Percentile:
Low:

High:

Recommended
RVU (x100):

PLASTIC BURGERY

BURVEY RESULTS

Page 29

140

304XXe

Rhinoplasty for nasal deformity second-
ary to congenital cleft lip and/or 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):

PLABTIC BURGERY

BURVEY REBULTS

Page 31

313
213XXe

Open treatment of nasal septal fracture,
with or without stabilization

New code for open treatment of nasal
septal fracture

16318, 14060, 21453, 21493

500

380

750

150

1150

600



Tracking Number:
CPT Code:

CPT Descriptor:

Type of Revision:

Key Reference
Services:

Median:

25th Percentile:
75th Percentile:
Low:

High:

Recommended
RVU (x100):

PLABTIC BURGERY

BURVEY RESBULTS

Page 33

320

213XXe

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

1000°

3000

2000



Tracking Number:
CPT Code:

CPT Descriptor:

Type of Revision:

Key Reference
Services:

Median:

25th Percentile:
75th Percentile:
Low:

High:

Recommended
RVU (x100):

PLABTIC BURGERY
BURVEY RESULTS

Page 38

335

214XXe

Open treatment of craniofacial separa-
tion (LeFort III type); with wiring
and/or Yeeal 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



Tracking Number:
CPT Code:

CPT Descriptor:
Type of Revision:

Key Reference
Services:

Median:

25th Percentile:
75th Percentile¥
Low:

High:

Recommended
RVU (x100):

PLABTIC BURGERY

BURVEY RESULTS
Page 39

341

21453

Closed treatment of mandibular fracture
with—maniputation with interdental
fixation

Revised to describe closed treatment

of mandibular fracture with interdental
fixation

13152, 15937

637

400

940

315

12060

635



ALTACHMLENL 4

— Excerpts from: AMERICAN ACADEMY 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 deprcsscd
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 procedurc 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 examination 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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\

AMERICAN ACADEMY OF OPHTHALMOLOGY

pruct £. Sriviy, M.D. DAVID |. NOONAN 'O
Executive Vice President Deputy Executive Vice Prew‘(ﬁépéf‘o
3
Memorandum -<§5.-N
G%?' N Kﬁgﬁ[
Iy 'T["/
OFFICE OF Date: June 17, 1992 W Yy é:q Z
GOVERNMENTAL RELATIONS W T ."{),‘9
L
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Summary.

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 CPT CPT Recomm.
Number Code Descriptor ' Work RVU
' 0011 658xx Repositioning of intraocular 8.15

lens prosthesis, reguiring an
incision (separate procedure)

227 687xx Closure of lacrimal punctum; 1.38
by plug, each punctum

327 214xx Open treatment of fracture of 15.00
orbit, except "blowout"; with
bone grafting (includes obtain-
ing graft)

Reference list.

The recommended work values were developed by comparing the new
codes.to procedures on the reference lists for ophthalmology and
plastlc 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
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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 equirin

an Incision (separate procedure)

The typical patient has an intraocular lens implant which is not
functioning properly, has become dislocated, and/or 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, inflammatlon{ 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-cvaluate
the relation of the IOL to the internal structures and functions
of the eye.

The respondants work value ratings for this procedure were
arrayed from highest to lowest, resulting in the following:

Median: 8.15 Work RVUs
25th Percentile: 8.33
75th Percentile: 8.00

The extremely close clustering of these responses indicate that
the median is a good representation of the value of this service
among ophthalmologists.



' 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 previous 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 o acrimal Punctum; Bv Plu 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. 1In addition, the values relate to the
work per individual punctum. If more than one implant is
inserted concurrently, the subseguent value is reduced by coding
with the appropriate multlple 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.



The respondants work value ratings for this proceduré were
arrayed from highest to lowest, resulting in the following:

Median: 1.38 Work RVUs
25th Percentile: 2.00
75th Percentile: 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 reguires 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 selection.

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 lntegral 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. 1In 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 rational 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. The 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
ophthalmologist 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: 15.00 Work RVUS
25th Percentile 18.00
75th Percentile 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‘;espondants indicated that the work value was
appropriately situated between the following reference
procedures:



CPT Code Work Value CPT Descriptor
{
. !
21433 11.68 Open treatment craniofacial

separation, compllcated

21267 18.62 Oorbital 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 medlan 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 approprlate
rank-order of related ophthalmic services. The committee was
concerned 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.

; * * *

Thank you for this opportunity to present the flndlngs 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. ;
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\202) 7356662 From: Steven Kamenetzky, MD
Re: Physician Work Values for New

Ophthalmic Codes

The following outlines the process utilized in and the
- outcome of the American Academy of Ophthalmology’s
efforts to assign physiclian work relstive value units
to new ophthalmic CPT codee expected to be added in
1993: ‘

(1) Ref, 0010: Severing Adhesions of anterior segment,
lnser technigue (separate procedure)

The Academy’s standing Federal Economic Policy
Committee gserved as our RVS Committee. The Committee
is compossd of nine ophthalmologists and provides a
broad spectrum of practice styles, geographic areas,
and general and subspeclalty disciplines., The full
Committee reviewed and recommended additions and
deletions to the,initial list of reference services
developed by the AMA. Two members reviewed the
subsequent list mnd recommended a "short" list of
those reference procedures for use in ctudying the new
codes, as reguestod by the AMA.

Copies of the pertinent AMA instructions, reference
list, and survey form were distributed to
approximately 55 ophthalmologiste attending a national
conference sponsored by the Academy. These
ophthalmologisgts represented nmost states and
ophthalmic subspecialties.

During the meeting, prior to returning the forms, a brilef

discussion explmining the new codes and the purpdse of the

survey was led by the Academy’s Relative Value Update

‘ conmittee representative and CPT Editoriml Advisory Panel
representative. There were 16 completed forms returned,

equalling a response rnte of 29 percent.
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The values were arrayed to determine the medimn, 75th
percentile and 25th percentile for each of the codes, am
follows:

(1) Ref, 0010: Severing Adhesions of anterior megment, laser
toechnique (separate procedure)

Medinn: 375
25%h _Pere, 397
25fh Perc, 350

Typlenl pntient: Usuanlly a post-operative patient with
vitreous to cataract wound. After o period of time, the
procedure becomes necessary if the condition doee not
resolve itself. It is a relatively infrequent condition.

The Federal Economic Policy Committee, serving as the
A9ademy’s RV5 Committaee, reviewed thewe values, and after some
discussion, made the following recommendations:

(1) Ref. 0010: Severing Adheslons of anterior. segment, laser
technique (eeporate procedure)

The median value of 375 aoppeared a little high. The new
procedure ig considered to be slightly less than =
similer procedure, CPT 67031, based on the definition ot
physician work. Slnce 67031 is valued st 361, the
FEP/RVS Commifttee recommended valulng the new procedure
at 355 physician work units. .

The Committee wag unable to crosgwalk theee codes to previous
codes. Both procedurss are relatively infreguently performed,
and were probably billed under an "unspecified" service code
or inconsistently under other codes. The new codes were
requested because there was not an existing code that provided
an adeqguate description.
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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.

A i i RSN st il s



American Academy of Orthopaedic Surgeons
222 South Prospect Avenue, Park Ridge, lllinois 60068-4058
Phone 708/823-7186 * 800/346-AA0S * Fax 708/823-8125

June 15, 1992
nECD JUN 1 71992

Mark J. Segal, Ph.D.

Director

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 (AAQOS) is pleased to prfasent
relative work value recommendations for 65 new and revised orthopaedic
trauma codes, and a new code for elbow capsuIotomy/capsulectomy.

.  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 scalc provides relative work values that are, in some cases, quite .
different from those in the current Medicare fee schedule. As a conseguence, 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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il. THE NEW AND REVISED ORTHOPAEDIC CODES ,

The orthopaedic trauma sections of the CPT code will be substantially 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 foliowed 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.

Hl. 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 Sports Medicine

(RVS Update Adv. Comm.) St. Louis, MO
Stephen Albanese - Pediatric Orthopaedics Syracuse, NY
Bruce Browner Orthopaedic Trauma Houston, TX
M. Bradford Henley Orthopaedic Trauma Seattle, WA
Michael Major Spine & General Orthopaedics Milvaukee, WI
Andrew Palmer Hand (Abt Re-study Dir.) * Syracuse, NY
Mel Post Shoulder Chicago, IL
Duret Smith Hand Cleveland, OH
Peter Trafton Orthopaedic Trauma Providence, Rl

Dwight Webster General Orthopaedics Syracuse, NY



A. Step One )

The AAQOS, working with Abt Associates, prepared a survey instrument based on
the AMA'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
coliected 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

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.



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 consideration 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 for 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 intertrochanteric 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 runhing 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 .0f orthopaedic
procedures is flawed, the selection of one or more reference services for
assigning work values to new and revised codes results in those codes being
misaligned relative to other codes in the fee schedule. This problem is
particularly acute when new and revised codes, such as the: orthopaedxc trauma
codes, span a broad range of services. *

The work valuation process described above achieved cliniéally appropriate
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 trauma 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 incongruities 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 reference 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 HCFA 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 ftracking 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 100) 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 100) 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 the 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 RUC meeting. Where appropriate, all codes in a family are related to the
same reference service; however, in several cases, .it was more clinically
appropriate to rely 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 capsulolomy/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 | 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 RUC mesting, 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 intertrochanleric hip fracture repair. In fee schedule terms this
would value this new code at 15.99 (15.23 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
oo 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 24102). 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 arthrolomy code is currently
valued at 797, a recommended value of 1033 in current fee schedule lerms is
implied for the new elbow code.



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 RUC's June deliberations.

Sincerely,

.% H s lyae

Alan H. Morris, M.D.
Member, AMA/Specialty Society RVS Update Advisory Committee
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April 27, 1992
AMA/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 to 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 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.

First, you will provide estimates of the physician work associated with new or revised CPT
codes used by your specialty. Ncxt, 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 whxch 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.



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 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 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 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 jatrogenic 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 actypical 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 find 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.



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."

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
Jor 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 1 and for each service below. Please also
indicate, in priority order, those services from Table 1 that were
important reference services for each service below {Use the number in
column #1). '

2) Next, please provide a brief description of the typical patient that you
would expect 1o 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 made in rating
the code.

3) Finally, please indicate the number of times that you provided the service
in the past twelve months.
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ORTHOPAEDIC SURGERY: American Academy of Orthopaedic Surgeons
New or Revised CPT Codes

Niimber | CPT Code

CPT Descriptor

Type of

Revision .

o o

Work -
RVUs* .

Globai - :.-
Period**

- Key Réfermcé
“}Servicesin -

Priority Order

Typical Patient and Natare and Extent of
Services Provided — Including any Special

Assumptiods Yod Made Ratirig the Service -

" {About How

Marny Times
in the Last’
12 Months
Have You

?.{ Provided

This -
Service?

If Zero,
How Many
Times Have
you .
Provided -
the Service
in Your
Career?

1 24546

Open treatment of humersl supracondylar oc
transcondylar fracture with or without
internal or external fixation; with
intercondylar extension

new code

2 25526

Open trestment 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)

new code

3 27218

Open treatment of posterior ring fracture
and/or dislocstion with internal fixation
(includes ilium, sacroilisc joint and/or
sacrum)

new code

4 27228

Open treatment of acetabulsr fracture(s)
involving enterior AND postetior (two)
columns, includes T-fractuce and both
column fracture with complete articular
detachment, OR single column or transverse
fracture with associsted acetabular wall
fracture; with internal fixation

new code

5 27244

Open treatment of besilar neck,
intertrochanteric, pertrochanteric or
subtrochsnteric femoral fracture; with -
plate/screw type implant, with or without
cerclage

modified

description

6 27506

Open trestment of femoral shaft fractuce with
or ithout external fixation with insertion of
intramedullary implant, with or without
cerclage snd/or locking screws

modified
description

7 27509

Percutaneous skeletsl fixation of supracondy-
lar or transcondylsr femoral fracture with or
without intercondylar extension

new code

Phys»ician Name:




Number ‘Code CPT Descriptor Type of Work "+ |Key Reference Typical Patient and Nature and Extent ot ADUUL LW Jh e,y
o Revision RVUs*" . |Pe " |Services in Services Provided — Including any. Special . |Many wﬂow Many -
' T X100 J-. Priority Order Assumptions You Made Rating the Sérvice " }in the Times Have
EEERTES & BT L B A LanTEC 7 12 Months " Jyou
- |Have You. .. |Provided
“IProvided ' | |the Service
k3 “IThis . . lin Your
O Service? Career? . -
8 27513 |Open treatment of femorsal suprscondylar ot  [new code %0
transcondylar fracture with intercondylar
extension with or without internal or external
fixation
9 27536 | Open treatment of tibial fracture, proximal  {modified %0 -
(plateau); bicondylar, with or without internal |description
fixation
10 27558 [Open treatment of knee dislocation, with or  [new code 90
without internal or external fixation; with
augmentation/reconstruction, with or without
primacy ligamentous repair
11 27752 [Closed treatment of tibial sheft fracture (with |modified 190
or without fibular frecture); with manipula- }description
tion with or without skeletal traction
12 27759 |Open treatment of tibial shaft fracture (with jnew code 90
or without fibular fracture) by intramedullary
implant, with or without inteclocking screws
and/or cerclage
13 27828 |Open treatment of fracture of weight bearing |new code 90
acticulac surfsce/portion of distal tibia G.e.
pilon or tibial plafond); with internal or
external fixation; of both tibia and fibula

Physician Name:




quber : I.Code

CPT Descriptor

Type of

Revision ., :

| Work

<. | Key Reference

Sérvices in

| Priority Order

Typical Patient and Natare and Extent of

Services Pravided — Includinig any Spetial = ::
Assumptions You Made Riting thé Service-

/|12 Months - .
- | Provided

. :.; This
" [ Service?

;About MHow
e i)
in the L

Have You
I’rdvidefl

U zerv,
How Many
Times Have
you

the Service
in Your
Career?

]

fracture, proximal (plateau); unicondylar with
or without internal or external fixation
(includes arthroscopy)

14 27894 ) Decompression fasciotomy, leg; sntecior new code
and/oc lsteral AND posterior compartment(s);
with debridement of nonviable muscle and/or
nerve :

15 29855 | Arthroscopicaily-sided treatment of tibial new code

“Note: Work RVUs 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 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 sbove refer:
to the number of preprocedural and postprocedural days of care that ace included in the payment for a global surgical package as determined by the Health Care Financing Administration for Medicare payment purposes. There ar
three categories of global services (090, 010, 000). In sddition, there sre two types of alpha global codes that may be used: XXX =Globsl concept does not apply to code; YYY =Global period to be set by Medicare carrier

ZZZ=Code part of another service and falls within global period for the other service. Refer to Table 2 for the services included in each type of global package.

A “septrate procedure” is one that is commonly carried out s an integral part of & total service and thus not generally ideatified separately. In those instances, however, when such & procedure is performed independently of, sn:

is not immediately related to, other services, it may be listed as ¢ “separate procedure.”

Final assignments of codes and code descriptors subject to change by the CPT Editorial Panel prior to publication of CPT [993. Information contained in this questionnsire is confidential and proprietary snd should only be use
pursuant to participation in the AMA/Specialty Society RVS Update Process. CPT five-digit codes, two-digit numeric modifiers, and descriptions only are © 1991 American Medical Association. No payment schedules, fee schedules
relative value units, scales, conversion factors or componenta thereof are included in CPFT. The AMA is not recommending that any specific relative values, fees, payment schedules, or related listings be attached to CPT. Any relative

value scales or related listings assigned to the CPT codes are not those of the AMA, and the AMA is not recommending use of thess relative values.

Physician Name:




. ORTHOPQIC SURGERY ‘

American Academy of Orthopaedic Surgeons

Reference Services for Fracture Procedures

15 CPT Code . " CPTDESCRIPTOR ... " Ml “Work RVUs |- - Global -
L TR LA : “lf -+ =100y || Period. '
1 29425 Application of short leg cast (below knee to toes); walking or 106 9
ambulatory type
2 26055 Tendon sheath incision for trigger finger 269 - 90
3 23650 Closed treatment of shoulder dislouiion, with manipulation; without . 342 90
tnesthesia
4 23515 Open treatment of clavicular fracture, with or without internal or 739 %0
external skeletal fixation
5 27510 Closed treatment of femotal fracture, distal end, medial OR lateral 863 0
condyle; with manipulation
6 27720 Repair of nonunion or malunion, tibis; without graft {e.g., 1,154 0
compression technique)
7 27447 Arthroplasty, knee, condyle and plateau; medial AND lateral 2,075 0
compartments with or without patella resurfacing (“total knee
replacement”)

*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 other services provided in addition to the basic procedure during a specified number of days before and after the procedure is provided. The glob.
period identified above refers to the number of preprocedural and postprocedural days of care that are included in the payment for a global surgical package a3 determined by the Health Care Financis
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 gervice. Refer to Table 2 for the servic:

included 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 perform
independently of, and is not immediately related to, other services, it may be listed as a "separate procedure.” ' ’ :

Fi s+l 2svignmeots of codes and code deseriptors are subject to change by the CPT Editorial Panel prior to publication of CPT 1993. The information cootained in this questionnaire is confidential and proprictary and should oaly be used pursusnt to participat.
in the AMA/Specialty Socicty RVS Update Process. CPT five-digit codes, two-digit numeric modifiers, and descriptions only are © {991 American Mecdical Association. No payment schedules, fee schedules, relative value units, scales, conversioa fact.
or components thereof are included in CFT. The AMA is not recommending that any specific relative valtues, fees, payment schedules, or related listings be attached to CPT. Any relative value scales or related listings assigned to the CPT codes are -

those of the AMA, and the AMA is not reconmending use of these relative values,




Surve!‘orm B .

Elbow Procedures

ORTHOPAEDIC SURGERY: American Academy of Orthopaedic Surgeons
New or Revised CPT Codes

Number - ]CPT Code |CPT Descriptor .~ . . |Type of Revision - . [Global: - - | Key Reference | Typical Patient and Naturé and Extent of ] About How }If Zero, *
FER e .- . e oL Peﬁod” . | Services i Services Provided ~ Including any Special | Many Times |How Many
“i 1t  Priority Order | Assumptions You Made Ratiig the Service - lin the Last .| Times Héve
SN . Tty e e T 12 Montka {yod
Harve You Provided
Provided the Service
e P Thfs in Your -
T s T | Service? Career?
1 240XX | Arthrotomy of the elbow, with capsular |new code 90
excision for capsular release

“Note: Work RVUs from the Medicare Payment Schedule published in the Federal Repister on November 25, 1991. They have been muitiplied by 100 to assist the rating process.

~A service paid on a global basis includes visits and other services provided in sddition to the basic procedure during a specified number of days before and sfter the procedure is provided. The global period idestified above refer
to the number of preprocedural and postprocedural days of care that are included in the payment for a global surgical package as determined by the Health Care Financing Administrstion for Medicars payment purposes, Thece ac
three categories of global services (090, 010, 000). In addition, thers sre 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 Medicare carrie:

ZZZ=Code part of another secvice and falls within global period for the other service. Refer to Table 2 for the services included 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 generslly identified separstely. In those instances, however, when such & procedure is performed independently of, an

is not immediately related to, other services, it may be listed a8 a "separate procedure.”

Final assignments of codes and code descriptors subject to change by the CPT Editorial Panel prioc to publication of CPT 1993. Information contained in this questionnaire is confidential and proprietary snd should only be use
pursuant to participation in the AMA/Specialty Society RVS Update Process. CPT five-digit codes, two-digit numeric modifiers, and descriptions only are ® 1991 American Medical Associstion. No payment schedules, fee schedule:
telative value units, scales, conversion factors or components theceof 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: 3




} nlle 1B '

ORTHOPAEDIC SURGERY
American Academy of Orthopaedic Surgeons

Reference Services for Elbow Procedures

'WOrk'.IiVU§ _

T x100)
1 25085 Capsulotomy, wrist (e.g., for contracture) 541
2 24102 Arthrotomy, elbow; for synovectomy ' 797 90
3 24495 Decompression fasciotomy, forearm, with brachial artery exploration 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 other services provided in addition to the basic procedure during a specified number of days before and after the procedure is provided. The globc
period identified above refers to the number of preprocedural and postprocedural 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 concey
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 [or the service

included 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 assignments of codes and eode descriptors are subject to change by the CPT Editorial Panel prior to publicstion of CPT J993. The information contained in this questiounaire is confidential and proprietary and should oaly be used pursuaat o participatic-
in the AMA/Specialty Society RVS Update Process. CPT [ive-digit codes, two-digit numeric modifiers, and descriptions culy are © 1991 American Medical Association. No paymeat schedules, fee schedules, relative value units, scales, coaversioa facter
or compouenty thereof are included in CPT. The AMA is not recommending that any specific relstive values, fees, payment schedules, or related listings be attached o CPT. Any relative value scales or related listings assigned to the CPT codes are n.

those of the AMA, md the AMA is not recommending use of these relative values.




. Components of Physicians’ Tol‘/ork for Major Surgical Procedures .

In evaluating the work of a service, it is helplul 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 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 Before the Service, May Include | After the Service, May Include

Work while you perform the service — "skin-to- | Services provided within 24 hours of the ' Post-incisional work in the operating room,
skin" work -- or the surgery itself, beginning operation (generally beginning with the including patient stabilization and awakening;
with the incision and ending with its closure, or | patient’s admission to the hospital): application of post-op monitoring devices;
the equivalent primary activity for procedures repositioning patient; and transfer to the
not requiring an incision. This period includes Pre-operative work, including performing the recovery room or specialized unit.
all intra-operative services that are normally physical exam and history; procedural work-up;
included as a necessary part of the procedure. compiling data and finalizing specific operative Immediate Post-Operative Period — patient
- decisions; communicating with other profession- | stabilization in the recovery room or special
‘ als, patient and family; obtaining consent and unit — including communicating with the
B application of traction/splints and preliminary patient and other professionals (including

treatment (excluding consultation or evaluation at | written and telephone reports and orders);
which the decision to provide the procedure was application of devices; assessment of

made). neurovascular status; and interpretation of
radiographs.

Pre-incisional work in the operating room:

including induction of anesthesia; consultations; Other follow-up care before the patient is

scrubbing and waiting before surgery; preparing discharged, if applicable, including

patient and needed equipment for surgery; and patient visits (includes care for inpatients and

positioning the patient. This period begins with outpatients); reviewing status with patient and

e - . - _ | the patient’s entry into the OR and ends when family; adjusting devices, drains, and

surgery begins. <~~~ "~~~ -~ | dressings; documenting chart; 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.

10



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 continuing through the
90th post-operative day. For non-global (starred) procedures, the included post-operative period
ranges from O 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 perform in each of the
periods and are in no way intended to reflect suggested guidclines.

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.



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:

e Assist anesthesiologist or administer anesthesia

* Inventory surgical environment: ‘
* Verify presence and condition of appropriate equipment, transfusion
e Check tourniquet(s)
* Check photographic equipment/microscope/video arthroscopy scope
* Verify presence of staff to operate C-arm

* 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-arm

Direct and interpret x-ray views

Apply tourniquet cuff and check pressures

Prepare and Drape the Patient
Otber 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



Skin-to-Skin Period

. This period involves the surgery itself, beginning with the incision and ending with its closure.
The primary surgeon may perform 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 tourniquet(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-Operative 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:utoring
equipment



e Interpret results of lab tests (e.g., hematocrnit, PO2)
‘ * Dictate operative notes

After this period, the outpatien: is discharged and the inpatient is transferred to a room. The
next period only applies 1o inpatients, the following onc applies only 10 outparients.

Later Post-Operative Hospitalization Period (Inpatient)

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 patient

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 formal discharge summary

® ¢ 6 & o o & @ ¢ o o

Same Day Care Surrounding Qutpatient Discharge (Quipatient)

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 patient education

* Supervise rehabilitation

e (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.

® :



The following period applies to 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 global 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 interpret radiographs
Apply and/or adjust traction devices, dynamic splints, and/or orthoncs
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:

Discharge
Day -1 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




. Frnctu‘ocedura

ORTHOPAEDIC SURGERY: American Academy of Orthopaedic Surgeons

New or Revised CPT Codes

Si-to-Skein

Post-Incision

Op

ediate Post-
" . i .7 for Later Inpatient
- |Hospitalization -

Ot'l'le':'i'.Samé:Da\y'

Post-Op Dffice

1 24546 |Open treatment of humeral supracondylar or
transcondylac fracture with or without internal or
external fixation; with intercondylar extension

2 25526 {Open treatment of radial shaft fracture with internal
and/or external fixation AND open trestment with-
or without internal or external fixation of distal
radio-ulnar joint (Galeazzi fracture/dislocation)

3 27218 | Open treatment of posterior ring fracture and/or
dislocation with internal fixation (includes ilium,
sacroiliac joint and/or sacrum)

4 27228 {Open treatment of acetabular fracture(s) involving
anterior AND posterior (two) columns, includes T-
fracture and both column fracture with complete
acticular detachment, OR single column or
transverse fracture with associated acetabular wall
fracture; with internal fixation

5 27244 {Open treatment of basilar neck, intertrochanteric,
pertrochanteric ot subtrochanteric femoral fracture;
with plate/screw type implant, with or without
cerclage

6 27506 |Open treatmeat of femoral shaft fracture with or
without external fixation with insertion of
intramedullary implant, with or without cerclage
and/ot locking screws

7 27509 [Percutaneous skeletal fixation of supracondy-lar or
transcondylnc femorsl fracture with or without
intercondylar extension

3 27513 |Open trestment of femoral supracoandylar or
transcondylar fracture with intercondylar extension
with or without internal or external fixation

9 27536 {Open treatment of tibial fracture, proximal
(plateau); bicondylsr, with or without internal
fixation
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Numher

CPT
Code

CPT ptscﬁpt;xr

@

Pre-Incision

Post-Incision

A0p 7.

Immediate Post- -

Other S:‘n'n.eiD:iy -
or.Later Inpatient

=" | Bospitatization

Post-Op Office

10

27558

Open treatment of knee dislocstion, with or without
internal or external fixation; with
augmentation/reconstruction, with or without
primary ligamentous repair

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 fractuce (with or
without fibular fracture) by intcamedullary implant,
with oc without interlocking screws and/or cerclage

13

27828

Open treatment of fracture of weight bearing
articular surface/portion of dista tibia (i.e. pilon or
tibial plafond); with internal or external fixation; of
both tibia and fibula

14

27894

Decompression fasciotomy, leg; anterior and/or
{ateral AND posterior compeartment(s); with
debridement of nonvisble muscle and/or necve

15

29855

Arthroscopically-aided treatment of tibial fracture,
proximal (plateau); unicondylar with or without
internal or external fixation (includes arthroscopy)




Elbow Procedure

ORTHOPAEDIC SURGERY: American Academy of Orthopaedic Surgeons
New or Revised CPT Codes

Prelncision | Skinto- | Post-Inision |Emmediate * | Othér Same Day | Post-Op Officé

Number CP;rC(ide CP‘I'Dmnptor oL ek p ‘
: ' ' SO ' oo co | Skinc : Post-Op - Jor Later

i 240XX [Arthrotomy of the elbow, with capsular
excision for capsular release




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 652 2.50 1630
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 1623 0.50 762
27508 Closed Treat of distal fem fx, med/iat cond 549 1.00 549

The AAOS proposed work value for the femoral shaft fracture is 590.



AAQOS New and Revised Codes Table 1 Reference  Reference Ratio
Service Service to Implad
AMA  Surv. Cpt Description cPT MFS Work  Ref Code  Work
# # {*100)

New 21815 Open treatment of 1ib facture with intemal skelelal fxation, 719 1.00

N TATYES S R R R R RN R N R A S S Iy ; RN T TP T
363 New 23616 Open reatment of protimal hum eral (surgicai or anatomical neck) facture, with of without tepair of luberosty(—iet) with proimal humeral prosthetic replacament 23470 1698 1.23
368 RV 24505 Closed rastment ol humeral thal facture: with manioulation, with or without skelelal traction 24515* 1151 0.40
a7 RV 24515 Open reatment of humeral shaft fecture with plate/screws, with or without cerclage 24515* 1151 1.00 11514
az72 New 24516 Open treaiment of humerel ehafl freclure; with inserion of intameduflary implant, with or without cerclage and/or locking screws 24515* 1151 1.00 ﬁ1 151
380 {1 RV 24545 Open reatment ol humeral'supracondytar or ranscondylar fracture, with o without intemal or axtemal fixation; without Intercondylar extension 24545* 1281 0.79 1017
381 New 24546 Open treatment of humera voracondylar or banscondylar kacture with or without inlemal or external fixation: with intereondylar extension 24545¢ 1261 1.21 1545
P A I N R R R R R R R N e Y inda ik W g A SN AP e 2 e b gy ein 0 B8 SR BRI T N Y G paud e BeBIE O B BN WA TR e %
405 New 25520 Closed treatment of radial shatt Facture with distocalion of distal radio —ulnar joint (Galeazzl hacture/distocation) 24620 €97 0.91 634
406 New 25525 Open beatment of radial thaft facture with internal andfor extemal skeletal fxation AND closed trestment of dislocslion of distal radio —uinar jont (Galeard fracture/disiacstion) 24635 1309 0.94 1222
407 2 New 25526 Open restment of 1adial shatt tx w/ intemal &/or ertemal fixation AND coen reatment w/ or w/o internal or extemal fix. of distal radio —utnar g {Galeazzi ty/disloe) 24635 1309 1.41 1849
New 25574 Open restmaent of radis! AND uinar shatt fractures; with internsl or extemat fixstion of rsdius OR ulna 25575¢ 981 0.65 636
RV 25575 Open lreatmaent of tadisl AND ulnar shaft fractures; wilh internal or extemal fxation of radius AND uina 25575* 081 1.02 999
200 B LS TR 0 BRD o R R NS TR s e R : Ul 1 R SR P s 2 £ ey G SR A N AT AT SRR o % R A TR A 4
RV 25505 Cloted treatment oldlml uduul lu:hu- {eg. Colles or Smith type) or epiphysesl ceparation, with or without tacture of ulnar styfoid; with manipulation 25505' 10 571/422 1.14 563
N D) Tt vk ur W SLAT Ter, wnd st K, B2 R AR N I " 3 3 WY s T |
420 New 26608 Percutaneous skeleta) fixation of metncarpel tacture, ench bone 25607 540 1.00 - 540
422 RV 26650 Pu:uuruou- skeletal fixation of carpometacar -l fracture disloeation. thumb (Btﬂntﬂ hncmu) with mln' ulation, 26665 753 0.73 546
IR ol el R 308 5738 ; ' I R AR : R

New 27191 Closed treatment ol pelvic ring tacture, dislocation, diastasis or subluxation; without manipylation

443
445 New 27193 Cloted reatment of pelvie ring facture, dislocation, diastasis or subluxation; with manipufation tequiring more than focal anedhesia
453 New 27215 Open treatment of fise tpine(s), tuberosly avulsion, or Tise wing fracture(s) (Lo, peNic facture(s) which do not disrupt the pelvic ring), with internal fization 27222 1154 0.85 986
454 New 27216 Trestment of pesterior pelvic fing racture and/or ditlocation with percutanecus skelelal fixation, (includes flium, sacrodiac joint and/or sacrum) 27222 1154 187 2211
455 New 27217 Open treatment of anterior ring fracture end/or dislocation with inlemal fixation, (includes pubie symphysis and/ot rami) 27222 1154 158 1822
456 3 New 27218 OQoen treatment of posterior ring fracture and/or ditlocation with internal fxation (includes fium, sacroiliae joint and/or sacrum) 27222 1154 2.26 2611
459 New 27226 Open eaiment of posterior OR anterior acetabular wall fracture, with intemal fixation 27222 1154 1.71 1973
460 New 27227 Open eaiment of acelabular fracture(s) involving anterior OR posterior {one) column, or @ hacture running transversely ecross the acetsbulum, with intemal fixalion 27222 1154 3.29 3795
461 4 NEW 27228 Open brest. of ueub tx{3) involving ant AND post (z) columns, inc T-t & belh cohmn tx wicomplete urfic. detach.. OR 1 col. or tansy. I w/aszociated acets wall fxs wfint fx 27222 1154 5.26 6071
RS p R ] 3 e g § Tig Lt v e o, 7R A TS S I R A S NN RN A O A LR A D
27244 Open Ueatment of basilar neck, Intertrochanterie, perrachanterie, or subtrochanteric femoral fracture; with p!alcllc"wty:- implant, with ot without cerclage _ 27244* 1523 0.94 1432
27245  Open reatment of basilar neck, intertroch, pertroch or subtrach femoral fx; w/ an inbameduflary imolant: w/ or w/o interlocking screws and/or cerclage 27244° © 1523 1.23 1868
471 RV 27254 Open treatment ol hip dislocation, tie. with acetabular wall and/or femoral head hacture, with of without infemal or estemal $xation: 1.44 1822
473 RV 27286 Teestment of soentanecus hip disl luding congenial, of pathologieal), by sbduction spfint or traction: any methed 0.97 "92
T R S A I e R N B0 IR IRT e L SIS oGS s PR S T
479 New 27496 Decompression lsciotomy, thigh and/or knee: one compariment {flaxor of edensor of adductor) 27600, 530/525 1.00 528

18-1in-92
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AAOS New and Revised Codes Table 1 Reference  Reference Ratio
Service Sarvice to tmpled
AMA  Surv. Cpt Description CPT MFS Work  Ref Code Work
# # {*100}
480 New 27497 Decomprettion tusclotomy, thigh and/or knes; one compartment (Rexar or extensor or adductor); with debridement of nonviable muscte and/or nerve 27600,1 530/526 1.75 923
481 New 27498 Decompressnion tasciotomy, thigh and/for knee, multiple compartments 27600,1 530/526 200 1055
482 New 27499 Decomprestion tasciotomy, thigh and/or knee, multiple compartments: with debridement of nonvisble musele end/or nerve 27600,1 530/526 2.75 1451
551 New 27892 Decomprestion lasciotomy leg: antetior and/or fateral compartments only; with debridement of nonviable muscle and/or nerve 27600,1 530/526 1.75 923
552 New 27893 Decompression tascictomy, teg; posterior compartment(s} only; with debridement of nonviable muscle andfor nerve 27600,1 530/526 175, 923
553 14 New 27894 Dneempvunm taseiotomy) lag; anterior and/or taleral, AND posterior eomplnmcn((l) with debridement of noviable muscle and/ot nerve 27500.1 530/526 275 1451
R N R S TN TR AT, R D R A N IR R RN A N R N N L SR T |
483 RV 27500 Closed Uestment el'-mﬂ shaf facture; without menipulstion = 27502 1003 0.59 £90
484 New 27501 Clased treatment of lupr-e.’ondyhr of transcondylar famoral hacture with or without intercondylar edension: without iput 27502 1003 0.59 590
486 New 27503 Closed Uestment of dylar of tran dylar femoral fracture with or without intercondylar ext with ioulation, with of without skn or skelelal raction 27508 549 1.70 933
489 6 RV 27506  Opentreatment of femoral shaf kacture with of without extemal fixation, with inserion of intramedullary implant, with or without cerclage and/or locking screws 27506* 163 1.03 1679
490 New 27507  OpenUestment of temoral sthaft hacture wilh plate/screws, with of wilthout cerclage 27506° 163 0.83 1354
492 7 New 27509 ¢ 2 skeletal Axalion of supracondylar or transcondylar femoral hractute wih or without intercondylar sxtension 27508 549 1.30 714
494 New 27511 Open tresiment of famoral suptacondylar or tanscondylar tacture without intereondylar extension; with or without intemal or extemnali fixation \ 27508 549 240 1318
496 8 New 27513 Open trestment cl femorel wuptacondylar or transcondylar racture with intercondylar exdension with or without |n|cm-l or .ncmnl ﬁuUen
P RN N A T e S AR Y iy LS il e et l Y g R A e e el I T hva ) ek D iy
S0S New 27535 Open trestment of tiblal hacture, proximal {platesu); unicondylar with or without intemal or external Sxation
506 9 RV 27536 Open treatment of tiblal facture, proximal (piateau); bicondylar with or without intemal fxation
512 10 New 27558 Open treatmant of knee dislocation, with or without internal or extemal fixation: with sug tation/reconstruction, with or without primary hoamentous repair
-~ 517 av 27750 Closed eatment oftibial shef Facture; (with or without fibular fracture); without manipulation
. 518 11 RV 27752 Closed treatment of tibial shatt fracture: {with or without fibuler Facture): with manipulation, with or without skeletal traction
- 520 RV 27756 Percutaneocus skeletal fixation of tibial shaft fracture (with or without fibuler fracture) {eg pins or screws)
- 521 AV 27758 Open treatment of tbial sha?t facture, {with or without fbular fracture) with plate/screws, with or without cerclage
522 12 New 27759 Open beatment of tibial thaft hacture (wﬂh of without fibular bacture} by intr dullary implant, includes intericeking screws nndlov cerclage
SN R B e R T R N it G e i e P N
539 New 27824 Closed Uestment of racture of weight bearing articular portion of distal tibia, (i.e. pilen or tibisl plafond) with or without anesthesia; without manipulstion
540 New 27825  Closed beaiment of hecture of weight bearing articular portion of distal tibia (ie piian or tibial plafond), wf or w/o anesthesia: w/ skelelal traction &/OR requiting manio 27818 536 1.06 570
541 New 27826  Open treatment of fracture of weight bearing articular surtece/portion of distai libia (i ¢. pilon or iblal platond), with intemal of extenal fixation of fibula only 278223 884/1149 0.84 853
542 New 27827 Open reatment of tacture of weight bearing articular surface/portion of distal tibia (i.e. pilon or tbial platond); with intemal or external fixation ottibia only 278223 88471149 134 1365
543 13 New 27828 Ooen realment of fracture of weight besring srticular surface/portion of distal tihia (i e. piton or tibial plafond); with intemal of eternal fixation of both bbia and Sbula 278223 884/1149 157 1593
544 New 27829 Open treatment of distal tibiofbular joint (syndesmosis) dvuun!lon wih of without internad or uiemnl fixation : 278223 884/1149 0.50 512
N R O R R T NN & Gep k¢ B G AR gy N e oaiay Aat B g AR sl S e W BN ST Tl S e R e
574 New 28531 Open treatment of sesamod hacture with or without internal Sxation 28530 106 200 212
579 New 28576 Pereutansous thelets! fixation of talotarsaf Joint dislocation; with meanipulation 28575 307 1.29 39s
£2s New 28636  Percutaneous skeletal fization of metatarscohalangeal joint disfocation, with ip 28645 417 068 282
15-dun—-92
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AAOS New and Revised Codes Table 1 Reference  Reference Rato
Service Service to Implied
AMA  Surv, Cpt Description CPY MFS Work  Ref Code  Work
# # (*100)

590 New 28666 Puceutaneous tkeletal ixation of interphalangesl joint dislocation: with ipulati 28675 135
BLedfd a4y e G 8 GV RS REET ORI AN ESTNG D s L e Y X AN i fon ¥ 0Tty e St i TR e s BT i el s E Y - ot ot A 4t e A Y g

593 New 29850 Arthroscopically sided trestment of intercendyfar spine(s) and/or tuberosity fracture(s) of the knee, w/ or w/o manipulation; w/e intemal or edernal fixabon (ncludes arthrose) 27540 839

594 New 29851 Asthrosceoically sided ieatment of intercondyler spine(s) and/or tuberosity ractura(s) of the knee, with intemal or extemal fxation (includes arthroxeopy) 27540 1304 1.00 1304

595 15 New 29855  Arhrosccoically sided reatment of ibisl facture, prozimal {plateau): unicondylar with or without intemal or extemal fixation (includes arthrotcopy) 27532 718 1.29 , 924

596 New 29856  Arthrosecoically sided treatment of tibial fracture, proximat (plateau); bicondylar, with or without intemal or extemal fxation (includes arthroscooy) 27532 718 2.2 1560

"
o
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Orthopa‘Surgery Codes — Reference Services ' ‘ Tc.z ‘

Cpt Global Description

Trauma Codes

23470 080 Arttroplesty with proximal humeral implant (eg, Neer type operation)

AV 24515 090 Open treatment of humeral shaft fracture with plate/screws, with or without cerclage

RV 24545 020 Open treatment of humeral suptacondylar or tanscondyler fracture, with or without internal or externalfixation; without intercondylar extersion

24620 090 Closed Yeatment of Monleggia type of fracture dislocation at elbow (fracture proximal end of ulna with dislocation of radial head); with manipulation

24635 090 Open treatment of Monteggia type of fracture dislocation at elbow (fractue proximal end of ulna with dislocation of radial head); with or without internal or external skeletal fixation

Ry 25575 090 Open treatment of radial AND ulnar shaft fractures; with internal or external fixation of radius AND ulna

RV 25605 0890 Closed treatment of distalradial fracture (eg, Colles or Smith lype) or epiphyseal separation, with or without hacture of ulnar styloid: with manipulation

26607 090 Closed teatment of metacarpal fracture, single; with manipulation, with internal or external fixation, each bone

26665 090 Open treatment of cerpometacarpal fracture dislocation, thumb (Bennett fracture), with or without internal or external skeletal fixation

27222 090 Closed beatment of acetabulum (hip socket) fracture(s); with manipulation with or without skeletal traction

RV 27244 090 Open treatment of basiler neck, intertrochantecic, perrochanteric, or subtrochanteric femoral fracture; with plale/screw type implant, wilh or without cerclage

27253 090 Opentreatment of hip dislocation, Yaumatic, without internal fixation

27257 010 Tieatment of spontaneous hip dislocation (developmental, including congenital, or pathological), by abduction splint er raction; with manipulation requiring anesthesia

27502 090 Closed tealment of femoral chadt fracture; with manipulation, with or without skin or ekeletal taction

RV 27506 090 Open treatment of femoral shaR fracture with or without external fixation, with insertion of intramedullary implant, with or without cerclage andfor locking screws

27508 090 Closed teatment of femoraltracture, distal end, medial OR lateral condyle; without manipulation

27532 090 Closed teatment of tibial tracture, proximal (plateau); with or without manipulation, with skeletal baction

27540 090 Open treatment of intercondylar spine(s) and/or tuberosity fractures(s) of the knee, with or without internal o external fixation

27557 090 Open treatment of knes distocation, with or without internal or external fixation; with primary ligamentous repair

27600 090 Decompression fasciotomy, leg: anterior and/or lateral compartments only

27601 020 ODecompression fasciolomy, leg; posterior compartment(s) only

27816 090 Closed bealment of timalleolar ankle fracture; without manipulation

27822 080 Opentreatment of timalleclar ankle fracture, with or without internal o external fixation, medial and/or lateral malleolus; without fixation of posterior fip

27823 090 Open treatment of trimalleclar ankle fracture, with or without internal or external fixation, medial and/or laterat malleolus; with fixation of posterior lip

28530 090 Closed veatment of closed sesamoid fracture

28575 020 Closed beatment of tabtereal joint dislocation; requiring anesthesia

28645 090 Open treatment of metatersophalangeal joint disiocation, with or without internal or external fixation

Elbow Code

24102 030 Arthrotomy, elbow; for synovectomy

Prepared by: Abt Associates inc, 15-Jun-92
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June 26, 1992 (revised)

Grant V. Rodkey, M.D.

Chairman, AMA Relative Value Update Committee
Amexrican Medlcal Association

515 N. State Street

Chicago, IL 60610

Dear Dr. Rodkey:

We are pleaged to present the results of The Society
of Thoracic Surgeons/American Assoclation for Thoraclc
Suxgery/Amarican College of Cardioloygy survey of relantive
work value recommendations for 40 cardiac and thoracic
procedures. A total of 39 physiclane wag surveyed: 24 by
the Society of Thoracio Surgeons/nmerican nssoclation for
Thoracic Surgery and 15 by the American College of
Cardiology. 1hese represented a balanced proportion of
academic and clinical practice-based physlciane, evenly
distributed in the major geographic areas of the country.

Twenty-two responeges were reccived overall. Since
not all physicians performed all of the procedures
surveyed, the number of responces for each proposed code
varied, and thur,. individual response rutes were
tabulated. , '

Daokground

The STS/AATS has now surveyed its members a totul of
three times with regard to relative work values fox
cardiothoracic procedures. The first survey wag done by
Abt Associates in May 1990 with final report releasged in
Sept. 1990. The Abt study, which wae done by an
independent  body under  sorupulously  controlled
conditions, developed a complete, resource-based relative
value scale for cardiothoracic and vasculoar surgery. The
Abt study differed substantially {rom the lisaio study in
its relative wvalue determinations, finding that wany
cardiac¢ and thoracic procedures were undervalued.

In early 1992 a Delphd study of relative work values
for cardlothoracic procedures was conduoted within the
specialty, and on March 20, 1992, a reporl based on this
study was submitted to HCFA. Now, in June 1992, we arae
submitting the results of a third survey of cardio- '
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to the CPT code describing the grafting procedure. In 1993, the
descriptor for CPT 33530 will also encompass cardiac valve redo
procedures, thus making the code more of a geqeric open-heart

surgery redo cods. .
We believe that the relative value assigned to identify the

work of thie new mix of services must be based on the increased
work involved in the redo of a heart valve. Thie procedure includes
many of the same high-risgk, 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 requires
dissection of the heart muscle, and therefore, in a redo valve,
edditional scar tissue must be managed in an effort to expose the
initial valve. Thig aspect of the valve redo surgery ie unigue and
requires greater work effort than <the redo for graftsy.
Cardiovascular surgeons have long supported this generlic cardiac
redo concept. Our expectation is that the RVU aseigned to CPT 33530
will represent an average of these services.

The STS/AATS/ACC survey results yielded a work value of 1800.
The current MFS value is set at 618, only one-third of our
estimated wvalue. Our technical advisory committee adjusted the
cestimate down to a value of 1200, recognizing the overall mix of
redo services. Ve appreciate the opportunity to provide a more
accurate estimate for this service, as the addition of the redo for
valves significantly increases the overall value of this service.

Coronary artery bypass grafting procedures

STS/AATS and ACC have spent five years attempting to get codes
espablished in the CPT that accurately reflect the use of saphenous
veing and arterial grafts in coronary artery bypass operations. In
19982, working closely with the AMA CPT Editorial Panel, a revised
set of coronary artery bypass grafting (CABG) codes were adopted.

The CPT codes for reporting CABG procedures novw reflect the
true picture of how these operations are done, that is, with
saphenou§ veins only; with arterlal grafts (e.g. internal mammary,
gastroepiploic or eplgastric 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 drafting, 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.

Caydiac surgeons universally agree that a higher deyree of
time, intensity, skill, and effort is involved in doing the
combined procedures and the arterial grafting procedures than in
doing the venous grafting. Arterial grafts, which have proven
longer patency, are more fragile, more difficult to harvest, and
more difficult to suture because of their delicacy. This is
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reflected in the higher work values assigned to these two types of
procedures in the AMA/RUC survey.

‘ Comparative data for one procedure, CPT 33510 .Coronary artery
bypass, autogencus graft (e.g., saphenous 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 = 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, which does not include the internal
mammary artery 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 MFS 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
procedure, a single venous graft.

Survey instrument and reference procedures

Survey respondents used the magnitude estimation methodology
for assigning work values. Under this method, seven selected CPT
codes were used as reference points to help guide survey value
estimation. The seven codes chosen as references had assigned work
values that were agreed upon by HCFA, STS/AATS, and ACC. The
reference procedures are listed in Table 3.

, The great majority of respondents referenced the new and
revised proceduree under consideration to CPT Codes 32100, 35301
and 35081, including combinations and multipliers. ’

Patient descriptions

CABG Codes (Traoking Nos. 144-159)

. Pa?ients undergoing coronary artery bypass rafti
1nc§ea51ng1y elderly men aqd women with ungéab{g or pgs€§§égg§tigs
:;gagaé (Patients with mild to moderate angina are currently
previsuSWth coronary qngloplgsty.) These are often complicated by
e Yaou ;gyocqrdial infarction, diabetes, hypertension, renal
ctpay O,e _fon%c ob;tructlve pulmonary disease,'previous CABG or
cher pen-heart surgery, and peripheral vascular disease. Thege
people range from 111 to very 111, and the procedures are
freguently done on an emergency basis.
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Reoparation for CABG and heart valves (Traocking No. 0024)

Patients undergoing redo operations for dJoronary artery
disease are described above, but note that they are usually older
and more 11l than individuals undergoing initlal bypass grafting.
Patiente undergoing redo valve operations range in age from young
to elderly and suffer from mitral, aortiec, or tricuspid discase
caused by infection, ventricular dysfunction, aneuryem, aging and
inflammation. They are often older and usually much more 11l than
individuals getting an initial valve replacement. They often have
complications such as coronary artery disease or other cardiac
pathology, bleeding, hypertension, aneurysmal disease,
coagulopathies, and active infeotion.

Repair of coronary arteriovenous f£istula (Tracking Nos. 0004-0005)

Patients with coronary arteriovenous fietula range in nge from
the very younyg with a congenital heart defect such as a left—right
shunt to middle-aged to elderly patientes with progressive cardiac
fallure. They may be asymptomatic or guite il1l. Symptoms include
heart murmur, fatigue, acute onset of congestive heart faillure,
'The condition itself is ultimately life-threatening and must be
corrected as soon as it is discovered.

Omental flap (Tracking No. 0006G)

Patlents needing this procedure are seriously i1l middle-aged
to elderly and often will have had chest wall tumore or invasion of
the chest wall with lung cancer. The majority have had infections
of the <chest wall, vresulting in sternal dehiscence, or -
mediastinitis following surgery or trauma. The procedure reguires
a separate celiotomy and closure and tukedown and manipulation of
the flap to accomplish the repair.

hAortio nuspension (amortopexy) (Tracking No. 160)

f
N This would be used in u patient needing decompression of
trachea, such as occurs in children with tracheomalacia.

Frequenoy of proocedures

The coronary bypass grafting operations  and cardlac redo
procedures are high volume operations. Approximately 400,000
coronary artery bypass graft procedures are performed in the United
States each year. Of these, about 30% arm rado proccdurer.

, . bBome of the procedures requiring new-.codes are done
infreguently, 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.
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Some of the procedures reguiring new codes are done
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.

statisticel analysis

The data were analyzed with means, mnmedians, 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 incrémental 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 wvalues is three additional RVUs for each additional
arterial graft. For combination grafting, the addition of each
venous draft to the basic arterial graft code represents an
increase of two RVUs per venous graft.

Sincerely, ]
Sidney Le{Itsky, M.D. |

Chai;man, STS/AATS CommiTtee oh Nomenclature & Coding
Surgical Representative, ACC Coding and Nomenclature Committee



Table 2. ¢

URBQUS GRAETING ONLY FOR CQRONARY ARTLRX. BYPARS

Zhe following codes ere ussd to report coronaty sriury hYpDARRS
procodures ueing veneuwr grafis opoly, These cpdes_should NQT he. ured_to
repatl the poxfpormanne nf_coronary artavy hypasf . proncdures URing

axkerisl arafts and vannur erafte dorine tha same nrearediira Raa
B et o T VORGP ST E VIR I RTTE W S VTS 9.t SYIVE WP Ve S S VITT VR GV R - S SO0 -V W PN - X Sed

LSO X RN W
sraftn,

335" Coronary artery bypass, velu only} eingle coronary yenoug gralt

335%% two coronary yengua grgftu

335%% three coronary yenous grafts

335K% four coronary Yeuous grefts

33504 five coréhery venous grafte

334%X gix br more coroﬁary yvenoug grafts

(For sepsrate procursment of graft, odd modifier ~-62, services rendered
by two eurgeons, or .use Q9962)

COMRINED ARTCRIAL~VIENOUS ORAITING FOR CORONARY BYPARK

The following codag sre used to report coronoxy srkary.bynass
praceducea wsing yenous_grafte snd artardsl prafts during. the. same

Lo report coohined artexisl-venous grofba 3% s necersary to reporb tug
codoat 1) the annropriate combined eriardalsyensustrafi nodn
(335XK=335YW )3 and._2)_the_appropriate_prterial sraft_gode

L33MX -3352%) ‘

o 335X\ Corouary artery bLypess, using venous grafte(s) and arterial
graft(s); single vein graft (list separately in addition to
code for arterial graft)

o 3350 two venous grafts (list separately in addition to code for
srterial graft)

e stegfy e,




o 335X thres venouc grofts (List separately in nddition to-code
for mrterial graft)

o 335&% four. venous grafty (list meparately in addition to code for
arterial graft)

o 335XX fiva venous grafts (List separately in addition to code for
arterial ‘graft)

o 335XA . oix or more venous grofts (list separately in addition to

code for artarinl graft)

- The £ol 1nn:inuma_muw.e.d _to _report opronaty sriary bypaes

proceduren using arfoarial) grafts only snd combinad arterial-vhnous
grafts,  The codes dinclude the ume of the dnternal mampary Arfe<Y.
gagtroepiplode artery. epipastric artery, yadinl nrvery, and arterial’
condulte _procured from pther sites,

In repart combined Axterial-venous grafts At & nocessary Lo geporh twa

codmsl 1) the appropriste axterxdal praft code (335XK=33AX): and. 22
the approprinte combined arterial-venpus graft code (335¥X-335XX).

o 335k Coronary artsry bypats, using arterial graft(s); single
arteria) graft '

o 335Ah - two coronary arterisl grafte .
o 335 ' three coronary arterlsl grafts
o 335%% four or more coronary arterial grafts
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Table 3,

THORACIC SURGERY
Botiely of Thottele Surgeons ..

Refearence Sorviesd

(8¢ or ot owpadese vt Lo¢ Dis evaluxgon
and mpnyxgrmen of as Hubllbsd patka, which
pequisis &f Lakat rico of them three Loy
CoOPondsle: 8 rhansive flmorys o
wMuZﬁWM&A%
zaklag of bigh corplexlty, Coumaling and/or
tootdindiiba of aart with odus providers ve
apaiind e provided condlaen with the sty of
4 problazm(s) ad the pruem’y 1ador fumliy's
aaadsy Usally, the prosanag predlam{s) s of
siodersia 14 high svedsy, Py elass yploally
end 40 minit fier1o-feas wRb e pallagy
td/or [amlly

99223

{allal hasplual anr, pat Gry, fx ths svalmation
a4 wapagemant 6 & patast whick sequltan thess
thres Ky shutponcaut: 3 ¢sapredanslve Mnary; »
somprehatiive examinalin: axd medlidl declslan
roabang of Blgh complashly, Coundellsy and/in
coordimatlen of ¢ars with 6ot peovlien o
agam0lis sre grovided (omi wAth the axtury f
the probletap) od e pavent's and/or hmlly's
sepday Ynually, the prodlem{s) requideg
wdentielon ani of high sverky, Popalelan
lypléslly et 10 mlaus & 4 dedside 108 cm
thr patlets’s boslad fioor or vl

/0

15440
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637
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32100
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2227
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Table 4.

Bociety of Thoracic Burgeons/Ameriocan Association
for Thoracic Burgery/American College of Cardiology

Bummary of Burvey Results - Mean RVU=s

Section A:

STS/AATS/ACC combined analysis
SAMPLE SIZE: 3% :

TRACKING NUMBER:
CPT CODE:
CPT DESCRIPTOR!

0024

33530

Reoperation, coronary artery bypass or valve

~ procedure, more than one month after original

operation (listed separately in addition to
code for primary procedure) (Use 33530 only

for codes 33400-33478; 33510-33516 (Basic

procedures include endarterectomy or
angioplasty).

CPT DESCRIPTOR:

RESPONSES : 19

MEAN RVU; 1866

Comnmittee

Adjustmaent: 1200
TRACKING NUMBER:! 150a
CPT CODE: 335XX

" Coronary artery bypass, using venous graft(s)
and arterial graft(e); single vein graft
(1ist separately in addition to code for
arterial graft: AND Coronary grtery bypass,
using arterial graft(s) and single
arterial graft.

RESPONSES: 13
MEAN RVU! 3098
Committee

Adjustment: 3100
TRACKING NUMBER: 150b
CPT CODE: 335X%XX

anm NTFCRTNTAR

RESPONSES:

MEAN RVU;

FOYANATY n;;E;XanPass‘ using venous graft(s?
8

(list separa 1ln additlion TO cuue Lus
arterial graft: AND Coronary artery bypass,
using arterial graft(s); two coronary
arterial grafts.

13

3439
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Committee

Adjustment: 3500
TRACKING NUMBER: 150¢
CPT CODE: 335XX

CPT DESCRIPTOR:

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
artarial grafts.

RESPONSES: 13

MEAN RVU: 3704 |
Committee

Adjustment: 3800

TRACKING NUMBER: 150d

CPT CODE: 335XX

CPT DESCRIPTOR:

Coronary artery bypass, using venous graft(s)
and arterial graft(s); single veiln graft
(l1ist separately in addition to code for
arterjial graft: AND Coronary artery bypass,
using arterial graft(s); four or Tmore
coronary arterial grafts.

RESPONSES: 13
NEAN RVU: 3967
Committesn

Adjustment: 4000
TRACKING NUMBER: 151a
CPT CODE: 338¥X

CPT DESCRIPTOR:

REZPONSES:

Coronary artery bypass, using venous graft(s)
and arterial graft(s); two venous grafts
(1igt 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 RVU: 3305 5 »
Committea

Adjustment: 3300

TRACKING NUMBER: 151b

CPT CODE: 335XX )

CPT DESCRIPTOR: Coronary artery bypass, using venous graft(s)

and arterial graft(s); two venous graftis
(list separately in addition to code for
arterial graft: AND Coronary artery bypass,
using arterial graft(s); two arterial grafts.

RESPONSES: 13

MEAN RVU: 3545

Committee

Adjustmant: 3600

TRACKING NUMBER:! 15ic

CPT CODE: 335XX .

CPT DESCRIPTOR: Coronary artery bypass, using venous graft(s)
and  arterial graft(s); two' venous grafts

(1ist separately in addition to code for
arterial graft: AND Coronary artery bypass,

using arterial graft(s); three arterial
grafts. ‘

RESPONSES: 12

XERN RVU: 3854

Committes

Adjustment: 3900

TRACKING NUMBER: 151ad

CPT CODE: . 335XX :

CPT DESCRIPTOR: Coronary artery 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); four or more
arterial grafts.
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RESPONSES: 12
MEAN RVU: 4089
Committeea

Adjustmaent: 4100
TRACKING NUMBER: 152a
CPT CODE: 335XX

CPT DESCRIPTOR!

Coronary artery bypass, using venous graft(s)
and arterial graft(s); three venous grafts
(list separately in addition to code for
arterial grafty AND Coronary artery bypass,

using arterial graft(s); single arterial
graft,

RESPONSES: 13

MEAN RVU! 3428

Committee

Adjustment: 3500

TRACKING NUMBER: 152b

CPT CODE: 335XX

CPT DESCRIPTOR:

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.

RESPONSES: 13

XEAN RVU:s 3559

Committee -

Adjustment: ag00

TRACKING NUMBER: 152c¢ .

CPT CODE: 335X ‘

CPT DESCRIPTOR: 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,
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using arterilal graft(s); three arterial
grafts.

RESPONSES: 12

MEAN RVU: 4036 ' '

Committea

Adjustment: 4100

TRACKING NUMBER: 1524

CPT CODE: 335XX

CPT DESCRIPTOR:

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); four or more
coronary grafts. ,

RESPONSES: 12

MEAN RVU: 4312

Committee

Adjustment: 4400

TRACKING NUMBER: . 153a

CPT CODE: 335XX

CPT DESCRIPTOR:

Coronary artery bypass, using venous graft(s)
and arterial graft(s); four venous grafte
(1ist separately in addition to code for
arterial graft) AND Coronary artery bypass,

using arterial graft(s); single arterial
graft. ‘

RESPONSES: 13

MEAN RVU: 3593

Committea

Adjustment: 3700

TRACKING NUMBER: 153b

CPT CODE: 338XX

CPT DESCRIPTOR:

Coronary artery bypass, using venous graft(s)
and arterial graft(s); four venous grafts
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(list separately in addition to code for
arterial graft) AND Coronary artery bypass,
using arterial graft(s); two arterial grafts.

RESPONSES: 12
MEAN RVU: 3879
Committes

Addustment: 4000
TRACKING NUMBER: 153c
CPT CODE: 335XX

CPT DESCRIPTOR:

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.

RESPONSES: 12

MEAN RVU: 4188

Committee .

Adjustment: 4300 -

TRACKING NUMBER: 1534

CPT CODE: 335XX

CPT DESCRIPTOR:

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 nmore
arterial grafts.

RESPONSES: 12
MEAN RVU: 4439
Committee

Adjustment: 4500
TRACIKING NUMBER: 154a
CPT CODE: J35AX

CPT DESCRIPTOR:

Coronary artery bypass, using venous graft(s)
and arterial graft(s); five wvenous grafts
(1ist separately in addition to code for
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arterial graft) AND Coronary artery bypass,

using arterial graft(e); single arterial
graft.

RESPONSES: 13

KEAN RVU: 3754

Committee

Adjustmentt 3900

TRACKING NUMBER: 154b

CPT CODE: 335XX

CPT DESCRIPTOR:

Coronary artery bypass, us#ng venous graft(s)
and arterial graft(s); five venous grafts
(list separately in addition to code for

arterial graft) AND Coronary artery bypass,
arterial

CPT DESCRIPTOR:

using arterial graft(s); two
grafts.

RESPONSES: 12

MEAN RVU: 4049

Committee .

Adjustment: 4200

. TRACKING NUMBER: 154c¢
CPT CODE: 335X%X

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); three arterial
_ grafts.
RESPONSES : 12
MEAN RVU: 4320
Committee
Adjustment: 4500
TRACKING NUMBER: 1544

CPT CODE:

335XX



CPT DESCRIPTOR:
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Coronary artery bypass, using venous graft(s)
and arterial graft(s); five venous grafte

(list separately in addition to code for .
arterial graft) AND Coronary artery bypass,

using arterial graft(s); four or more
arterial grafte. !

RESPONSES: 12

MEAN RVU: 4571

Committee

Adjustment: 4700

TRACKING NUMBER: 155a

CPT CODE;: 335XX .

CPT DESCRIPTOR: Coreonary 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 a;tery
bypass, using arterial graft(s); =single
arterial graft.

RESPONSES : 13-
MEAN RVU: 3669
Committee

Adjustment: 4100
TRACKING NUMBER: 155b
CPT CODE: 33IBXX

CPT DESCRIPTOR!:

RESPONSES:
MEAN RVU:

Committec
adjustmoent:

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
bypasas, using arterial graft(s); two
arterial grafts.

12

4279

4400



TRACKING NUMBER:
CPT CODE:
CPT DESCRIPTOR:

21

155¢c

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. »

RESPONSES: 12

MEAN RVU! 4526

committee

Adjustment: 4700

TRACKING NUMBER: 1554

CPT CODE: 335XX

CPT DESCRIPTOR:

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.

RESPONSES: 12

MEAN RVU: 4736

Committes

Adjustment: 4900 -

TRACKING NUMBER: 156

CPT CODE: 335XX

CPT DESCRIPTOR: Coronary artery bypass, using arterial

graft(s); single arterial graft

RESPONSES: 21
MEAN RVU: 3262
Committee

Adjustment: 3100
TRACKING NUMBER: 157

CPT CODE:

335XX



CPT DESCRIPTOR:
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two coronary arterial grafts

RESPONSES: 21

MEAN RVU: 3507

Committee

Adjustment: 3400

TRACKING NUMBER: 158

CPT CODE: 335XX

CPT DESCRIPTOR:! three coronary arterial grafts
RESPONSES: 21 :
MEMAN RVU: 3928

Committees

Adjustment: 3700

TRACKING NUMBER: 159

CPT CODE: 3356XX

CPT DESCRIPTOR: four or more coronary arterial grafis
RESPONSES: 21

MEAN RVU: 4268

Committee

Adjustment: 4000

TRACKING NUMBER:! 160

CPT CODE: 335XX

CPT DESCRIPTOR:

RESPONSES:
MEAN RVU:

Committes
Adjustment:

Aortic suspension for tracheal decompression
e.g., for tracheomalaclia (separate procedure)

18

1766

1600
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SOCIETY OF CARDIOVASCULAR & INTERVENTIONAL RADIOLOGY

Mark J. Segal, Ph. D., Director

Department of Health Care Financing and Organization
American Medical Association

515 North State Street

Chicago, lllinois 60610

Dear Dr. Segal,

We would again like to thank you for soliciting the input of the Society of Cardiovascular
and Interventional Radiology (SCVIR) in the valuation of several new CPT codes. Because our
physicians 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
continding to contribute to the ongoing process of improving the Fee Schedule.

This letter summarizes the results of the RUC 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 vaiued
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. Wse 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.



Methods Used to Estimate Work RVUs

The methods used to determine the values reported above were obtained from your letler
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 commitlee,

but were expert in the procedures being surveyed. The survey was compleled by fourteen
physicians expert in the field of interventional radiology. ’

The survey results were compiled by Lewin-ICF, and summarized for the use ol the
commitiee. In addition to the median and mean work RVUs, the commillee's malerials included
the number of times the physician perlormed the procedure in the last 12 monlhs, 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
lo determine the appropriale values for the two codes in question. Alter the discussion of each
code, the final 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 betler measure of "fitness to rate" than experience in carrying out
one given yﬁrocedure. For this reason, aggregated frequencies are reporied for the following
groups of procedures: open and percutaneous balloon angioplasty codes (0023a - 0023z), open
and percutaneous atherectomy codes (00230 - 0023z), angioplasty suparvision and inlerpretation
codes (0023aa - 0023ee), atherectomy supervision and interpretation codes (0023(f - 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 lo be used for historical
crosswalks are summarized in Appendix B. Finally, a one page description of the survey resulls
and consensus process for each code is included as Appendix C. We are currently completing
this appendix, and it will follow under separate cover.



I Relative Valuation of New Services or Those With a Signlficant Change In
Nomenclature

The following 11 groups of services were valued by the survey Instrument as conslructed
by the AMA and were then subjecled o a small group consensus conlerence. Whotie lhere was
a signilican! disagreement among survey respondenis or where the values were discrepant from
procedures considered analogous, the group discussed those procedures and values. In some
cases this resulled in a change in valuation. In no cases did these changes result in an increase
or decrease of values beyond the range of values obtained by survey.

A. Tracking Numbers 00230-z: Peripheral Atherectomy.

The panel had some dillicully recommending values for these procedures because lthe
approved CPT codes do nol adequalely describe the procedures in question. The codes
requesled by the SCVIR were for athereclomy first vessel and athereclomy each addilional
vessel. We made no dislinclion belween open or percutaneous, and did not atlemp! lo mainlain
analomic symmelry with the angioplasty codes In the SCVIR request, primarlly because
alhereclomy in some of the analomic sites currently trealed by angioplasly Is eilher unheard ol
or extremely infrequent at best. We therefore had difficully in assxgnmg values lo many ol the
codes granted by the Edilorial Panel. '

|

Athereclomy is performed in two general clinical scenarios; as a primary or "stand-alone”
procedure and as a secondary service in the face of a complicalion from angioplasly. The work
by way of lime, risk, skill, effort, judgment, and stress is dillerent in these two sliualions. In the
group of physicians surveyed, it was noted that some Individuals performed alhereclomy as a
primary procedure 95% of the time, while In other praclices athereclomy was performed as a
secondary procedure in 80%-95% of cases. There was also some conlfusion with regard to the
conventions for use of these codes with regard to the inclusion of access, selection, concomitant
diagnoslic services, and preceding or following therapeutic services. For eass of survey and lor
the mainlenance of consistency in the newly instituled component coding system for
inlervenlional services, it was decided to value these services as analogs lo angloplasly and lo
use the very same convenlions for use as are currently approved for the angioplasly services.



The preprocedural and posiprocedural work is as described above for angloplasty. In
addilion, as angioplasty Is the "gold slandard" for percutaneous intervention, considerable
thought Is mandatory in choosing those cases where primary athereclomy might offer
advantages over angioplasly or where atherectomy might be of value as an adjunct lo
angioplasly. Therefore, preprocedural planning time might be Increased over angloplasly
services. The intraprocedural work is similar lo the description for angioplasly as well. Some
'alhereclo'my devices are used to primarily recanalize an occluded vessel. In this scenario, the
procedure is akin to the passage ol a wire guide through an obstruclion. In other cases, lthe
athereclomy is used to primarily treal a luminal narrowing. The risk ol disseclion is somewhat
less than wilh angioplasty. The size ol the entry sheath is larger and therefore the risk of
hematoma, pseudoaneurysm formation, and vessel occluslon Is somewhat grealer and the time
required to achleve hemoslasis may be increased as well. As there Is a lesser chance of
disseclion, subsequent passages of lhe atherectomy device Is technically easier than mulliple
passes of a wireguide and angioplasly balloon catheter. The time for the athereclomy procedure
is usually longer than a comparable angioplasly procedure.

In the case of atherectomy used as an adjunct {o angioplasly, the procedurs is shorter
than a primary athereclomy, but the.passage of the device through Inlimal flaps and dissections
is more treacherous. The procedure has some redundancy with the antecedent angioplasty and
will obviously be subjecled lo the mulliple surgery decrease in payment policy. Despile this, the
valualion for atherectomy in this setling should be decreased as compared with primary
atherectomy. ‘

Open alherectomy as open angioplasly is Qenerally performed duiing vascular access lor
another operalive procedure, In many institutions, the interventionalist allends in the operaling
room wilh a surgeon. In these cases, the surgeon is perlorming the open operalive procedure
(a gralt of some type, in most cases) and the interventionalist then performs the alherectomy
through the incision used for the primary surgical procedure. In other institutions, the operaling
surgeon performs both services. In the case of some large bore alherectomy devjces, the open
approach is used lo place the device wilhout any olher operalive procedure planned in
conjunclion. This is by far the more rare occasion. This should occur slighlly more frequently
wilh athereclomy than with angioplasty because of device size. Rouline open vascular access
for mos! angioplasty or atherectomy devices Is not necessary.

Because of these considerations, the surveyed physicians valued open and percutaneous
athereclomy exactly equally with regard to work RVUs Jus! as open and perculaneous



angioplasly are valued exactly the same with regard to work RVUs. The survey resulls 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 because of the theoretical
nature of several of the atherectomy procedures as noted above. These issues were resolved
by the consensus conference as foliows.

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 abuslve 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
it 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 110%
of the analogous angioplasty services. '

Second, the panel decided that they would value the theoretical (but as yet unreporied)
services and the very rarely performed services by applying the same 110% value by comparison
to angioplasty even though in these cases actual experience car not be used for obvious
reasons. Recommended values for 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




Mean
i Frequency
Tracking Procedure . ~ Final Key" of Annual
Number Code Descriptor Value References | Performance
0023r 354XX femoral-popliteal B854 35474 23
35456
0023s 354XX brachiocephalic 1101 35475 23
35458
0023t 354XX | tibioperoneal trunk 1001 35470 23
and branches ‘ . 35459

The procedures used as {he basis for valuation are the angioplasly codes 35450-35476,
and 92982- 92984. The value of these cross-relerence procedures should be unalfected by the
valualion of atherectomy services as the cross-reference procedures were originally valued by
magnitude estimation without inclusion of atherectomy services, because the total volume of
atherectomy services is very small as compared with the volume of angioplasty services, and
because the difference between the value of the two classes of services (angloplasty and
atherectomy) is oo small to materially affect the Medicare system.

B. 0023ff-jj: Peripheral Atherectomy Supervision and Intefpretaﬂon.

These codes were valued by comparison to the analogous angioplasty supervision and
interpretalion codes. It is unclear as o why renal atherectomy supervision and interpretation
services are separaled from visceral atherectomy supervision and inlerp'relation services, while
they are combined in the analogous angioplasty radiological services. This is especially curious
since only a handful of renal athereclomy cases have been perlormed and reported and no
visceral cases have even been reported. ,

|

The services are exaclly as described in the section dealing with supervision and
interpretation work 1or'angioplasty. The surveyed physicians were in complete agreement that
the work RVUs should be equal lo 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 as the work inherent in the existing angioplasty supervision and Interpretation
services. This lelt the surveyed physicians and the expert panel lnvoI{led with the consensus
conference lillle choice but to value the new codes as stated. Recommended values lor these
codes are shown in the lable below.

¥



Transluminal

alherectomy,
peripheral artery,
radiological
supervision and
interpretation

0023gg

759XX

Transluminal
atherectomy, each
additional
peripheral artery,
radiological
supervision and
interpretation

37

75968

25

. 0023hh

758XX

Transluminal
atherectomy, ranal,
radiological
suporvision and
Interpretation

138

75966

25

0023l

758XX

Transluminal
athersclomy,
visceral,
radiologlcal
supervision and
inlerpretalion

138

75966

25

0023j

758XX

Transluminal
alherectomy, each
additional visceral
artery, radiological
supervision and
interpretation

37

75968

25

' Ths reference procedures, as stated immediately above were lhe angioplasty supcrvision

and Interprelalion codes 75962-75968, and 75978,

The values for theso cross-relerence

procedures would hot be changed as the values for the revised codes are the same as lhose
already assigned 1o the relarence codes.



G. Tracking Number 171. Cholanglography Through an Existing -
Catheter (with comments on Needle Cholanglography 47500)

In the current CPT system, there is only one procedural codé to describe two very
diflerent services. Those are the injection procedures for a cholanglogram by direct punclure
of the biliary system by a needle and by opacification of the biliary sysle'(n through a previously
placed indwelling calheter. In the urinary system there are two separale codes lor these two
types of services. The work involved In providing these types ol services is very slmilar in the
biliary and urinary systems. If there is any Inaccuracy in this analogy, it is thal pyelography by
fresh placement of a needle is somewhal easier than Is cholangiography because ol the size of
the target structure. Otherwise there is no substantial diflerence. '

The service includes a review of the patient's medical records andfprevious laboralory and
radiological tests, with careful allention to previous cholangiogram, tests of liver function, and a -
thorough understanding of the information desired of the injection procedure. In the past,
cholanglography was nearly always performed in the posloperalive patient lo assess for lhe
question of retained biliary slones. This is now the least common indicalion for this service. The
typical palient who is cared for by the delivery of this service has:an acule, subacule, or chronic
segmental or total, high-grade or complete obslruction of the common or segmental bile ducts.
This may be caused by malignancy, scarring from infection, chemotherapy, radiation, or
lnllammallon or has surgical complicalions relaled lo fibrosis, clips, orianastomolic narrowing.
Some patients do indeed have relained ducl stones as well. The purpose of studying these
palients is not so much lo document the presence of the slones bul lo plan therapy by way ol
a perculaneous approach, endascopy, or reoperalion. The indwelling catheler or tube s
sterilized. Most palients are also prelreated with antibiotics. Contrast is adminlslered eilher by
direct injection or inlusion.technique. Care must be taken lo avoid increasing the intrabiliary
pressure. The patient must be posiiioned to allow adequate opacilicalion of the enlire

_intrahepalic and exlrahepalic biliary system. Delayed visualization ol the billary syslem Is
" important lo evaluale the funclional palency of the common bile duct as well as the segmental
ducls. After the procedure, the palient's calheler is resecured and the dressing Is reapplied. The
skin around the chronic cathelers requires meliculous care so as lo avoid lract Infeclions and
ulceralion of the surrounding tissue. Possible complications of the procedure Include sepsis,
conlrast reaclion, pain, tube malposition or fracture, and inadequale opacilicalion of the system.
Tolal procedure time including pre-, posl-, and Intraprocedural components Is about 30-45
minules. An operalive reporl is included In 1he service as well as communication wilh the
referring physician(s) and/or family. \



The commiltee believes that the addition of code 475xx should affecl the value of the
historical code used lo value these procedures, CPT 47500. As discussed above, the expert
panel believes that the value of 475xx should be equal to the value ol Ils clear analog, CPT
50394. When splitling out this procedure, only the more complex procedure (which Includes
needle placement) will remain, and 47500 wlil only be used to code lhisﬁ'procedure. The panel
therefore believes that 47500 should be equal to ils clear analogue, 50380. This procedure
carries an RVU of 342. We recognize {hal this higher value does nol represent a logical welghled
average of the two sub-components of the historical code 47500. However; we are unable lo
recommend a new value based on this methodology, since the historical RVU was not
appropriately derived. The SCVIR has addressed this problem with HCFFA, and will conlinue to
do so in the future. In the mean lime, il the committee decides to change the value ol 47500,
the work involved in this CPT code should equal that of 50390.

The reference procedures for this valuation as staled above were 50390, 50394, and
47500. The firs! two codes should not have any adjustment to thelr work RVUs as lhey were
merely used as analogs and have nothing to do with the reporting of the service valued. The

third code is discussed above. The recommended value for code 475XX is shown in the lable
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 exisling 75848

catheter (e.g., 47500

perculaneous 74305

(ranshepalic or T-

lube) :
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June 23, 1992

‘ Mauark J. Segal, Ph.D., Dircctor
Department of IHealth Care
Financing and Organization
Amcrican Medical Association
515 North State Street
Chicago, IL 60610

Decar Dr. Segal:

On behalf of the 26,000 physician members of the American College of Radiology (ACR),
I am pleased to present our socicty '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.

By procedure code, the ACR recommends the following physician work RV Us:

TRACKING | Cr1T CODE DESCRIPITION RECOMMIENDED
CODE 1 : i WORK RVU
023U 354XX Transluminal peripheral atherectomy, percutancous, 1159 o

renal or other visceral arlery

0023V 354XX Transluminal peripheral atherectomy, percutancous, B00 o
aoilic
. 0023w 354X X Transhuninal peripheral alicreclomy, percutancous, GGH o
ilinc
023X 354X X Transluminal periphcral atherectomy, percutancous, 854 o«

femoral-poplitcal

W23Y 354XX Transluminal peripheral athereetomy, percutancous, 1100 «
brachiocephalic

X)23Z 354XX Transluminal periphicral atherectonty, percutancous, 1001 o
tibioperoneal trunk and branches

[ ————

161 360X X Injection procedure for contrast venography 180 o
‘ (includes introcduction of needle or inumcatheter)

163 372XX Transcatheter placement of an intravascular steni(s), 1253 «
(non-coronary vessel), percutancous; initial vesscl

171 475XX Injeclion procedure for cholangiogrphy through an 217
cxisting catheler (c.g. perculancous transhepatic or
T-lube) '

172 494XX Injectlion proccdure (i.c., contrast media) {or 202.5 «

cvaluation of previously placed peritoncal-venous
shunt (For radiological supervision and
inlerpretation, sce 75809)

‘ 229 759XX Transcatheter introduction of intravascular sieni(s), 124 o
(non-coronary vessel), percutancous and/or open,
radiological supervision and intcrpretation, cach
vessel




TRACKING | CPT CODE DESCRITTION RECOMMENDED
.CODE # # : WORK RVU

0023MM 929XX Percutancous transluminal coronary atherectomy, - 1475 «

any method, with or without batloon angioplasty;:

single vesscl !

0023NN 929X X Percutancous transtuminal coronary atherectomy, 561 o
any method, with or without balloon angioplasty:,
cach additional vessel -

3 The physician work RVUs, so indicated, represent a joint proposal involving the
Society of Cardiovascular and Interventional Radiology (SCVIR) and the ACR. The
physician work RVUs by procedure as outlined in SCVIR's June 17, 1992 letter
have been reconciled, via a teleconference, with the corresponding estimates
developed by the ACR. ;

'

Methodology | |

In order to develop relative values for these services a survey was distributed to the
members of the General and Pediatric Radiology Economics Commitiee, the Interventional
Radiology Economics Committee, the Ultrasound Economics Committee, and the
Committee on Coding and Nomenclature. (The sample size formed from these four
commiittees totaled thirty physicians.) The recipients of the survey werciasked to provide
estimates of physician work inherent in each new procedure by directly comparing the new
service to a series of reference codes. The perceived relationship of physician work in the
new services and the reference procedures were measured by magnitude estimation.
Furthermore, thosc radiologists surveyed were asked to rate the clinical appropriateness of
each reference code, describe any assumptions contained in their estimates, and indicate
their experience with the new procedures by listing the number of timnes they performed
cach new procedure (either within a year or within their carecr). |

Ten radiologists (33.3%) responded in time to have their estimates of physician work
tabulated (two radiologists responded after the results were generated). “Although, at face
value, our response rate may scem 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 terms of place of practice, the respondents were equally distributed amongst
academic and non-academic settings. Because many of the services being evaluated are of
a very complex nature and not likely performed except in larger tertiary care hospitals (such
as aclzl]dcmlc cenlers), 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 cconomics commillees),
which has final authority over recommending relative values. The work estimates, by
reference code, were summarized into quartiles (e.g. 25th percentile, 50th pereentile, 75th
pereentile). and means. Furthermore, statistics weighted by the number of times the
respondent had performed 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 refcrence code figures (i.c. the median and means of the
reference code quartiles and means were determined). From the estimates provided,
Commission members were asked to assign the singie work RVU estimate that best
described the procedure. This interim step was taken in order to provide an additional level
of scrutiny before a final reccommendation was prepared. The average of the “best”
estimates became our final values. For those services where multiple socictics (both within
and outside of Radiology) were surveyed, we sought their advice and support towards

! m’f
A -



Atherectomy (Tracking Numbers:  0023u-0023jj)

Procedurce Description

Atherectomy is performed in two general clinical scenarios; as a primary or "‘stand-alo'nwc"
procedure and as a sccondary service in the face of a complication from angioplasty. I'he
work by way of time, risk , skill, cffort, judgment, and stress is different in these two
situations.

All atherectomy services include review of the clinical factors that might encourage or
preclude the performance of the procedure such as patient symploms, noninvasive and/or
invasive evaluation, concurrent discases, activity level, patient expectations, ete. Infornmed
consent is obtained following an explanation of the procedure, its possible risks and
benefits. The preprocedural and postprocedural work is similar to that of angioplasty. In
addition as angioplasty is the “gold standard” for percutancous intervention, considerable
thought is mandatory in choosing thosc cascs where primary atherectomy might offer
advantages over angioplasty or where atherectomy might be of value as an adjunct to
angioplasty. Thercfore, preprocedural 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 analgesia are also given.
All of these activities are dirccted by the operator. Access into and sclection of the
appropriate vessel is separatcly 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 (stenoscs) or
occlusion(s) are ncgotiated. During this place of the service, vesscl dissection Is a very real
and significant possibility. Should this occur, its management is considered part of the
atherectomy service and may cntail considerable time and skill (additional 1-3 hours). The
device is sized following meticulous measurements of the vesscl to be treated. The device
is then used to obliterate or remove discased tissue from the artery or vesscl. Mulliple
passcs of the device or devices as necessitated by the initial appearance or hemodynamic
evaluation at the lesion may be necessary. These additional athercctomies are not separately
coded and are included in the scrvice. Complction angiography is also included in the
service and demands not only an cvaluation of the site treated but of the distal run off.

Somec athercctomy devices are used to primarily recanalize an occluded vessel. In this
scenario, the procedure is akin to the passage of a wire guide through an obstruction . In
other cascs, the atherectomy is uscd to primarily treat a luminal narrowing. The risk of
dissection is somewhat less than with angioplasty. In the case of athercctomy used as an
adjunct to angioplasty, the procedure is shorter than a primary atherectomy, but the passage
of the device through intimal flaps and disscctions is more treacherous. The procedure has
some redundancy with the antecedent angioplasty and will obviously be subjected to the
mulliple surgery decrease in payment policy. If atherectormy is performed at the same
setting as angioplasty, both are reported separately. Despite this, the valuation for
atherectomy in this sctting should be decreased as compared with primary atherectomy.

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
achicve hemostasis. There is also a greater risk of hematoma, pseudoancurysm formation,
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.



Thesc patients in gencral have multisystem discase with diffuse atherosclerosis and
sccondary cardiac, renal, and cerebral disorders. The patients are 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 performed. Further follow-up on one’s own patient
or a consultation paticnt are separately coded because of the global period-of this service.
The considerable radiation exposure must also be taken into account when assessing the
stress of the services. '

The differences among the athercctomy procedures are sccondary to the differences in skill
level, time, and potential for significant complications when the procedure is performed in
various vascular beds. IHence, renal/visceral, brachiocephalic, and tibial-peroncal
angioplasty is valued at a greater level than aortic, iliac, and venous procedures. Femoral-
popliteal services arc intermediate among these services.

These 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 sclection for perculancous services and
the fact that open procediires are gencrally perforined at the time of another service such as
graft placement or endarterectomy, which are separately coded as well.

Findings

Percutaneous transluminal angioplasties (35470-35475 for the procedural component and
75962-75966 for the radiological supervision and interpretation) were proven by our
survey to be the most clinically equivalent scrvices to atherectomy. For all atherectomy
codes taken as a group, the median of the reference code median values were in the range

of 1337 (basc=100) to 1592 (base=100) for the surgical athercctomy procedure and 86

(base=100) to 158 (base=100) for the radiological supervision and interpretation
procedure. " '



Intravascular Stents (Tracking Numbers: 163 - 166, 229)

Procedure Description

Intravascular stents may be of utility in two general classes of situations. First, the stent
may be used as a primary graft in an occluded or severcly slenotic vesscl. Second, the
stent is uscd to treat a compromised vessel following balloon angioplasty. The only stent
currently approved for intravascular use is balloon expandable and that single device is
currently approved for usc in the iliac artery only. The anatomic utility of these devices is
broadening rapidly, however. Treatment of the superior vena caval syndrome in paticnts
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
arc on the immediate horizon. '

Access, selection, and contemporanecous therapies are separately coded and are not included
in the stent placement service. ‘Therefore, in the casce of stents, vascular access already
achicved for another diagnostic or therapeutic service would not be recoded and would be
subject to the multiple surgery reduction rule. Balloon cxpansion of a balloon expandable
stent would not be separately coded as an angioplasty. However, a preceding angioplasty
or access achicved for placement of a stent would be separately coded and paid with
reductions for multiple surgerics on the same date of service. Open stent placements are
rclated to percutancous stent placements in the same way as open angioplastics are related
to percutancous angioplastics.

The placemcent 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
cncourage or preclude such therapy. The access is gencerally larger than is necessary for
any preceding diagnostic or therapeutic services. Therefore increasing the luminal size of

the access sheath is nccessary. The patient is treated with increased doses of sedation and
analgesia as well as anticoagulaiits, calcium channel blotkers and antispasmodics. All of
‘these therapies arc under the primary dircction of the operator. The stent is appropriately
sized and positioned under fluoroscopic control. The stent is deposited in a manner unique
to the individual device in use. The operator must be cognizant of the significantly different
characteristics wmong the various devices that are available with regard to'device choice and
delivery technique. Follow-up angiography and intravascular pressure gradient
measurement are part of this service. The angiography must monitor not only the site
trcated but the adjacent vessels and the complete run-off vasculature.

After the procedure itsclf, the access must be removed and hemostasis achieved which
requires prolonged manual compression because of the anticoagulant therapy, the size of
the access, and the improved pulse pressurc. Should the device have been place
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 cquivalent. Appropriate management of the postoperative anticoagulation
and other medications as well as the provision of an operative note are included in the
scrvice.

Findings

As in the case for atherectomy, percutaneous transluminal angioplasty was viewed by those
completing our survey as the most clinically equivalent refercnce code. The median
physician work RVU estimate calculated encompassing all reference codes ranged from
1114 (base=100) to 1300 (base=100) for the surgical component. The radiological

supervision and interpretation had a median valuc of 98 (basc=100).



Injection forl LeVeen Shunt Patency (Tracking Numbers: 172, 228)

Procedure Description

This procedure is performed in individuals who have a peritoneal-to-venous shunt placed
for relicf of intractable ascites. The shunt itself consists of tubing which cmanates from the
peritoneal cavity and cnds in a vein, gencrally the jugular or subclavian vein. 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 fluid
drains, and to assess the proper onc-way functioning of the valve.

The patient is interviewed and the medical records are reviewed. In patients who have a
history of intercurrent infections or repeated bacterial peritonitis, prophylactic antibiotics are
often administered. Informed consent is obtained. The skin overlying the shunt tubing in
cither one or two locations is sterilely preparcd. Local anesthesia is gencrally given.
Intravenous ancsthesia is gencrally not nceessary. The shunt is punctured in onc or two
locations. The number of punctures performed is based upon the findings from the first
injection and the clinical concerns which have prompted the study. Waler soluble contrast
is injected. The shunt is examined both by fluoroscopy and with hard copy films. The

cgress of contrast into the venous system 1s noted. The appropriate one-way function of
the valve is also evaluated.

Following the procedure the needles are removed. Only brief pressure about the puncture
sitc(s) is gencrally 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 (rarcly), and
disruption of the shunt which may necessitate its replacement. The procedure itscll takes
approximately 1/2 hour.

Findings

For purposes of comparison, the best cross reference for code 494XX is code 36145
(Introduction of a ncedle or intracatheter; arteriovenous shunt created for dialysis). Our
survey results, with a median estimate of 212 (basc=100), 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=100).

Transluminal Angioplasty, open or “percutancous

The revision of these codes to state “balloon angioplasty” does not constitute a departure
from the way thesc procedures are currently performed. Thercfore, we would oppose a
change in physician work RV U. '

In closing, we extend our thanks to the RUC for the opportunity to have input into the

valuation of these scrvices.

Sincerely,

E et on

Emmett O. Templeton, M.D., FACR
Chairman, ACR Commission on Economics
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SOCIETY OF CARDIOVASCULAR _&,‘INTE_BY_ENTIONAL RADIOLOGY

10201 1ee Highway, Suite 160, Falrfax, Virginla 22030 (703) 691-1805 |FAX] (703) v91-1855

July 1, 1992

Mark J. Segal, Ph. D., Director

Department of Health Care Financing and Organization
Amarican Medical Association

515 Norlh State Street

Chicago, lllincis 60610

Dear Dr. Segal,

. We greatly appraciate your giving us the opportunity to recommend valuations for the
codes representing "each additional" vessel treated by intravascular stent, open /
percutaneous. As | mentioned to 90u, we belleve it is of the utmost importance that these
two procedures be valued, and that these values be submitled to HCFA so as to assure that
lhey are recognized In the fee scheduls in a timely manner,

When these services were orlginally valued by the SCVIR, those rating the procedures
belleved that there were two separate operative fislds. In light of our discussions with you,
we have re-valued those procedures assuming that the services might involve: (1) Two
separate opaerative fislds or a single operative field; and (2) Multiple vessels treated might be
either contiguous (e.g., Ipsilateral common iliac and ipsilateral external liiac) or might be two
non-contig_uous vessels (e.g., renal artery and iliac artery).

To obtain a reasonable sample, we surveyed B physiclans expert In this procedure, 5
from academlic 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 the RUC 1o "first vessel
stented." Physicians surveyed were instructed that the "each additional" sewlce'descrlplors
‘ would not be subject to the reduction for multiple surgerles on the same date of service. The
resulls were tabulated by Lewin-ICF.
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Each physiclan 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 Vessei
Treated by Stent;
Percutancous / Open

7.50

5.50

6.75

6.26

- 9.00

6.00

6.26

. 6.26

Mean: 6.69

Medlan: 6.26

| 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 for your willingness 1o atlend to this imporiant matter in such a timely way.

Sincerely,

Sﬂcuu.é, ‘W e

Gary S. Dortman, M.D.
Chair, SCVIR Commiltee on Coding,
‘ Nomenclature, and Relative Valuation.
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TECHNICAL ADVISOR
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AUA staff tabulated responses to all 3 surveys'and submitted
this data to the AUA RVS Committee. Detailed information lS
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 commenting on the work

values submitted by the AUA. Neither Society had hard data
available from their surveys and therefore were not 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 1list was extended to the AUA to better
compare certain tracking numbers for the June submission of work
values. When theseé 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 DESCRIPTION ' |

50230 Removal of kidney, radical |
50590 Fragmenting of kidney stone (ESWL)

50780 Reimplant ureter in bladder

51845 Repair bladder neck

52000 Cystoscopy

52337 Endoscopy of urinary tract, with lithotrlpsy
52601 Prostatectomy (TURP)

53670 Catheterization, urethra, simple

54640 Suspension of testis



Tracking
Number

173

174

175

176

177

178

179

180

181

242

243

Summary of Recommendations:

CPT Code/Description

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

507XX with extensive ureteral tailori

50785 with vesico-Psoas hitch or
bladder flap

CPT Codes 52320 - 52338 were modified
only by an explanatory note indicating
insertion of stent is included and shoul
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

Global
wWork RVU Period
(x . 100) (days)
1030 90
1173 90
1804 90
1920 90
ng 2020 90
2017 90
d
i
618 90
930 90
230 XXX
230 XXX



AMERICAN UROLOGICAL ASSOCIATION
RECOMMENDED WORK VALUE FOR TRACKING #173

v

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: Repair of a
complicated colostomy through two fasciae.

Global Period: 90 days

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%




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 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: Repair of a urostomy
and parastomal hernia through the abdominal wall. Repair of
these problems require a takedown of the stoma with proximal
mobilization of the wurostomy often through a ‘different
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 work and the post-

operative work will be about the same in the 90-day global
period.

Survey Response Rate: 81%




AMERICAN UROLOGICAL ASSOCIATION
RECOMMENDED WORK VALUE FOR TRACKING #175

CPT CODE: (Change is only to better define the procédure)
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 descrlptlon 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%




AMERICAN UROLOGICAL ASSOCIATION
RECOMMENDED WORK VALUE FOR TRACKING #177

NEW CPT CODE:

507XX VUreteroneocystostomy with extensive uretéral tailoring
KEY UROLOGICAL REFERENCE SERVICE:

CPT Code 50785 - Ureteroneocystostomy, with blsdder 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%




AMERICAN UROLOGICAL ASSOCIATION ‘
RECOMMENDED WORK VALUE FOR TRACKING #178

CPT CODE: (Change is only to better define the procedure)

50785 Ureteroneocystostomy with vesico-Psoas hitch or
‘ bladder flap

f

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%

t



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 pyveloureteral
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%



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 70 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: Cy




AMERICAN UROLOGICAL ASSOCIATION
RECOMMENDED WORK VALUE FOR TRACKING #242 & #243

'
H

NEW CPT CODES: f

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 - 2.30 |
RECOMMENDED TOTAL WORK (X 100) FOR 93980 & 93951: ;
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

i
'

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 reco¢mend the same
Relative Values for work for both codes.
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SOCIETY OF CARDIOVASCULAR & INTERVENTIONAL RADIOLOGY

1891 Preston White Drive, Reston, Virginia 22091 (703) 648-8980 |FAX] (703) 648-9250

June 11, 1992

Gary S. Dorfinan, M.D.
Chairman, External Affairs Division
(401)277-5194

(401)277-4416 I°AX)

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 10, 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 SCVIR 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 ACOG 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 ACOG which yielded a value of 3.97. Based upon
these two facts, it was decided to approach the ACOG with the
consensus value as derived above. My understanding is that ACOG
now supports this revised value of 4.85.

Based upon this aforementioned scenario, the SCVIR will withdraw
our previously submitied 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.

N3N

‘Gary S. Dortman M.D.

Sincerely,

cc: Ms. Celeste Kirschner
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RUC Evaluation of Tracking Numbers 218 and 219

Tracking Number 218 [61531]

Buur hole(s) for insertion of subdural strip electrodes for long term seizure
monitoring. '

. The National Assoclation of Epllepsy Centers (NAEC) presented this new procedure
with a reference to existing 61510 (Craniotomy for excision of supratentorial
brain tumor with 24.65 physiclan work RVUs) and derived a value for this item of
26.00,

It 1s 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.

RUC used 61154 (burr hole(s),unilateral, for evacuatlion of subdural hematoma),
which includes insertlon of subdural drains .and 90 days postoperative care (12.84
wotk 'RVUs) as the best comparable existing procedure and value.

As 61531 1s 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 12.84
+ 50% for bilaterally performed __ _6.42
Accepted value 19.26

Tracking Number 219 [61532]

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% - 50X% - 25% - 25%, 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 and
the nature of the seizure problem, as described below:

61780 880
61780-51 440
61780-51 ° 220
61780-51 220
30% additional work 528

Accepted Value 22.88
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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 1is 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
ma jority 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 00230-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-jj:
Peripheral Atherectomy; and Tracking Number 161: Extremity
Venography and Tracking Numbers 163-229: Intravascular Stents

‘ The American College of Cardiology does not offer a
recommendation for these services at this time, based on a low
response rate for this survey.
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AMERICAN COLLEGE OF CARDIOLOGY

Recommendations Concerning
Percutanaous Transluminal Coronary
Atherectony, each additional vessel

CPT Code: 929XX

Descriptor: 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)

Thie completely new code for 1993 ls an add-on to the initial
vessel atherectomy. The response rate for this survey was 55.56
percent and resulted in a mean value of 1180 and a median of 650.
As with balloon angloplasty, each additional vessel treated results
in increases physician time, effort and stress.

Multivessel disease carries increased risk due to the freguent
association of increased LV dysfunction in ©patients with
multivessel disease and increased numbers of vessels exposed to
atherectomy.

SA\E\RMATHERPT.692
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AMERICAN COLLEGE OF CARDIOLOGY

Recommendations Concerning
Percutaneocus Transluminal
Coronary Atherectonmy

CPT Code: 929XX

Dascriptor: Percutaneous - transluminal coronary
athersctomy, any method, with or without
balloon anglioplasty; single vessel

Current HCFA Work RVU: nene
Recommended Work RVU: 17.75 (1775)

This is a completely new code for 1993. The survey for this
service had a response rate of 55.56 percent with a2 mean value of
1750 and a median of 1775. OQur respondents were familiar with this
procedure with freguency of performance in the past year ranging
from 25 to 235 cases, This value is based on comparison to both

the PTCA single vessel (RVU = 1500) and a 1left heart
catheterlzation. '
Procedure: Atherectomy, although not dissimilar from balloon

angioplasty in that it is a method used to open blocked arteries,
physically achieves its goal by actually removing the plague from
the vessel. The typical athersctomy 1s done particularly in
proximal lesions where balloon angloplasty 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 esccentricity. Atherectomy has the

advantage of 1less incidence of acute closure. Increasingly,
atherectomy 1is used in patients where balloon angioplasty has
failed. In these patients especially, the procedure 1is

significantly more time consuming than balloon angioplasty. 1In

. addition, patients who are rejected as candidataes for balloon

angioplasty are often referred for atherectomy. These patients are
often more seriously ill than the typlcal angloplasty patient with
a resulting higher complication rate.

The work in performing atherectomy 1s greater than that for balloon
angioplasty due in part for the nacessity of making multiple passes
with the catheter to remove the plague. Each pass of the catheter
removes 5 to 7 Bpecimens of wall plaque, and then the cutting

. device must be emptied. Each of these steps requires physicilan

time and effort. Also, atherectomy requires two assistants in
addition to the physician, whereas balloon angiloplasty can be
performed by a physician with one assistant.

812
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=A service paid on a global basis includes visits and other services provided in addition to the basic procedure during a specified number of days before and afier the procedure is provided. The global period identified sbove
refers to the number of preprocedural and postprocedural days of care that are included in the payment for a global surgical package as determined by the Health Care Financing 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: .
XXX = Glnbsl concept does not apply to the code; YYY =Global period is to be set by the Medicace carrier; ZZZ =Code is part of another service and falls within the global period for the other service.
Refer to Table 2 for the services included in each type of global package.

A “wrparate procedure” is one that is commonly carried out 29 an integral part of a total service and thus not generally identified separately. In those instances, however, whea such 2 procedu»re is performed independendy of.
and is not immediately reiated 1o, other services, it may be listed as a “separate proceduce.”

Final assignments of codes and code descriptors are subject to change by the CPT Editorial Panel pror 1o publicatioa of CPT /993. The information contained in this questioanaire is confidential and propdetary and should
only be used pursuant to participation in the AMA/Specialty Society RVS Update Process.

CPT five digit codes, two-digit numeric modifiers, and descriptions only are © 1991 American Medical Association. No payment schedules, fee schedulea. relative value units, scales, conversion factors or compogenls thereof
ace included in CPT. The AMA is not recommending that any specific relative values, fees, payment schedules, or related listings be attached to CPT. Any relative value scales ot related listings assigned to the CPT codes a-

not those of the AMA, and the AMA is not recommending use of these relative values.




T'(;Jl(_l,q— Clinical Description of EEG and Video Recording - 94595 |

Intensive 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, localization and
other reasons. For diagnosis, monitoring determines whether

episodic spells are epileptic .as opposed to’ non-epileptic. Por
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 their coexistence and to plan
differential treatment. Monitoring can also occasionally provide
the only source of information regarding which type of epileptic
selzure occurs .in an individual patient, which 4in turn can
substantially influence choice of medications. For localization,
localization of the seizure focus is of paramount Ilmportance 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 seizures which might go unreported by the
patient. Especially with patients who have multiple complex

" partial seizures every day, intensive EEG/Video monltoring 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 wused in an
outpatient setting. The following activities require two to ten
hours of highly skilled physiclan 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 necessary? Many combinations are
possible given the number of electrodes placed on the scalp.
This decision 1s critical to obtain the maximum pertinent
information. 1In addition, electrodes &are placed to monitor
muscle activity, the cardiac rhythm, eye movements, and
respiration. 1In addition varlous 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 dore periodically
during monitcring.



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 reduction ,(requiring

.detailed knowledge of the pharmacology of the drugs involved),

sleep deprivation, fasting, and exercise.

Supervision of technical. personnel during 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 as well as to know how much baseline
recording of sleep and waké 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 thelr 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
which events should be replayed with different filter

settings or ‘different montages. Finally a dictated
report needs. to be generated for the patient’s medical
record.

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 is8 written.
Finally, this data is collated with other clinical features
for presentation to the family as well as to colleagues for
determination of appropriateness for surgery or other
treatment options. '



‘-Ambulatory Cassette Recorded EEG, each 24 hours~'q5CISO
Recommended RVUs - 1.59
Technical Component - 3.0

Ambulatory cassette recorded EEG, typlically using the 8 channel
Oxford brand system, involves 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 selzures (focal sensory or motor) may be entirely normal;
thus, for those problems video EEG monitoring 1s more appropriate.
ambulatory cassette recorded EEG is useful for counting selzure
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 cliniczl neurophysiology.OR Frefl IZEca?/v,:}go '

: FatThen f/z:&i}u[u.,tg AND ExpeaFoe iz,

Ucdp - Computerized Portable EEG with 16 or more Channels, each 24 hours -

NEARRS =

Reconunended 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,
sphenoidal electrodes as well. EKG and other physiological
measurements are also possible in addition. Selective data storage
makes it possible to obtain information from a relatively large
number 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 eplleptic seizure and a short period of time before and
after are retalned 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

~. -



storage each time an EEG ictal is recognized. As with routine
ambulatory cassette recorded EEG, the patient carries a small
‘recording device in a pouch and can move about at will. If the
computerized 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 18 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 diagnoslis
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 avoldance of speciflic
precipitating factors. Unlike ambulatory cassette EEG, however,
the larger number of electrodes makes it possible to use this
system to determine what types of selzures might be occurring, and
to localize the site of onset of partial seizures when respective
surgical treatment is being considered. In some cases, outpatlent
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 selzures is usually necessary before
definitive localization of .seizure onset is obtalned; 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 patlent 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 scveral hours of
technologist time, depending on the number of selzures 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 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. : '

. y
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The physician should be board certified in ‘neurology and clinical paes
neurophysiology, and should also have special training in long-term Elfdb}ztt
monitoring, 4including the use of the particular ambulatory EEG | 7 {

‘ device, in order to interpret ictal recordings. In addition to EEG

technologists, it is8 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. ’ '

Ambulatéry (Cable or ﬁadio, 16 or more channel) Telemetered EEG,

each 24 hours ( 4S9xX
Recommended RVUs - 5.0

U |-

Ambulatory radio or cable telemetered EEG provides all of the
detail of a standard 16 channel computerized EEG recording. The
service 1s 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 wuseful 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 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 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. - '

R ELigibLE /Mo({/zgg,cf,\{"fgg L The o

The physician should be board certified in neurology an clf;ical A
neurophysiology, and should also have special training in long-term Zﬁ ) I
monitoring, including the use of the particular ambulatory EEG o
device, in order to interpret ictal recordings. In addition to EEG Ek/EﬁJELMG
technologists, it 1is also necessary to have access to an
electronics technician who 1is able to maintain and repair
equipment, including the computers necessary for data display and
storage.
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Via Telecopy

DATE: May 13, 1992

TO: Mark J. Segal, Ph.D.

FROM: Joseph S. Bailes, M.D. g&?

RE: Physician Work Values -- 96440, 96445, 96450

Tha following outlines the procedures utilized in and
outcome of our efforts to assign phvsiclan work relative values
to several revised chemotherapy codes. AS5CO's standing Clinical
Practice Committee served as our RVS Committee. No outside.
expertise was sought as it was felt that Committee members had
sufficient expertise and familiarity with the procedures
requiring evaluation., The Committee assessed relative values for
three codes:

96440 chemotherapy administration into pleural
cavity, requiring and including
thoracentesis; :

96445 chemotherapy administration into peritoneal

cavity, reqguiring and including
peritoneocentesis; and

96450 chemotherapy administration into CNS (e.g.,
intrathecal), requlring and including lumbar
puncturae.

Committee members were sent relevant materials prepared
by AMA and:asked to assign relative values. To avoid bias, we
‘elected not to reveal relative values previously assigned to '
these codes. 'Work values were, however, provided for B5095,
62270, 49080, 85102, and 32000. Median relative values were
calculated based on the mail survey.



- 2 -

Subsagquently, a oonference call was held to discuss the
values. I coordinated this call as I serve as chair of ASCO's
Clinical Practice Committes. Participants in the conference call
were asked if they wished to revise their recommendations as a
result of issues ralsed in the discussion and their knowledge of
the median values from the mall survey. Several individuals did
modify their proposed relative valuss. Inadeguate consideration
of risk associated with the procedures was the most common
rationale for increasing relative values. Both before and after
the conference call, however, there was considerabla consistency
with respect to the reference codes 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 codes is relatively
straightforward, since 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 lumbat puncture, and the relative value for the chemotherapy
procedure can be aszessed by estimating the additional work
inveolved as a result of the chemotherapy. ‘

It should be noted that the values developed by our
committee are clearly more accurate that the existing values for
these codes. For example, under the current values, chemotherapy
requiring thoracentesis is valued less than the thoracentesis by
itself. Comparisons involving the current values include:

Current
CPT codea york value
96440 Chemo reguiring thoracentesis 1.59
32000 Thoracentesis 1.63
96445 Chemo requiring peritoneocentesis 1.59
49080 Peritoneocentesis 1.42
96450 Chemo requiring lumbar puncture 1.27
62270 Dlagnostic lumbar puncture 1.18

62289 Lumbar injection 1.73



In summary, based on the median values of the survey,
ASCO .recommende that the work values for the newly revised codes
be established as follows:

96440 Chemo requiring thoracentesis 2.50
96445 Chemo reguiring peritoneocentesis 2.31
86450 Chemo requiring lumbar puncture 2.00

If you have any questions regarding thls presentation,
please contact Stacey Boackhardt, ASCO's Director of Government
Relations, at 202-778-2396.

Attachments
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. Sociery of Critieal Care Medicine

March 24, 19%2

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 guality 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
improvement of care for patients who are critically 1ill or
injured. Such patients often require prolonged attention, the
evaluation and manipulation of multiple databacses and advanced

-technology, and decisionmaking of the highest complexity -- at
times. on an around-the-clock basis.

Such:services require separate and distinct evaluation and
management codes with relative value units that accurately
reflect . the intensity and time required. The Society is
partici¥arly concerned because, to our knowledge, no physician

Gl l HEE }\ arset Boashnvand
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The Honorable Michael Hudson
March 24, 19§82
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.

Respectfully submitted,

THE SOCIETY OF CRITICAL CARE MEDICINE

ook Bl

Frank B. Cerra. F.C.C.M.
President

Dol & Bdd

Russell C. Raphaely,/M.D. JF.C.C.M.
Chair, Healthcare Policy Division

8101 East Kaiser Boulevard
Anaheim, California 92808-2214
(714) 282-6000

Of Counsel:

Stephan E. Lawton

Lauria E. Loeb

HOGAN & HARTSON

555 13th Street, N.W.
Washington, D.C. 20004
(202) 637-8615
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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 for~§t 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 care, translating
into a savings of berhaps 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 correspoﬁds to the
intraoperative work involved with some cardiac or
neurosurgery. Recognizing that the intraoperative work during
surgery invoives 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, comﬁared to other services requiring the same level

of skill, intensity, and work.



beinb1pfovid@§,@§w@ (5) days later. .This cognitive time should
. be r-eimbur«seg,, @and aall,sp &_eg.mqnstrates why procedures included in
the critical gare wvisit code are misleading and.not reflective
of the work performed.
In short, «the use of critical care visit codes should
not be limiggﬁ}gyfﬁng{gpyfgrﬁgy hospitalization, as per the

example given. Moreoyer, £ritical care visits should not

include anyCtymewgqg}@gwggighpprocedures are performed.

III.

critical care.visit_--_.gpde;99291 -- of 2.49 is inaccurate on

its face, -even.when prpcedures.are unbundled. [The

,J\AL 4

correspanding. yalue:sfor.code: 99292, which is directly related

(52

‘ to the-value:ferg99291, also:is undervalued.] The work RVU for
the ‘highest legglagf;égggggggx room visit is 2.79. The
critical. care.visit,woxkyRVU should be greater than that for
emergency ;pem,y§§g§sifpr:$pe;following reasons:

.. 'l‘g:engu.ghest level emergency room visit usually
requizes. .additional consultative care, whereas
;he~c¢1t1cal care visit usually encompasses this
type, of spec1allzed expertise.

s @ “Ihefhlghestg;gyel .emergency room visit typically
< would, not;}@stqas long as the hour used to define
t-bhencnltmcal“;a;e visit. Rather, normally the
Hpatment ‘Quiqﬁp e transferred to an ICU or

o e b fee

LY
o qperatingiﬁgpmVOt ‘'perhaps would die.

- ® gﬁTxp¢callypwthe~dec151onmak1ng is more complex for
;ﬁhe~cr1t%cal,cqre visit, requiring the .

Gistillation©of multiple databases and the

@ pllcatqonwof advanced technology to prevent or

»comQaa SLngl% or multiple vital organ system
faLlure
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Lo AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS . 47’25 )

SUMMARY OF RECOMMENDATION =~ ST
Tracking Number: _AZ39 Global Period: XXX Recommended RVW: 0.60 T e
CPT Descriptor: Physical performance test or measurement (eg, musculoskeletal, functional capacnty), with written

report, each 15 minutes

CLINICAL DESCRIPTION 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 pressure 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 inter-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 includes ergonomic changes
in equipment and job pacing in conjunction with physician’s application of anti-inflaminatory medication.

Description of Pre-Service Work:

s
.}

Chart reviews for medical treatment; pre set up of activities, equipment, area; review of previous documentation as needed
communicating 'with other health care professionals (eg, social worker, nursc), discussions with family members,; calls to '
referring MD for additional mformatlon/clanﬁcatlon N

Description of Intra-Service Work:

Status check 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

/: :

Description of Post-Service Work:

Writing up report/documentation of treatment; calls to referring physician to report progress; communicating with other team |
members . : |

KEY REFERENCE SERVICE(S):

CPT Code P "CPT Descriptor . RVW

" M0008 * Office visit including’ combination of any modality(ies) and procedurc(s), 0.51
each additional 15 minutes -
95860 Needle electromyography, one extremity and related paraspinal areas 0.97
97250 Myofascial release/soft tissue mobilization % 0.45

R . o o . !
RELATIONSHIP TO KFY REFERENCE SERVICE(S) AND/OR OTHER RATIONALE FOR RVW
RECOMMENDATION (include all applicable elements of work in rationale: time; technical skill & physical effort; mental efTort ands
Jjudgement; and stress): VoF R T
Survey median adjusted downward given probability that those surveyed were relating this to use for evaluation codii'i'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
MO0008, and lower than invasive 95360 which may have inherent greater patient risk.
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* .. IFRECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY RESULTS,

s ) - PLEASE EXPLAIN WHY:
" See Above Ranonale‘. L - ’
A TARN Tt . ‘ ) ‘
3
SURVEY DATA:
Organization: APTA
Median Intra-Service Time: S 30 ) . Low: S High: . 360
o ,70Media§ Pre-Service Time: .10 - Median Post-Service Time: 15
g . s Le‘i)gth of Hosplta] Stay: Number & Level of Post-Hospital Visits:
ﬂ, ;, N’umber of Txmes Provided in Past 12 .months (Median): ‘150
‘3*9 ELNS ;o 3. . ’
T h e Othef Data : t
. X : S "
“ B Sample Slze 1 97/300 Resporise Rate (%): _32.3 Median RVW: .15
SRR S o E ‘ :
¢ 25th, Percentllc RVW Sl 75th Percentile RVW: __.90 Low: .25 High: 2.00 )
_an Please, comple}e the follovymg—af more than one organizatior 1 was mvolved in developing the recomg\nendannn I
R : i o
RS S M - O s s
i . ST e .- s - -(. N .
" i.Organization: __ -~ AOTA™ - i oG @
N e ‘ BT Tliag 2
< B .{_ i ' . . K i ‘ v '&\3-"3"‘ ru“:,,-‘. .
‘ .. «. Median:Intra-Service Time: 60 - Low: >~ " 15 .- High: 180
, -t : ’ g
; Median Pre-Service Time: 15 Median_ Post- Servxcé“'ﬁme 20
\ RS aas) oW m‘(- - oSt 5l
! S Lx:rxgth of Hospx.tal §gy 2 Number & Level Qf Post—Hospnal Vlsxts B
FE @
Number of Txmes Prov1ded in Past 12 months (Median): ____ 50 fi
'-‘;.‘ S 5 odeE
Other Data: . . N ‘iegfg-“ . ec-0b ‘9@
S B »f ;I‘ 5 if':) ﬁ(‘,"'t&f&" i( L S 3 S
aSam;Jle Slze 180 ‘ Respon;&i[l‘%ﬁt)tf )3 - 17 2,. D‘Medxan RVW 1.02 1
5o 4 A ¢ («(" 4
£ /Q-ZSth‘Percentllc Ryw: .75 3% 75th Pe; cexiéﬁ’ i‘z‘éw 1.3 Low:*__39 High:
i ; Y ‘?___? r e ________ .39  High
LT : T 2 p
,ot oo “ o ’&‘)h’ e
re .
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